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OREGON  • WASHINGTON  • IDAHO 


His  wife  has  a lot  of  different 
lenopausal  symptoms,  but  only  a few 
eally  irritate  him.  Her  hot  flashes,  her 
ertigo,  her  palpitations — that’s  her 
roblem.  What  really  bothers  him  is 
er  nervousness,  her  irritability  and 
er  excessive  anxiety,  often  expressed 
y endless  “book'shuffling,  chain- 
Tioking,  reading-lamp”  insomnia! 

: Menrium  takes  care  of  hot  flashes, 
ertigo,  palpitations  in  most 
aenopausal  women.  Menrium 
rovides  the  well-known  antianxiety 
ction  of  chlordiazepoxide  (Librium®) 
nd  water-soluble  esterified  estrogens, 
t therefore  relieves  more  symptoms 
han  either  component  separately, 
t takes  care  of  the  vasomotor 
ymptoms  as  well  as  the  emotional 
ymptoms.  This  means  the  symptoms 
aat  bother  his  wife  most.  And  the 
ymptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
er  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  ot  less 
per  day)  to  preclude  ataxia  or  oversedarion;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Mentium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anotexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and ,'or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


5 mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Create  a 
machine 


lAHiattodo 

unty„  . 

suppositories 
work: 


‘‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times two/  Sometimes  more/  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus/ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO.,  INC. 
Lynchburg,  Va.  24505 


pltamuceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr,  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J,  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 


CORRESPONDENCE 

This  department  is  o forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


This  statement,  submitted  by  the  Coordinating  Con}- 
mittee  of  the  tiewhj  formed  Committee  on  the  Care 
of  the  Diabetic,  has  also  been  submitted  to  the 
Food  and  Drug  Administration,  American  Medical 
Association,  ami  the  American  Diabetes  Association. 
Ed. 

Boston,  Mas.sacli usetts 

Editor,  NORTHWEST  medicine: 

Treatment  of  Diabetes 

Uncritical  and  premature  recommendations  of  the 
Food  and  Drug  Administration  regarding  the  treatment 
of  diabetes  mellitus  are  deplored.  This  is  the  conclusion 
reached  bv  forty  diabetes  specialists  who  met  on  Novem- 
ber .30,  1970,  at  the  Sheraton -Boston  Hotel  to  discuss 
their  mounting  concern  for  more  than  one  million 
diabetic  patients  who  have  become  increasingly  restive 
because  of  newspaper  stories  alleging  adverse  effects 
from  long  term  use  of  oral  anti-diabetes  agents. 

The  current  controversy  arose  following  a scientific 
presentation  on  June  1-4,  1970  at  the  annual  meeting  of 
the  .American  Diabetes  .Association  in  St.  Louis.  .At  that 
time  a group  of  twelve  University  Centers  known  as  the 
Universtiv  Group  Diabetes  Program  (UGDP)  presented 
the  results  of  an  8-vear  study  of  over  800  diabetic 
patients  subjected  to  different  forms  of  treatment.  This 
prospective  cooperative  clinical  study  appeared  to  show 
that  administration  of  a sulfonylurea  drug  (tolbutamide) 
to  mild  adult-onset  diabetics  led  to  a greater  death  rate 
from  cardiovascular  disease  than  was  found  in  three 
other  groups  treated  with  diet  alone,  a fixed  dosage  of 
insulin  or  a variable  dosage  of  insulin.  The  report  re- 
ceived widespread  news  coverage.  Subsecjuentlv  a letter 
sent  by  the  .ADA  to  its  membership  on  October  27,  1970 
supported  the  validity  of  this  study,  as  did  a report  from 
the  .American  Medical  .Association  Council  on  Drugs. 

In  late  October  an  official  Food  and  Drug  -Administra- 
tion “Current  Drug  Information”  bulletin  was  sent  to 
all  physicians  in  the  United  States.  .Although  based  upon 
still  unpublished  findings,  the  letter  contained  far- 
reaching  implications  regarding  the  future  treatment  of 
diabetics.  Portions  of  the  h'DA  statement  that  may 
significantly  affect  diabetic  management  and  greatly 
compromise  the  freedom  of  the  physician  to  prescribe 
for  his  patients  are  as  follows: 

1.  “Oral  hypoglycemic  agents  should  be  used  only  in 
diabetics  with  adult  onset,  stable  disease  which  cannot 
be  controlled  by  diet  alone  and  for  whom  insulin  is 
unacceptable  or  impractical.  .A  recently  published  study 


shows  no  evidence  that,  in  diabetics  with  adult  onset 
stable  disease,  therapy  with  a fixed  dose  of  one  such 
agent  (tolbutamide)  and  diet  is  more  effective  in  pro- 
longing life  than  diet  alone.  The  study  also  suggests 
that  such  a regimen  mav  be  less  effective  insofar  as 
cardiovascular  mortality  is  concerned  than  diet  alone 
or  than  diet  and  insulin  combined.” 

2.  In  the  words  of  Charles  C.  Edwards,  Commissioner 
of  Food  and  Drugs,  “The  initial  and  essential  foundation 
for  the  management  of  adult  onset  diabetes  mellitus  is 
diet  and  weight  control.  When  svmptoms  of  the  disease 
are  adequately  controlled  bv  these  measures,  no  other 
therapy  is  indicated.  .All  oral  hvpoglvcemic  agents  should 
be  employed  with  caution  anti,  if  prescribed,  then  only 
when  serious  application  of  diet,  or  diet  plus  insidin, 
has  been  proven  ineffective  in  the  judgment  of  the 
physician. 

“.A  physician  using  hypoglycemic  agents  should  fa- 
miliarize himself  with  the  cautionary  material  in  the 
package  inserts  for  these  drugs  and  should  adjust  the 
dosage  according  to  the  individual  patient’s  needs.” 

3.  Recommendations  that  extend  the  interpretation  of 
the  results  of  the  UGDP  studv  to  the  use  of  all  currentlv 
available  oral  hypoglycemic  agents  are  as  follows:  “The 
Food  and  Drug  Administration  recommends  that  the 
use  of  Orinase  (tolbutamide)  and  other  sulfonylurea 
tvpe  agents,  Dymelor  (acetohexamide),  Diabinese  (chlor- 
propamide), Tolinase  (tolazomide),  should  be  limited  to 
those  patients  with  symtomatic  adidt  onset  nonketotic 
diabetes  mellitus  which  cannot  be  adeipiatelv  controlled 
by  diet  or  weight  loss  alone  and  in  whom  the  addition 
of  insidin  is  impractical  or  unacceptable.  The  oral 
hypoglycemic  agents  are  not  recommended  in  the  treat- 
ment of  chemical  or  latent  diabetes,  in  suspected  diabetes, 
or  in  pre-diabetes,  and  are  contraindicated  in  patients 
with  ketoacidosis.” 

The  actions  of  the  FD.A  are  based  exclusively  upon 
this  solitary  report  by  the  UGDP.  Yet,  the  absence  of 
any  similar  observations  during  vast  experience  with 
large  numbers  of  diabetic  patients,  both  here  and  abroad, 
for  periods  up  to  15  years  in  the  use  of  tolbutamide  and 
other  oral  hvpoglvcemic  agents  prompted  re-examination 
of  the  UGDP  report. 

The  assembled  group  of  diabetes  specialists  recognized 
numerous  limitations  of  the  UGDP  studv,  including  the 
following: 

1.  There  was  no  significant  difference  in  overall 
mortality  among  the  four  treatment  groups.  Regarding 
the  alleged  excess  of  cardiovascular  deaths  in  patients 
treated  with  tolbutamide,  the  lack  of  homogeneity  of 
baseline  risk  factors  in  the  12  treatment  centers  invali- 
dates statistical  evaluation  of  the  findings. 

2.  Disagreement  persists  concerning  the  evaluation 
of  the  data  by  UGDP  statisticians,  since  the  application 
of  different  statistical  methods  have  yielded  contradictory 
results.  For  example,  one  independent  analysis  found  no 
significant  difference  between  tolbutamide  and  placebo 
groups  with  respect  to  cardiovascular  deaths,  either  when 
tested  separately  within  each  of  the  12  treatment  centers 
or  when  the  summed  results  of  all  12  centers  were 
analyzed. 

.3.  Spontaneous  levelling  of  the  claimed  excessive 
mortality  in  tolbutamide-treated  patients  during  the 
eighth  and  last  year  of  the  UGDP  study  suggests  that 
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the  alleged  increase  in  cardiovascular  deaths  is  not  due 
to  the  administration  of  the  drug. 

Other  matters  were  criticized  severely  hy  the  group. 
The  application  of  an  arbitrary,  constant  dosage  of 
tolbutamide  differs  radically  from  the  customary  clinical 
usage  of  the  drug.  The  fact  that  therapy  seemed  to  have 
little  or  no  effect  on  maintaining  normal  blood  sugar 
levels  was  attributed  to  the  use  of  the  fixed  dosage  of 
tolbutamide,  which  is  also  the  shortest-acting  of  the 
sulfonylurea  compounds.  Furthermore,  the  well-known 
phenomenon  of  secondary  failure  known  to  occur  in 
.30  percent  or  more  of  patients  so  treated  was  apparently 
ignored  in  this  report  as  a possible  cause  for  the  elevated 
blood  sugar  levels  observed. 

Findings  sucb  as  these  made  the  group  feel  that  the 
established  treatment  of  diabetes  was  under  significant 
pressure  on  the  basis  of  experimental  results  of  dubious 
validity. 

The  consensus  of  the  meeting  was  that,  before  any 
further  action  is  taken  by  regulatory  agencies,  the  raw 
data  should  be  made  available  to  the  scientific  com- 
munity at  large. 

The  disastrous  consequences  of  this  report  stem  from 
the  fact  that  it  will  tend  to  restrict  treatment  of  patients 
with  latent  or  asymptomatic  hyperglycemia  who  do  not 
respond  to  diet  alone. 

We  categoriaclly  oppose  the  uncritical  and  premature 
recommendations  of  the  FDA  based  on  a single  and 
still  unpublished  report  of  the  UGDP,  which  is  scien- 
tifically unacceptable  to  many  specialists  in  diabetes. 
This  unprecedented  interference  with  the  practice  of 
medicine  in  a controversial  area  is  not  only  outside  the 
province  of  a governmental  regulatory  agency,  but  it 
has  also  damaged  the  welfare  of  a million  diabetic 
patients. 

The  erroneous  and  insensitive  manner  in  which  pur- 
ported information  has  been  disseminated  for  the  past 
six  months  has  further  burdened  both  physicians  and  the 
diabetic  population  at  large  with  unwarranted  anxiety 
over  the  treatment  of  the  disease.  The  FDA  action  has 
been  taken  despite  many  contrary  studies  both  here  and 
abroad. 


The  recommendation  restricts  and  all  but  prohibits 
the  use  of  any  and  all  oral  agents  in  the  treatment  of 
diabetes,  despite  overwhelminglv  favorable  clinical  ex- 
periences to  the  contrary.  Furthermore,  the  therapeutic 
implications  outlined  are  ambiguous  and  impossible  to 
fulfill  in  accordance  with  established  medical  practice. 
The  recent  FD.\  recommendations  for  the  treatment  of 
diabetes  seriously  undermine  the  progress  made  on 
behalf  of  the  diabetic  through  years  of  hard  work  and 
education,  in  the  following  respects: 

1.  Diabetics  and  their  families  are  confused,  anxious, 
and  uncertain  of  their  physician’s  ability  to  guide  their 
treatment.  Progress  in  employment  and  insurance  status 
will  in  many  instances  be  pushed  back  a number  of 
years  by  the  enforced  use  of  insulin  treatment. 

2.  The  physician  has  had  no  basis  for  making  his  own 
decisions  concerning  the  validity  of  the  UGDP  study  but 
is  now  at  least  indirectly  forced  into  the  use  of  principles 
in  diabetic  treatment  prescribed  by  the  FDA.  He  is 
potentially  exposed  to  an  unprecedented  series  of  mal- 
practice suits  based  on  any  occurrence  of  cardiovascular 
problems,  which  occur  with  great  frequency  in  all 
diabetic  patients,  but  which  may  now  be  blamed  upon 
the  taking  of  an  oral  hypoglycemic  agent. 

The  recommendations  of  the  FDA  tend  to  constitute 
the  practice  of  medicine  by  specifying  the  order  in 
which  therapeutic  programs  are  to  be  employed  in  the 
treatment  of  patients.  This  directive,  if  taken  literally, 
will  also  prevent  or  seriously  hamper  future;  clinical 
research  in  this  field.  Furthermore,  the  FDA  denies  the 
value  of  chemical  control  of  the  disease  which  emascu- 
lates any  programs  of  diabetes  detection  as  well  as  all 
public  health  measures  in  this  area. 

We  request: 

1.  Sutiable  modifications  of  the  FDA  Drug  Information 
Letter.  2.  Immediate  reconsideration  of  currently  pro- 
posed revisions  of  the  package  inserts  demanded  of  the 
manufacturers  of  oral  hypoglycemic  agents,  and  3.  Fur- 
ther independent  statistical  and  clinical  analysis  of  the 
UGDP  study  based  on  raw  data  so  far  not  available  to 
the  scientific  community. 


Signing  the  Position  Statement  are: 

ROBERT  F.  BRADLEY,  M.D. 

Medical  Director 
Joslin  Clinic 
Boston  Mass. 

PETER  H.  FORSHAM,  M.D. 

Director,  Metabolic  Research  Unit 
University  of  California  Medical  Center 
San  Francisco,  California 

HENRY  DOLGER,  M.D. 

Professor  of  Clinical  Medicine 
Chief.  Diabetes  Clinic 
Mt.  Sinai  School  of  Medicine 
New  York,  New  York 

JAMES  B.  ASHMORE,  M.D. 

Professor  of  Pharmacology 

Indiana  University  School  of  Medicine 

Indianapolis,  Indiana 

HOLBROOKE  SELTZER,  M.D. 

Chief  of  Endocrinology 
Veterans  Administration  Hospital 
Southwestern  Medical  School 
Dallas,  Texas 

SAMUEL  B.  BEASER,  M.D. 


Lecturer  in  Medicine 
Tufts  Medical  School 
Boston.  Mass. 

DAVID  R.  CHALLONER,  M.D. 

Associate  Professor 

Assistant  Chairman,  Department  of 

Medicine 

Indiana  University  School  of  Medicine 
Indianapolis.  Indiana 

RAFAEL  A.  CAMERINI  DAVALOS,  M.D. 

Associate  Professor  in  Medicine 
Director,  Diabetes 
New  York  Medical  College 
New  York,  New  York 

HAROLD  L.  DOBSON,  M. 

Associate  Professor  of  Medicine 
Baylor  College  of  Medicine 
Houston,  Texas 

DEWITT  E.  DELAUTER,  M.D. 

Georgetown  University  School  of  Medicine 
Washington,  D.  C. 

PHILIP  W.  FELTS,  M.D. 

Assistant  Professor  of  Medicine 


Vanderbilt  University  School  of  Medicine 
Nashville,  Tennessee 

ROBERT  FELDMAN,  M.D. 

Director  of  Metabolic  Research 
Kaiser  Permanente  Foundation 
Oakland,  California 

RICHARD  L.  FULTON,  M.D. 

President,  Ohio  Medical  Association 
Columbus,  Ohio 

GERALD  J.  FRIEDMAN,  M.D. 

Director  of  Diabetes 
Beth-Israel  Hospital 
New  York,  New  York 

EDWIN  W.  GATES,  M.D. 

Niagara  Falls 
New  York 

ROBERT  L,  HARE,  M.D. 

President,  Oregon  Medical  Association 
Past-President,  Oregon  Diabetes  Association 
Portland,  Oregon 

EDGAR  A.  HAUNZ,  M.D. 

Professor  and  Chairman 
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Department  of  Medicine 
University  of  North  Dakota 
Grand  Forks.  North  Dakota 

WYMAN  E.  JACOBSON,  M.D. 

President.  Minnesota  Diabetes  Association 
St.  Louis  Park  Medical  Center 
Minneapolis.  Minn. 

GERALD  KENT.  M .D. 

University  Hospital 

Case  \\  estern  Reserve  University 

Cleveland,  Ohio 

ARTHUR  KROSNICK.  M.D. 

Coordinator.  Diabetes,  Endocrine,  and 
Metabolic  Disease  Program 
Division  of  Chronic  Illness  Control 
Department  of  Health 
Trenton,  New  Jersey 

ALEXANDER  MARBLE,  M.D. 

Director 

Joslin  Diabetes  Foundation 
Boston.  Mass. 

LEONA  MILLER,  M.D. 

Associate  Professor  of  Medicine 
University  of  Southern  California 
School  of  Medicine 
Chief.  Diabetes  Service 
Los  Angeles.  California 


JAMES  M.  MOSS,  M.D. 

Clinical  Professor  of  Medicine 
Georgetown  University 
Washington.  D.  C. 

GLEN  W . MC  DONALD.  M.D.  (RET.) 

Former  Chief 

Diabetes  and  Arthritis  Program 
U.  S.  Public  Health  Service 
Norman,  Oklahoma 

HENRY  J.  OPPENHEIMER.  M.D. 

Associate  Professor  of  Clinical  Medicine 
St.  Louis  University  School  of  Medicine 
St.  Louis,  Missouri 

JOHN  B.  O'SULLIVAN,  M.D. 

Chief,  Diabetes  and  Arthritis 
Field  Research  Unit 
U.  S.  Public  Health  Service 
Boston,  Mass. 

MARJORIE  PEEBLES — MEYERS,  M.D. 
President 

Michigan  Diabetes  Association 
Detroit.  Michigan 

O.  PETER  SCHUMACHER,  M.D. 

Cleveland  Clinic 
Cleveland,  Ohio 


CHARLES  SHUMAN,  M.D. 

Professor  of  Medicine 

Temple  University  Health  Services  Center 

Philadelphia,  Pennsylvania 

ABRAHAM  A.  SILVER,  M.D. 

Physician-in-Chief 
North  Charles  Hospital 
Baltimore,  Maryland 

CHARLES  W.  SISK.  M.D. 

Regional  Research  Coordinator 
Veterans  Administration 
W'ashington.  D.  C. 

J.  STUART  SOELDNER.  M.D. 

Associate  Professor  of  Medicine 
Harvard  University  School  of  Medicine 
Boston.  Mass. 

JOHN  W.  STEPHENS,  M.D. 

President  Oregon  Diabetes  Association 
Assistant  Clinical  Professor 
Department  of  Diabetes  and  Metabolism 
University  of  Oregon  Medical  School 
Portland.  Oregon 

GEORGE  WELSH,  M.D. 

President 

New  England  Diabetes  Association 
University  of  Vermont  Medical  School 
Burlington.  V'ermont 


Objection  to  Cigarette  Advertsing 

Seattle,  Washington 

Editor,  NORTHWEST  medicine; 

W'ho  knows  more  about  the  healtli  hazards  of 
smoking  than  physicians?  How  then  can  northwest 
MEDICINE  continue  to  accept  cigarette  advertising? 
Let’s  end  the  old  year  right  and  take  a stand  against 
future  cigarette  ads  in  our  profe.ssiona!  journals! 

Sincerely  yours, 

VIVIAN  K.  H.URLIN,  M.D. 

Director  of  Health  Services 
Seattle  Public  Schools 


believe  that  not  advertising  would  persuade  any 
smoker  to  stop.  We  believe  letters  deploring  the  use 
of  cigarettes  by  physicians  would  accomplish  much 
more  than  letters  deploring  the  advertisements. 
Actually,  the  publication  of  brand  advertising  for 
cigarettes  gives  letter  writers  a good  point  of  de- 
parture for  tcriting  about  physicians  who  continue 
to  smoke.  We  believe  it  borders  on  the  ridiculous 
to  claim  that  the  medical  profession  is  uniformly 
opposed  to  cigarette  smoking  when  many  still  cling 
to  the  habit.  If  it’s  that  bad,  why  does  any  physician 
smoke?  Ed. 


Let  the  Enthusiasts  Advertise  Abortion 


This  is  one  of  a small  number  of  letters  expressing 
similar  displeasure  upon  seeing  cigarette  advertise- 
ments in  this  journal.  Sincerity  of  those  objecting 
to  cigarette  advertisements  cannot  be  doubted.  Any 
attempt  to  promote  cigarette  smoking  should  be 
coiulemned,  promptly  and  vigorously.  And  the  con- 
demnation should  come  in  the  form  of  scientific 
articles,  or  editorials,  published  in  medical  journals. 
This  responsibility  seems  to  have  been  met  adequate- 
ly and  it  may  be  presumed  that  no  physician  has 
been  missed  in  the  educational  process.  If  a phy.sician 
wishes  to  smoke  cigarettes  now,  it  seems  to  us  it's 
his  own  business,  if  not  his  own  funeral.  Therefore, 
it  is  difficult  to  .see  why  there  should  be  any  ob- 
jection to  an  advertisement  that  merely  tries  to 
persuade  smokers  to  smoke  one  brand  rather  than 
any  other.  It  is  extremely  doubtfid  that  an  advertise- 
ment for  one  brand  of  cigarettes  will  persuade  any 
non-smoker  to  start  .smoking.  And  it  is  impossible  to 


Tacoma,  Wash  i ngto n 

Editor,  NORTHWEST  MEDICINE: 

Now  that  “Aborticare”  via  Referendum  20  is  upon 
us  I would  like  to  urgently  ask  the  W’SMA  to  adopt 
the  following  Resolution;  \iz.  1.  Re  it  resolved  con- 
trary to  previous  medical  ethic  that  any  physician 
interested  in  performing  abortions  under  the  “re\  ised 
law”  has  permission  (and,  not  onlv  permission  but 
encouragement)  to  place  an  advertisement  in  anv  of 
the  various  media  i.e.  newspaper,  magazine,  radio, 
television,  etc.,  etc.,  soliciting  such  “business”  to 
spare  non-participants  undue  annoyance  bv  females 
who  are  pregnant  and  are  requesting  of  physicians 
an  abortion. 

I suggest  and  request  this  for  the  following  reasons, 
\ iz.:  A.  My  office  has,  during  November,  twentv-two 
requests  for  “abortions”  as  soon  as  the  revised  statute 

Correspondence  continued  on  page  14 
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Tepanir  Ten-raB 

I ■ (continuous  release  tornn) 

! (diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively law  incidence  of  CNS  stimulation. 

Contraindications;  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  charocteristic  of  sympothomimetic  ogents,  it  may 
occoslonolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  [itteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordia!  pain, 
arrhythmia,  palpitation,  and  Increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  wos  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gosfrointestfno/  effects  such  os  diarrhea, 
constipation,  nausea,  vomiting,  and  obdominai  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A voriety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  cJosoge  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
doily,  swallowed  whole.  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  odditionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-oo6a  / i/7o  / u.s.  patent  no.  a.ooi.sio 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications:  For  the  prevention  ond  treatment  of  nocturnal  ond 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diobetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  controlndi- 
cated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instonces,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gostrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Ghiinamm 

(quinine  sulfote  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


I 


THE  MUSCLE 
RELAXANT  THAT 
DOES  WHAT’S 
EXPECTED 


Some  skeletal  muscle  relaxants  cause  generalized  muscle  weakness.  Not 
Norflex.  Some  require  dosages  as  high  as  eight  tablets  a day  for  effective 
relief.  Norflex  relaxes  only  the  muscles  in  spasm  on  one  tablet  b.i.d.  Norflex 
checks  pain.  Reduces  rigidity.  Restores  mobility.  Has  less  side  effects  too. 
So  Norflex  does  what’s  expected.  And  does  it  with  less  inconvenience. 

Indications:  Acute  spasm  of  voluntary  muscles,  regard- 
less of  location;  especially  post-traumatic,  discogenic, 
and  tension  spasms. 

Dosage:  Two  tablets  per  day  for  adults,  regardless  of 
weight  or  sex;  one  in  the  morning  and  one  in  the 
evening. 

Contraindications:  Contraindications  for  Norflex  are 
due  to  the  anticholinergic  action  of  orphenadrine. 

Norflex  should  not  be  used  in  patients  with  glaucoma, 
pyloric  or  duodenal  obstruction,  stenosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder  neck,-  cardio- 
spasm (megaesophagus)  and  myasthenia  gravis.  It  should  be  used  with  caution  in  patients  with  tachycardia. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene 
concurrently,  it  is  recommended  that  Norflex  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Side  Eftects:  Side  effects  of  Norflex  (orphenadrine  citrate)  are  mainly  due  to  the  mild  anticholinergic  action  of  orphen- 
adrine, and  are  usually  associated  with  higher  dosage.  Dryness  of  the  mouth  is  the  first  side  effect  to  appear.  When  the 
daily  dose  is  increased,  possible  side  actions  include;  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  Increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation, 
drowsiness  and,  rarely,  urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may  experience  some  degree  of 
mental  confusion.  These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  Two  cases  of  aplastic  anemia 
associated  with  the  use  of  Norflex  tablets  have  been  reported.  No  causal  relationship  has  been  established. 

For  full  information,  see  Package  Insert  or  P.D.R. 

Riker  Laboratories,  Inc.  mm 

NORTHRIDGE,  CALIFORNIA  9 1 3 2 4 Iftiiil  SmFMIY 
Sponsor  of  Riker-Service  — The  Complimentary  Classified  Service  for  Physicians 


IMorflex‘ 

(ORPHENADRINE  CITRATE) 

1 TABLET  (100  mg.)  B.I.D. 


Correspondence  continued  from  page  10 

becomes  effective.  B.  In  the  last  two  weeks  I have 
had  to  examine,  take  a history,  etc.,  etc.,  on  no  less 
than  twelve  females  upon  completion  of  which  they 
have  said,  “I  want  an  abortion”.  . . . All  this  is  time 
consuming  and  they  were  all  quite  wroth  with  me 
at  charging  them  a fee  after  I had  refused  to  go  along 
with  their  request  for  an  abortion.  C.  My  nurse  now 
has  the  embarassment  of  asking  “new”  patients  who 
phone  or  come  in  “Are  vou  planning  on  carrying  to 
term  or  are  vou,  here,  seeking  an  abortion?”  This 
query  is  made  to  1.  married  women  2.  divorcees  3. 
other  single  girls.  Obviously,  a direct  answer  to  intent 
saves  me  time  of  an  examination  and  the  woman 
being  charged  a fee  for  examination  when  an  ex- 
amination is  reallv  not  what  she  wants  in  the  first 
place.  D.  I have  for  20  years  been  able  to  eke  out  a 
living  from  the  limited  practice  of  Obstetrics  & 
Gynecology  as  a Board  Diplomate  not  doing  abortions 
except  for  absolute  and  rigid  reasons  and  passing 
the  above  resolution  will  allow  me  to  continue  in 
this  vein  without  the  above  cited  annoyances  and 
will  certainly  allow  the  “enthusiasts”  not  to  be 
obstructed  by  a “conservative,  square  idiot”  like, 
myself— I garnered  these  appellations  from  some  of 
my  abortionistic  colleagues  when  I vehemently, 
verbally,  opposed  Referendum  20  and  I am  not  even 
a Roman  Catholic! 

J.  EDMUND  DEMING,  SR.  M.D. 


Proper  Use  of  Sulfonylureas 

Portland,  Oregon 

Editor,  NORTHWEST  medicine; 

A recent  release  on  current  drug  information  by 
the  Food  and  Drug  Administration  offers  certain 
suggestions  concerning  the  treatment  of  diabetes 


mellitus.  These  recommendations  are  the  result  of  a 
joint  review  bv  the  Council  on  Drugs  of  the  AM  A, 
a Committee  of  the  American  Diabetes  Association 
and  the  FDA,  of  the  long-term  study  by  the  Uni- 
versity Group  Diabetes  Program,  which  suggests  that 
tolbutamide  (Orinase)  is  not  as  effective  in  pre- 
venting cardiovascular  deaths  as  diet  alone  or  diet 
combined  with  insulin. 

The  University  Group  Diabetes  Program  was 
conducted  on  the  basis  of  four  fixed  therapy  regimens, 
which  does  not  necessarily  indicate  that  the  diabetes 
of  the  involved  patients  was  carefully  managed  in 
each  instance. 

The  FDA  has  not  taken  action  to  curb  the  pro- 
duction or  the  use  of  the  sulfonylureas,  of  which 
tolbutamide  is  one.  Instead,  they  have  felt  led  to 
suggest  how  diabetes  should  be  treated,  inferring 
that,  in  the  past,  sulfonylurea  has  been  inappropri- 
ately used. 

At  this  time  many  diabetic  patients  and  some 
physicians  are  uncertain  about  continued  use  of 
tolbutamide. 

Most  diabetologists  agree  that  diet  and  weight 
reduction  is  the  best  approach  to  the  obese,  adult- 
onset  diabetic  patient.  Diet  and  insulin  combined 
is  the  best  form  of  treatment  for  juvenile,  and  ketosis- 
prone,  adult  diabetic  patients.  There  is  considerable 
experience  to  suggest  that  sulfonylurea,  combined 
with  diet,  is  an  acceptable  form  of  therapy  for  some 
adult  onset  diabetics  not  well  controlled  bv  diet 
alone,  who  would  otherwise  require  up  to  30  units 
of  insulin  daily. 

The  treatment  of  diabetes  mellitus,  after  first 
making  a careful  evaluation  of  the  patient,  should 
emphasize  the  use  of  an  appropriate  diet,  and  it 
should  not  exclude  the  possible  beneficial  effects 
to  be  obtained  in  some  by  the  use  of  effective  doses 
of  one  of  the  sulfonylureas. 

Sincerely  yours, 

JOHN  W.  STEPHENS,  M.D. 
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GENERAL  NEWS 


WAMI 


News  conference  in  the  Administration  Building,  University  of  Washington,  December  7,  1970.  M.  Roy 
Schwarz,  Assistant  Dean  of  the  School  of  Medicine,  who  will  have  major  responsibility  for  direction  of  the 
WAMI  program,  Charles  Odegaard,  Ph.  D.,  President,  and  Robert  L.  Van  Citters,  Dean  of  the  School  of  Med- 
icine were  before  the  cameras.  The  President  read  a brief,  prepared  statement  about  the  grant  from  the  Com- 
monw'ealth  Fund.  Drs.  Van  Citters  and  Schwarz  answered  the  numerous,  rapid-fire  questions  from  the  reporters. 


At  a news  conference,  December  7,  1970  — sixty 
years  post-Flexner  — another  direction-changing  idea 
was  announced  to  the  world  of  medical  education. 
The  new  direction  is  toward  a regional,  multifocal 
expansion  of  medical  education  to  increase  enroll- 
ment of  students  thus  supplying  more  physicians  for 
communities  now  in  need.  The  idea  is  decentrali- 
zation. Its  name  is  WAMI. 

Occasion  for  the  news  conference  was  the  announce- 
ment from  the  Commonwealth  Fund  that  a grant  of 
just  under  a million  dollars  would  support  develop- 
ment of  the  idea  for  its  first  three  years.  The  grant 
brings  to  life  the  idea  that  has  been  aborning  at  the 
University  of  Washington  School  of  Medicine  for 
several  years.  The  idea  is  a logical  offshoot  from  the 
new  curriculum  adopted  in  1968. 

Briefly,  the  plan  is  to  take  medical  education  to 
colleges  and  universities  in  Washington,  Alaska, 
Montana  and  Idaho,  initials  W.A.M.I.  Students  will 
receive  most  of  their  undergraduate  education  and 
clinical  training  in  communities  throughout  the 
region  but  their  work  will  be  closely  supervised  by  a 


member  of  the  faculty  of  the  University  of  Washington 
School  of  Medicine.  Clinical  training  will  be  provided 
in  many  communities,  not  just  in  those  with  colleges 
or  universities.  Students  will  have  the  benefit  of  ex- 
perienced practitioners  who  will  become  members 
of  the  faculty  of  UWSM.  Several  such  centers  have 
already  been  selected. 

The  WAMI  program  has  these  objectives:  (I)  to 
increase  student  enrollment,  (2)  to  do  so  without 
additional  building,  (3)  to  broaden  the  support  base 
to  include  the  federal  government,  and  states  without 
medical  schools,  (4)  to  provide  educational  experience 
in  non-metropolitan  areas,  (5)  to  capitalize  on  edu- 
cational resources  in  existence  in  the  region,  (6)  to 
maintain  the  quality  of  medical  education  programs, 
and  (7)  to  improve  the  quality  of  medical  care  in 
communities  of  all  sizes. 

When  the  shape  of  the  plan  began  to  emerge,  it 
was  presented  to  state  medical  societies,  higher  ed- 
ucation institutions,  politicians,  and  official  state 

continued  on  page  25 
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Division  ol  HoHmann-La  Roche  Inc 
Nutiey.  New  Jersey  07110 


Some  things  can  be  readily 
;erved  via  x-ray.  In  the  case  of  this  active 
3denal  ulcer,  the  midportion  of  the 
jdenal  bulb  with  its  radiating  mucosal 
is  can  be  visualized. 

Some  factors  can’t  be  seen, 

1 lecially  the  excessive  anxiety  which  may 
re  triggered  or  aggravated  the  ulcer 
ick.  Yet  a close  relationship  may  exist 
: ween  the  emotions  and  duodenal  ulcer, 

1 this  relationship  is  the  rationale 
Librax.® 

Librax  is  logical  therapy  because 
)rax  combines,  in  a single  capsule,  the 
11-known  antianxiety  action  of 
)rium®  (chlordiazepoxide  HCl)  and  the 
3endable  antisecretory/ antispasmodic 
ion  of  Quarzan®  (clidinium  Br). 

Since  Librax,  on  recommended 
lage,  generally  does  not  unduly  interfere 
:h  mental  acuity  or  ability  to  function, 

5 usually  well  adapted  for  the  majority 
patients. 

Keep  Librax  in  mind  for  your  next 
c jdenal  ulcer  patient  who  presents 
iiiptoms  of  tension  and  anxiety. 

Before  prescribing,  please  consult 
nplete  product  information,  a summary 
(vhich  follows: 

Indications:  Indicated  as  adjunctive 
tapy  to  control  emotional  and 

Iaatic  factors  in  gastrointestinal  disorders. 

Contraindications:  Patients  with 
icoma;  prostatic  hypertrophy  and  benign 
Jder  neck  obstruction;  known 
lersensitivity  to  chlordiazepoxide  hydro- 
oride and/or  clidinium  bromide. 

Warnings:  Caution  patients  about 


possible  combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  adminis- 
tering Librium  (chlordiazepoxide  hydrochloride) 
to  known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all 
anticholinergic  drugs,  an  inhibiting  effect 
on  lactation  may  occur. 

Precautions:  In  elderly  and 
debilitated,  limit  dosage  to  smallest  effective 
amount  to  preclude  development  of  ataxia, 
oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical 
reactions  {e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychi- 
atric patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects 


Color  radiography;  an 
innovative  technique 

The  unusual  color  radiograph  on 
the  opposite  page  was  created  by  obtaining 
an  original  black  and  white  roentgenogram 
depicting  the  pathology.  From  this  original 
film,  a duplicate  was  made. 

The  images  of  both  the  original 
roentgenogram  and  its  duplicate  were 
then  superimposed  on  a single  screen  by 
two  matching  projectors,  each  fitted  with  a 
filter  of  a different  color.  As  a result,  the 
areas  occupied  by  contrast  material  appear 
in  a brilliant  primary  color,  while  the 
other  areas,  free  of  this  contrast  material, 
assume  a different  hue. 

The  projected  image  was  then 
photographed,  producing 
the  color  radiograph  illustrated  here. 


or  manifestations  not  seen  with  either 
compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride 
is  used  alone,  drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low- voltage  fast  activity) 
may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects  reported 
with  Librax  are  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring 
of  vision,  urinary  hesitancy  and  constipation. 
Constipation  has  occurred  most  often 
when  Librax  therapy  is  combined  with  other 
spasmolytics  and/or  low  residue  diets. 

For  the  emotional/ 
somatic  proHem  in 
G.L  disorders 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  Br. 

antianxiety/anticholinergic  action 
with  1 or  2 capsules  t.id.  or  q.i.d. 


Give  vour  patients 

rest  from  pain  Empiritf  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2'/i,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 

B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  Slate  law  permits. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe, N.Y. 


MANUSCRIPT  CONTEST  1971 


Winner  of  the  1970  contest  was  Joseph  L.  Vander  Veer,  Jr.,  M.D.,  resident  in  surgery 
at  University  of  Oregon  Medical  School,  at  right.  The  Northwest  Medicine  plaque  and 
check  for  $200  were  presented  by  the  editor,  H.  L.  Hartley,  M.D.,  at  the  Awards  Dinner, 
during  the  annual  meeting  of  Oregon  Medical  Association,  Portland.  October  7-11,  1970. 
The  Encyclopaedia  Britannica  plaque  and  certificate  were  presented  by  Mr.  E.  A.  Adams 
of  the  Encyclopaedia  Britannica  staff. 


Interns  and  residents  serving  in  Oregon,  Washington,  and  Idaho  hos- 
pitals are  eligible  to  compete  in  the  manuscript  contest  sponsored  by 
Encyclopaedia  Britannica  and  NORTHWEST  MEDICINE.  The  award 
fund  has  been  established  as  result  of  an  agreement  in  connection  with 
the  special  offers,  by  Encyclopaedia  Britannica,  to  readers  of  NORTH- 
WEST MEDICINE. 


PRIZE 

A bronze  plaque  and  $200  from  NORTH- 
WEST MEDICINE,  a bronze  plaque  and  a 24 
volume  set  of  the  Encyclopaedia  from  Ency- 
clopaedia Britannica. 


RULES 


1.  Those  eligible  to  compete  must  be  enrolled  in  an  in- 
ternship or  residency  approved  by  the  American  Medical  As- 
sociation. 

2.  The  article  may  present  any  subject  in  the  general  field 
of  medicine.  If  in  the  field  of  fundamental  investigation,  cur- 
rent or  future  application  to  clinical  medicine  will  be  consid- 
ered by  the  judges. 

3.  The  manuscript  should  not  comprise  more  than  five 
and  one-half  double-spaced,  typewritten  pages,  exclusive  of 
tabular  matter  and  illustrations.  The  manuscript  should  be 
submitted  in  form  described  in  a printed  list  of  requirements, 
obtainable  from  the  editor. 

4.  Manuscripts  must  be  submitted  to  the  Editor  of 
NORTHWEST  MEDICINE,  not  later  than  1 July  1971.  Ac- 


companying letter  must  indicate  entry  in  this  competition 
and  status  of  the  author, 

5.  Manuscripts  will  be  judged  by  a committee  of  the  Edi- 
torial Advisory  Board  of  NORTHWEST  MEDICINE. 

6.  Winning  manuscript  will  be  published  in  NORTHWEST 
MEDICINE.  Other  manuscripts  may  be  accepted  for  publica- 
tion if  recommended  by  the  judges.  Such  selection  shall  con- 
stitute an  Honorable  Mention  award. 

7.  Prize  award  will  be  made  at  the  1971  annual  meeting 
of  the  state  medical  association  of  the  state  from  which  the 
manuscript  originated. 

Address  communications  to:  Editor,  Northwest  Medicine,  500 
Wall  Street,  Seattle  98121. 
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The  pain 
of  arthritis 


relieved  with 

MEASURIN  q.  8h.  dosage 

Double-Strength  Measurin  timed-release  aspirin  offers  a new 

kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 

has  over  6,000  microscopic  reservoirs  that  release 

aspirin  at  a controlled  rate— some  right  away  and  some 

later  on.  This  means— fast  relief,  followed  by  long 

lasting  relief.  Throughout  the  day,  Measurin 

gives  your  patients  freedom  from  a 4-hour  dosage 

schedule.  Measurin  can  help  your  patients  get 

a good  night’s  sleep,  uninterrupted  by  the  need  for 

an  extra  dose  of  aspirin.  And,  taken  at 

bedtime,  it  also  helps  ease  morning  joint 

discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


I 


Measurii^ 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


•'^S4P 

<■ 

WASHIMGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  SEATTLE,  WASHINGTON  98105 
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HIGHLIGHTS 

• Region-wide  plan  for 
UW  Medical  School 

• Innovation  in  health  care 
delivery— Guest  Editorial 

• “Stroke  Rehabilitation” 
courses  on  T.V.  this 
month— page  2 
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More  Physicians  for  NW 

WAMI'  RECEIVES  MILLION  DOLLAR  GRANT 

A new  medical  education  plan,  which  will  involve  the  states  of  Washington, 
Alaska,  Montana  and  Idaho  in  the  training  of  more  physicians  for  this  region, 
was  announced  recently  by  Dr.  Charles  Odegaard,  UW  President. 

The  million-dollar  program,  entitled  “WAMI”  for  the  four  states,  was  funded 
last  month  by  the  Commonwealth  Fund,  a private  foundation  in  New  York  City. 

Base  of  operations  for  the  regional  education  plan  will  be  the  UW  Medical 
School.  First  phase  of  the  three-year  pilot  project  will  begin  this  month  with  the 
selection  of  students  from  Alaska  by  a joint  admissions  committee. 


Students  enrolling  in  the  UW  Medi- 
cal School  will  take  certain  basic 
science  courses  in  selected  colleges 
and  universities  in  the  four  participat- 
ing states  and  will  be  able  to  take 
part  of  their  clinical  experience  in 
local  physicians’  offices  and  commu- 
nity hospitals  where  training  units 
have  been  set  up. 


In  Alaska,  for  example,  students 
will  attend  the  U of  Alaska  next  fall 
for  their  first  two  quarters  of  basic 
science  studies  in  human  biology 
and  will  finish  their  required  class- 
work  at  the  UW  Medical  School. 

In  the  community  clinical  teaching 
units,  qualified  practicing  physicians 


will  use  their  office  practices  and  lo- 
cal hospitals  to  provide  students  with 
supervised  experience  in  settings  that 
emphasize  problems  of  community 
medical  care  and  family  practice. 
Postgraduate  residency  training  in 
medical  specialties  will  also  be  of- 
fered in  the  community  clinical  teach- 
ing units. 

First  of  these  teaching  units  to  be 
organized  are  the  Family  Medical 
Center  in  Omak,  and  the  Yakima  Val- 
ley Clinic,  in  Grandview,  both  in 
Washington. 

Dr.  Robert  Van  Citters,  dean,  UW 
Medical  School,  said  that  the  new 
program  is  expected  to  relieve  the 
critical  doctor  shortage  in  the  region 
by  increasing  medical  school  enroll- 
ments and  by  giving  students  part  of 
their  clinical  training  in  places  away 
from  metropolitan  centers.  Dr.  Van 
Citters  added  that  experience  has 
shown  that  medical  graduates  return 
to  places  where  they  have  had  their 
clinical  training. 

Alaska,  which  will  receive  about 
half  of  the  grant  funds,  was  selected 
as  the  first  state  to  implement  the 
program  because  of  its  acute  medi- 

continued  page  2 


ANSWERING  QUESTIONS  about  the 
new  WAMI  program  at  a press  con- 
ference in  Seattle  last  month  are, 
from  left:  M.  Roy  Schwarz,  M.D.,  as- 
sociate dean,  UW  Medical  School 
and  director  of  WAMI;  Dr.  Charles 
Odegaard,  UW  president  and  Robert 
Van  Citters,  M.D.,  dean,  UW  Medical 
School. 


W7ARMF  SPOTLIGHT 


BARBARA  BERTOLIN,  R.N. 


The  days  of  pioneering  nurses  are 
very  much  with  us,  and  a good  exam- 
ple of  such  a trailblazer  is  Mrs.  Bar- 
bara Bertolin. 

Mrs.  Bertolin  is  a progressive- 
thinking, dedicated  registered  nurse 
who  believes  that  stroke  rehabilita- 
tion and  restorative  care  should  be 
an  integral  part  of  every  nurse’s  edu- 
cation, graduates  as  well  as  students. 

She  first  put  her  philosophy  into 
action  when  she  was  a medical-surgi- 
cal instructor  at  Tacoma  General 
Hospital  School  of  Nursing  from  1961 
to  1967.  She  developed  the  first  gen- 
eral rehabilitation  course  ever  offered 
there  and  integrated  it  into  her  teach- 
ing program. 

In  1967,  the  Washington  State 
Heart  Association  selected  her  to 
plan  and  direct  a new  series  of 
stroke  rehabilitation  courses  for 
R.N.s  in  the  region  offered  at  Good 
Samaritan  Hospital  in  Puyallup. 

This  two-week  course,  which  is 
given  tuition-free  six  times  a year,  has 
been  completed  by  225  nurses  and 
has  received  praise  from  members  of 
medical  communities,  patients  and 
their  families.  W/ARMP  became  a co- 
sponsor of  the  course  in  July,  1969. 

Contributing  to  the  program’s  suc- 
cess is  the  extensive  follow-up  in 
which  each  course  graduate  is  vis- 
ited in  her  home  institution  by  Mrs. 
Bertolin  and  Nancy  Luini,  assistant 
instructor. 

Other  bonuses  of  the  course  are 
the  inservice  programs  and  consulta- 
tions given  in  the  field  by  Mrs.  Ber- 
tolin and  her  assistants.  Eighty  to  100 
inservice  programs  on  subjects  re- 
quested by  course  participants  are 
presented  yearly. 

Mrs.  Bertolin  is  a pioneer  in  a field 
which  may  not  have  the  life-saving 


DR.  PAT  SMITH  IS 
ALASKA  CONSULTANT 

Dr.  Pat  Smith,  who  for  the  past  11 
years  has  been  the  sole  resident  phy- 
sician in  Kontum,  Viet  Nam,  400  miles 
north  of  Saigon,  visited  Southeast 
Alaska  communities  last  month. 

Her  visit  was  arranged  in  conjunc- 
tion with  Alaska  physicians  and  nurses 
and  was  sponsored  by  the  W/ARMP 
Southeast  Alaska  Continuing  Educa- 
tion project  which  sends  monthly 
medical  consultants  to  that  area. 

Dr.  Smith,  a Seattle  native  and  UW 
Medical  School  graduate,  is  recog- 
nized for  her  expertise  in  medical 
practice  in  primitive  and  rural  areas. 
She  has  instituted  paramedical  train- 
ing programs  for  natives  to  overcome 
acute  shortage  of  health  professionals 
in  isolated  villages. 

Dr.  Smith  met  with  physicians  and 
nurses  in  Juneau,  Sitka  and  at  the 
Alaska  Native  Health  Hospital  in  Mt. 
Edgecumbe. 

The  Sitka  nurses  association  do- 
nated their  Christmas  gift  fund  to  Dr. 
Smith  for  her  hospital  in  Viet  Nam. 

NURSE  WORKSHOPS  SET 

Workshops  on  alcoholism  will  be 
presented  for  nurses  in  Southeast 
Alaska,  Jan.  11-13  in  Juneau  and  Jan. 
13-16  in  Ketchikan. 

Guest  speakers  will  be  John  Lind- 
berg,  M.D.,  coordinator  of  the  Alco- 
holism Research  Office  in  Seattle; 
Mrs.  Anne  Woodson,  nursing  coordi- 
nator for  the  same  office  and  Doyle 
Shields,  alcoholism  section,  Washing- 
ton State  Dept  of  Health. 

“The  workshops  were  arranged  by 
RMP  at  the  request  of  nurses  who  are 
concerned  that  hospitals  serve  only  as 
a ‘revolving  door’  for  many  alcohol- 
ics,” said  Hilke  Faber,  RMP  continu- 
ing nursing  education  head. 


urgency  or  glamour  of  other  areas  of 
nursing,  but  the  end  result,  such  as 
helping  a stroke  victim  function  inde- 
pendently again,  may  be  just  as 
gratifying. 

A UW  School  of  Nursing  graduate, 
Mrs.  Bertolin  was  a public  health 
nurse  in  Oakland  from  1951  to  1953. 
Prior  to  assuming  her  current  posi- 
tion, she  took  a four-week  rehabilita- 
tion nursing  workshop  at  Rancho  Los 
Amigos  in  California  and  a training 
program  at  the  University  and  King 
County  Hospitals’  PM  & R depart- 
ments. 

She  and  her  husband,  the  Rev. 
James  William  Bertolin,  an  Episco- 
palian minister,  have  lived  in  Tacoma 
for  17  years.  They  have  a boy,  16, 
and  a girl,  13. 


DR.  PAT  SMITH,  right,  talked  with  th 
RMP  staff  before  going  to  Southeas 
Alaska,  last  month.  Left  is  Hilke  Fa 
ber,  head  of  continuing  nursing  edu 
cation  for  W/ARMP. 


JANUARY  T.V.  SCHEDULE 

Jan.  5— “Stroke  Rehabilitation, 

Part  I— Evaluation” 

Jan.  12— “Stroke  Rehabilitation, 
Part  II— Retraining” 

Jan.  19— “Stroke  Rehabilitation, 
Part  III— Retraining” 

Jan.  26— No  telecast.  Wrap-up  ses- 
sion with  course  instructors,  12 
noon,  St.  Elizabeth  Hospital,  Ya- 
kima, for  Central  Washington 
physicians. 

All  programs  telecast  at  7:35 
and  8:05  a.m.,  repeated  at  10:30 
or  11  p.m.  Broadcast  times  may 
vary.  Telecast  on  educational 
channels  or  on  local  cable  sta- 
tions. Booklets  supplementing  the 
content  of  the  TV  courses  can  be 
obtained  from  Richard  Reimer, 
W/ARMP,  530  U-District  Bldg., 
Seattle,  98105.  Course  instructors 
are  Donald  R.  Silverman,  M.D., 
and  Walter  C.  Stolov,  M.D. 
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cal  manpower  shortage  and  becaus 
of  the  close  ties  already  create 
by  W/ARMP  between  the  Medici 
School  and  Alaska  academic  an^ 
medical  communities.  I 

The  W/ARMP  Guest  Residenci 
Project,  started  two  years  ago,  pavr 
the  way  for  WAMI  by  demonstratir 
the  practicality  of  decentralizir 
medical  education.  This  prograi 
jointly  sponsored  by  W/ARMP  at 
the  UW  Medical  School,  enables 
medical  resident  to  take  part  of  fr 
training  in  a private  Washington  | 
Alaska  health  care  institution.  T ^ 
first  medical  resident  was  sent  ) 
Alaska  last  fall.  I 
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RMP  TICKER  TAPE 


5EATTLE  CCU  COURSE  BEGINS 

A CCU  course  for  nurses  in  the 
Jreater  Seattle  area  is  being  given 
his  month  at  Seattle  Community  Col- 
3ge. 

The  100-hour  course,  open  to 
lurses  employed  in  the  CCU  or  an- 
cipating  such  employment  in  the 
;ear  future,  is  being  held  from  8:30 
'o  5 p.m.  on  Tuesdays.  In  addition, 
lere  will  be  six,  two-hour  evening 
essions. 

Nurses  and  physicians  from  the 
netropolitan  Seattle  area  will  instruct. 
Jo-sponsors  of  the  course  are  W/- 
iRMP  and  the  Washington  State 
leart  Association. 

3YGERT  ELECTED  PRESIDENT 

Dr.  H.  Paul  Dygert,  Vancouver  car- 
liologist  and  Regional  Advisory  Com- 
littee  member,  was  elected  Presi- 
lent  of  the  Washington  State  Medical 
iducation  and  Research  Foundation 
n November. 

RAC  members  who  are  board  mem- 
)ers  of  the  Foundation  are  Drs.  Lucius 
Hill,  Robert  Levenson,  Roland  Pink- 
lam  and  William  O.  Robertson. 

I ' The  Foundation,  an  affiliate  of  the 
Washington  State  Medical  Associa- 
i iion,  is  concerned  with  helping  phy- 
I .icians  improve  health  care  and 
I strengthening  the  profession  through 
1 continuing  medical  education  and 
, surveillance  of  medical  technology. 

! POST-RESIDENT  TRAINING  SET 

' Clinical  traineeships  in  cancer  for 
j oost-residency  physicians  are  avail- 
ible  through  the  national  Regional 
■ Medical  Program  office. 

Yearly  stipends  range  from  $8,000 
' 0 $12,000.  A total  of  30  physicians 
ire  accepted  for  the  program  each 
year. 

Applications  are  accepted  from 
tfbublic  or  non-profit  private  agencies 
«br  institutions  that  meet  certain  re- 
>|iuirements  in  their  residency  training 
program. 

Dtj  For  applications  and  more  informa- 
flion,  contact  Dr.  Ann  Carter,  associ- 
[jjite  director,  cancer  program,  W/- 
#RMP,  phone,  543-8540. 


3fl  RMP  RESULTS  Is  published  by  the 

Washington/Alaska  Regional  Medical  Program 
|1  500  University  District  Building 

'I  Seattle,  Washington  98105 

1 J 543-8540 

^ Donal  R.  Sparkman,  M.D.  — Director 
I Marion  Hoff  Johnson  — Editor 

tl  Shirley  I.  Cannon  — Assistant  Editor 


NURSES,  THERAPISTS  NEEDED  FOR  ALASKA  PIONEERS  HOME 


Nurses,  physical  therapists  and 
occupational  therapists  are  badly 
needed  at  the  60-bed  hospital  in  the 
Alaska  Pioneers  Home  in  Sitka,  ac- 
cording to  Hilke  Faber,  continuing 
nursing  education  head  for  W/ARMP. 

Miss  Faber  recently  toured  hospi- 


tals in  Southeast  Alaska  and  dis- 
cussed manpower  and  educational 
needs  with  the  nurses  and  hospital 
administrators. 

Those  interested  in  more  informa- 
tion should  contact.  Dept,  of  Admin- 
istration, Division  of  Pioneers  Homes, 
Sitka,  Alaska  99835. 


NURSING  PRECEPTORSHIPS  spon- 
sored by  W/ARMP  were  given  in  co- 
operation with  Children’s  Orthopedic 
Hospital  last  month  for  pediatric 
nurses  from  Yakima  and  Spokane. 
Mrs.  Sue  Davis,  inservice  director, 
right,  explains  use  of  a blow  bottle, 
an  apparatus  which  aids  children  in 
breathing,  to  preceptee  Mrs.  Vaun- 


dalea  Clark,  St.  Luke's  Hospital,  Spo- 
kane. Mrs.  Elizabeth  Ferguson,  R.N., 
left,  also  helped  with  the  week’s  re- 
fresher program  which  was  individu- 
ally tailored  to  the  preceptee’s  needs. 
Interested  onlooker  is  patient  Kim- 
berly Alakuippi  of  Seattle  with  her 
doll,  "Mrs.  Beasley." 


THE  POSTGRADUATE  PRECEPTORSHIP  PROJECT  provided  the  opportunity  for 
Dr.  Pamela  Cooper  to  get  back  into  active  practice  after  12  years  spent  raising 
her  family  of  four  children.  Here  she  interviews  a patient  in  the  emergency  room 
of  Harborview  Medical  Center  during  her  two-week  preceptorship.  “I  needed  the 
actual  physical  contact  with  patients  again,"  she  said.  Dr.  Cooper,  whose  hus- 
band is  a psychiatrist,  plans  to  practice  family  medicine  in  Edmonds,  near  Seattle. 
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EDITORIAL 


SARA  JANE  CREECH,  R.N.,  attaches  a patient  to  an  ECG  for  nurses  attending  a 
basic  ecu  course  at  Madigan  Hospital,  Fort  Lewis  in  November.  Ten  Tacoma 
hospitals  participated  in  the  cooperative  course  taught  by  volunteer  physicians 
and  nurses.  W/ARMP  and  the  Washington  State  Heart  Association  assisted  in  the 
planning  and  implementation  of  the  80-hour  course.  R.N.s  from  left  are:  Lt.  Carol 
Kohler,  Bremerton  Naval  Hospital;  Mrs.  Creech,  supervisor,  CCU,  ICU  Valley 
General  Hospital;  Juanita  Merrifield,  nursing  consultant.  Heart  Assn.,  Capt.  Pa- 
tricia McKeone,  Madigan  and  Joyce  Cady,  Tacoma  General. 


QUESTIONS  CONCERNING  B.C.’s  National  Health  Care  System  were  con- 
tinued during  the  coffee  breaks  at  the  all-day  conference,  held  Nov.  7 at  the 
UW  Health  Sciences  Auditorium.  From  left  are:  Jack  Cluck,  Dr.  Gordon  Logan 
(both  Regional  Advisory  Committee  members),  Donald  M.  Cox,  deputy  minis- 
ter for  health  insurance  in  B.C.,  and  Dr.  Dona!  Sparkman,  RMP  director.  Nearly 
200  attended  the  public  session,  sponsored  by  RMP  and  other  organizations. 


by  Gilbert  G.  Fade,  M.D. 

Past  President, 

King  County  Medical  Society 

Editor's  Note:  "Dr.  Fade  is  chairman  of 
the  ad  hoc  committee  for  the  King  County 
Medical  Society  for  a Council  on  Medical 
Care.  The  Council  was  formed  to  meet  in- 
creasing demands  on  the  medical  profes- 
sion to  provide  quality  medical  care  at  a 
reasonable  cost  which  is  available  to 
everyone  in  the  county. 

"In  this  editorial.  Dr.  Fade  outlines  the 
commitment  required  of  physicians  in  ac- 
complishing the  aims  of  the  Council.  The 
Council  proposes  an  innovative  system  for 
demonstrating  that  quality  medical  care  is 
being  provided.  This  plan  recommends 
that  a physician's  performance  be  moni- 
tored by  a peer  review  committee  and  that 
guidelines  of  care  be  set  to  measure  these 
physician-services." 

There  is  as  yet  no  agreement  on  a defi- 
nition of  quality  medical  care  or  methods 
of  measuring  it.  Therefore,  the  more  defin- 
able terms,  “patterns  of  care”  and  “level 
of  performance”  are  used  in  this  discus- 
sion to  indicate  those  aspects  of  physi- 
cian-services which  can  be  measured. 

Patterns  of  care  are  the  actual  services 
rendered  by  physicians.  A diagnosis  can 
be  explored  qualitatively  (comprehensive- 
ness) with  respect  to  its  many  parameters 
and  quantitatively  with  regard  to  the  detail 
in  each  parameter.  For  example,  there 
were  100  cases  af  “pharyngitis”  treated 
last  month.  The  parameters  to  be  ex- 
amined are:  where  treated  (office,  hos- 
pital, by  telephone):  extent  of  history  and 
physical  examination  (none,  related  only  to 
complaints,  complete);  diagnostic  methods 
used;  specific  treatment  given;  frequency 
and  number  of  follow-up  visits:  and  fees. 

A range  would  evolve  for  each  parame- 
ter. Other  parameters  could  be  explored, 
such  as  patient  satisfaction  with  the  care 
system.  The  parameters  are  limited  only 
by  methods  of  information  input. 

Level  of  performance  places  the  physi- 
cian or  group  of  physicians  somewhere  on 
each  parameter  scale  of  every  diagnosis 
pattern.  It  permits  a comparison  of  doctor 
doctor,  doctor  to  group,  or  group  to  group. 
The  pattern  of  care  and  the  level  of  per- 
formance define  existing  medical  service. 
This  is  a documented  starting  point  to  ob- 
jectively evaluate  physician  performance 
in  order  to  show  levels  of  performance 
and  comprehensiveness  and  cost  of  care. 

Acceptable  ranges  would  be  assigned  in 
each  diagnostic  parameter  and  these 
would  become  care  guidelines.  Care  levels 
outside  these  ranges  would  be  subject  to 
peer  review  and  practices  deemed  inap- 
propriate would  be  considered  as  a need 
for  continuing  education.  Continuous 
monitoring  of  patterns  and  performance 
would  provide  specific  input  data  for  a 
problem-oriented  continuing  medical  edu- 
cation program.  Such  monitoring  would 
also  verify  the  effect  of  education.  Since 
the  technique  measures  performance,  it  is 


a more  logical  approach  to  “keeping  up” 
than  mandatory  program  attendance,  peri- 
ordic  recertification  or  examinations. 

Monitoring  care  will  also  be  beneficial 
by  spotting  pattern  changes  early.  Moni- 
toring precisely  shows  where  continuing 
medical  education  is  needed  to  change 
existing  patterns  and  verifies  later  that  the 
change  has  taken  place. 

Review  should  be  prospective,  occur- 
ring at  the  time  care  is  given  wherever 
possible,  as  well  as  retrospective.  This  is 
practical  in  a hospital  setting  where  many 
patients  are  gathered.  The  technique  is  the 
same— determine  existing  patterns,  set  ap- 
propriate ranges  within  these  and  subject 
to  immediate  review  (a  free  mandatory 
consultation)  any  aspect  of  care  that  falls 
outside  the  accepted  ranges. 


Such  review  demands  that  guidelines 
and  pattern  experience  be  coordinated  on 
an  area-wide  basis.  No  hospital  has  any 
concept  of  its  performance  level  until  il 
is  compared  with  others. 

This  concept  of  review  can  be  imple- 
mented now  without  great  cost  or  signifi- 
cant change  in  practice  habits.  It  does  de 
mand,  however,  a common  language  foi 
diagnoses  and  for  treatment,  that  hospital; , 
coordinate  the  development  of  commor 
guidelines,  and  finally,  that  restriction  b< 
placed  on  traditional  freedom  to  practice 
"as  I see  fit.”  It  does  provide  a way  t( 
show  that  physicians  are  “keeping  up. 
and  that  doctors  are  willing  to  carry  oi 
meaningful  peer  review,  and  that  the  or 
going  effort  of  physicians  is  having  a fs  i 
vorable  impact  on  care.  j 


General  News  continued  from  page  15 

agencies  in  the  four  states.  The  response  was  positive. 
Colleges  and  universities  were  anxious  to  be  tied  in 
with  the  program.  Local  physicians,  many  of  whom 
had  considered  teaching  but  whose  first  loyalty  was 
to  practice,  re.sponded,  “When  do  we  start?”  They 
were  enthusiastic  about  possibilities  to  increase  the 
number  of  practitioners  in  their  communities  and  to 
enhance  their  own  skills  through  involvement  with 
the  University. 

In  detail,  the  WAMI  scheme  will  allow  part  of 
the  first-vear  medical  students  to  take  their  first  two 
quarters  of  molecular  and  cellular  biology  and  other 
basic  science  subjects  in  the  biology  departments  of 
selected  colleges  and  universities  in  the  four  states. 
The  program  would  utilize  mainly  the  basic  science 
faculty  already  in  residence  at  those  schools.  All 
students  would  then  come  to  the  School  of  Medicine 
for  the  remaining  four  quarters  of  classroom  instruc- 
tion. 

Flexibility  of  the  UWSM  curriculum  has  made 
much  of  the  WAMI  program  possible.  Opportunity 
will  be  afforded  to  students  wishing  to  put  in  extra 
effort  to  graduate  in  three  years.  But  some  may  wish 
to  extend  the  period  of  education  or  the  time  in 
training,  or  both,  and  such  options  are  also  built  into 
the  curriculum.  Communitv  and  family  practice  ex- 
periences available  in  the  WAMI  program  make 
these  variations  practical  and  desirable. 


WAMI  is  moving  slowly  at  first,  but  as  experience 
is  gained,  more  students  will  be  enrolled  and  addi- 
tional centers  will  be  brought  into  the  educational 
and  training  plans.  It  will  be  possible  to  increase  the 
number  of  students  by  at  least  50  percent  without 
further  construction.  Expenditures  will  be  for  edu- 
cation — not  buildings. 

First  students  to  enroll  in  the  WAMI  program  will 
be  Alaskans.  Their  selection  in  January  of  this  year, 
will  be  followed  by  matriculation  through  the  Uni- 
versity of  Alaska,  at  Fairbanks.  First  facilities  for 
community  training  in  clinical  medicine  will  be  at 
Omak,  and  Grandview,  Washington.  They  will  be 
followed  shortly  by  communities  in  Montana  and  Ida- 
ho, where  the  state  medical  associations  have  given 
enthusiastic  support  to  the  proposals. 

While  everyone  involved  in  the  planning  of  this 
history-making  development  has  realized  the  ex- 
perimental nature  of  the  project;  and  while  a million 
dollars  seems  like  a small  sum  for  such  a far-flung 
effort;  there  seems  little  doubt  that  there  is  in  the 
making  a change  fully  as  significant  as  that  following 
the  submission  of  Bulletin  Number  4,  of  the  Carnegie 
Foundation,  authored  by  Abraham  Flexner  in  1910. 
Television  crews  at  the  University’s  news  conference 
last  December  must  have  only  vaguely  realized  the 
long-term  significance  of  the  news  they  were  pre- 
paring for  a few  fleeting  seconds  on  the  broadcasts 
that  evening. 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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EDITORIAL 


The  Physician  and  the  Pharmacist  II 


¥ n the  November  issue,  under  this  title,  I 
explored  inadequacy  of  the  main  instrument 
of  communication  between  physician  and  phar- 
macist — the  prescription  order.  Now,  perhaps, 
it  would  be  in  order  to  examine  possibilities  for 
improving  professional  intercourse. 

\\’hv  should  a physician  concern  himself  about 
discourse  with  a pharmacist?  Two  answers  sug- 
gest themselves,  one  obvious,  the  other  obscure 
until  recently.  First,  the  pharmacist  who  has  di- 
rect patient  contact  enters  the  treatment  process 
in  midstream.  He  attempts  to  guess  at  the  physi- 
cian’s intent  when  a patient  asks  questions,  which 
ideally  should  have  been  cleared  up  previously. 
Frequently,  he  unknowingly  interferes  with  ther- 
apy when  his  real  aim  is  to  complement  it.  Es- 
tablishing and  maintaining  open  discourse  be- 
tween the  physician  and  the  pharmacist  (and  all 
other  health  workers,  for  that  matter)  appears 
essential  to  the  preservation  of  effective  physi- 
cian-patient relationships. 

The  second  answer  to  the  question  is  that 
physicians  need  help  with  drugs.  Few  will  argue 
with  the  premise  that  we  belong  to  a drug- 
oriented  society.  The  naivete  of  everyone,  lay 
and  professional,  in  believing  our  populace  is 
sophisticated  in  drug  matters  has  contributed 
to  our  current  drug  abuse  problem.  During  the 
1960’s  a number  of  thoughtful,  well  researched 
articles  on  professional  dmg  misuse  appeared. 
Most  of  the  authors  were  M.D.’s  who  specialized 
in  clinical  pharmacology’.  In  June,  1965,  the 
.\MA  conducted  a symposium  on  “The  Problem 
of  .\dverse  Drug  Reactions.”’  At  that  time,  both 
the  .\MA  Council  on  Drugs  and  the  FDA  had 
established  systems  collecting  such  information. 

-As  information  piled  up,  the  magnitude  of 
the  problem  became  apparent.  Several  needs 
were  clear;  the  need  for  more  clinical  pharma- 
cologists, the  need  for  more  continuing  educa- 
tion on  drugs  for  medical  practitioners,  and  the 
need  for  more  effective  assistance  to  the  pre- 
scriber  in  making  therapeutic  drug  decisions. 

The  state  of  prescription  drug  use  was  beauti- 
fully summarized  in  Hud.son’s  fantasy  on  poly- 
parmacy  in  the  1960’s  in  which  the  medical  his- 
torian of  2067  looked  back  a hundred  years.2  The 


historical  reference  on  which  the  fantas\'  was 
based  was  the  1967  Physicians’  Desk  Reference. 
Palmer  ascribed  the  often  repeated  statistics 
from  Seidl’s  studies  at  Johns  Hopkins  Hospital 
(14  percent  of  hospitalized  patients  suffered  ad- 
verse drug  reactions,  7 percent  of  which  were 
life-threatening,  and  drug  reactions  were  a major 
factor  in  5 percent  of  general  hospital  admissions) 
to  inadequacies  in  pharmacologic  education.  He 
also  pointed  out  that  pharmacists  represent  an 
untapped  resource  for  assistance.”  Lasagna,  a 
most  concerned  writer  on  drug  affairs,  has  gone 
so  far  as  to  state,  “It  is  conceivable  that  new  for- 
mal mechanisms  will  be  invoked  to  monitor  the 
competence  of  the  medical  profession  in  regard  to 
the  use  of  drugs. 

The  insidious  nature  of  advertising  for  psvcho- 
active  drugs,  and  the  hazards  of  prescribing 
habits  leading  to  misuse  of  these  drugs  particu- 
larly, have  been  reported  as  creating  an  acute 
psychiatric  problem.  Lennard  and  his  co-authors 
suggested  that  the  whole  group  of  attitudes  that 
have  grown  up  around  drugs  in  the  minds  of  the 
lay  public  and  medical  professionals  is  one  of 
mystification.  They  stated  that  the  costs  of  such 
mystification  in  social  and  indix  idual  terms  is  no 
less  when  the  drug  is  obtained  on  prescription 
than  when  it  comes  from  other  sources.”  One 
clinical  pharmacologist  has  stated  that  he  can 
pick  at  random  any  three  patients’  charts  from 
hospitals  that  he  visits  and  find  sufficient  material 
on  drug  problems  for  a grand  rounds  presenta- 
tion.” 

The  problem  of  encouraging  wisdom  in  drug 
usage  is  so  great  that  a major  thrust  is  necessary 
to  impress  everv’one  with  the  truth  about  drugs. 
To  believe  that  clinical  pharmacologists  alone 
can  handle  a problem  of  this  magnitude  is  un- 
reasonable. The  number  of  clinical  pharmacolo- 
gists is  grossly  inadequate  for  academic  institu- 
tions needing  their  expertise  without  even  con- 
sidering general  community  needs. 

Carr  has  surveyed  the  35  medical  schools  that 
were  listed  as  having  clinical  pharmacology 
programs  available  in  1968.^  He  found  that  the 
average  medical  student  in  four  years  received 
only  31  hours  of  instruction  in  clinical  pharma- 
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cology  and  therapeutics.  He  even  waxed  a bit 
cynical  and  referred  to  the  teaching  of  these 
subjects  in  most  medical  schools  as  “an  academic 
laugh-in.”  In  answering  his  own  question  on 
how  far  Academe  has  risen  to  meet  the  chal- 
lenges of  advances  in  pharmacology  and  thera- 
peutics he  stated,  “Apparently  it  has  risen  about 
1 angstrom  unit.”  Such  statements  show  the 
frustrations  of  those  trying  to  overcome  an  exist- 
ing complacency;  however  this  recent  study  il- 
lustrates the  need  for  other  means  of  assistance. 
Perhaps  pharmacists  can  help. 

Pharmaceutical  education  has  suffered  from 
the  isolation  of  pharmacy  from  medicine.  Early 
schools  were  born  out  of  a need  for  knowledge- 
able drug  merchants  and  extemporaneous  com- 
pounders. Only  recently,  when  the  need  for  com- 
pounding has  all  but  disappeared  and  the  mer- 
chandising of  non-drug  items  has  outstripped  the 
small  drug  store  owner,  have  pressures  dictated 
that  the  pharmacist,  a part-time  health  profes- 
sional, render  health  services  on  a full-time  ba- 
sis. Many  schools  of  pharmacy  have  responded 
by  introducing  “clinical  pharmacy”  programs. 
These  educational  programs  are  just  beginning 
to  develop,  and  although  some  pharmacists  may 
claim  to  be  clinical  pharmacists,  no  one  knows 
what  one  of  them  is. 

In  schools,  clinical  pharmacy  programs  get  the 
pharmacy  student  involved  in  educational  ex- 
ercises at  the  patient’s  bedside  where  the  nursing 
and  medical  students  are.  Thus,  the  pharmacy 
student  is  able  to  perceive  how  his  drug  knowl- 
edge is  useful  to  the  patient  everyone  cares  for. 
We  can  expect  him  to  help  fill  the  information 
gap  that  commonly  exists  when  drug  decisions 
are  made.  He  can  talk  the  action  language  of 
those  who  want  his  assistance.  They  understand 
how  to  ask  the  right  questions  to  get  the  answers 
they  need.  He  can  detect  places  in  which  his 
knowledge  and  ability  can  serve  the  patient  in 
producing  better  care.  Two  instances  in  hospit- 
als already  have  suggested  themselves,  even 
though  the  pharmacist  is  quite  new  to  the  role  — 
the  need  for  a pharmacist  in  taking  drug  histories 
and  the  use  of  a pharmacist  to  instruct  patients 
leaving  with  take-home  medication. 

In  1960  all  pharmacy  schools  in  the  nation 
adopted  degree  programs  encompassing  at  least 
five  years  of  study  after  high  school.  At  that  time. 


educators  claimed  they  were  training  consultants 
for  physicians.  The  anticipated  consultation  did 
not  occur  for  many  reasons,  but  primarily  the 
lack  of  interprofessional  communication  at  a 
meaningful  level  was  to  blame.  Pharmacy  gradu- 
ates of  the  1960-70  decade  were  better  prepared 
to  be  called  upon  than  those  who  came  before. 
But  many  were  like  old  maids  who  couldn’t  tell 
how  good  they  would  be  because  they  had  never 
been  asked.  Many  turned  to  auxiliary  interests 
for  stimulation  with  resultant  erosion  of  their 
expertness.  With  few  exceptions  these  people 
were  highly  motivated  to  service  when  they  left 
school.  What  a waste. 

Increasing  concern  of  each  physician  for  com- 
munication with  his  pharmacist  and  a similar 
concern  on  the  part  of  the  pharmacist  will  be 
essential  if  pharmacists  are  to  be  used  as  resourc- 
es. That  such  resources  are  needed  is  hardly  ar- 
guable. The  newer,  clinically-oriented  pharmcist 
will  be  more  able  and  the  newer,  pharmacist- 
oriented  physician  will  be  more  able.  Together 
they  will  be  able  to  improve  the  quality  of  pa- 
tient care. 

It  would  be  a mistake,  however,  to  delegate 
such  improvement  entirely  to  the  future.  Today’s 
physician  can  start  the  ball  rolling  by  asking 
some  meaningful  questions,  and  advice,  of  phar- 
macists. Today’s  pharmacist  can  start  by  aggres- 
sively offering  to  physicians  information  and 
services.  I submit  that  a movement  of  even  one 
angstrom  unit  is  sufficient  to  overcome  static 
inertia. 

Nathan  A.  Hall,  Ph.D. 
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Continuing  Medical  Education  — III 

Office  Practice  Audit 


T f we  agree  that  continuing  medical  education 
is  to  improve  patient  care,  then  v\^e  shall 
have  to  change  the  way  current  educational 
programs  are  going.  Time  after  time  attempts 
to  show  that  such  programs  improve  the  level 
of  care  hav  e failed,  and  as  long  as  the  emphasis 
remains  on  the  presenters  of  a program  and  its 
content  they  will  continue  to  fail.  If  vv^e  really 
want  education  to  improve  care,  we  have  to 
start  by  finding  out  what  areas  of  care  need  im- 
provement. 

This  is  done  by  auditing  the  records  of  prac- 
tice. A hospital  staff,  clinic  or  medical  society 
picks  a disease  or  procedure  (such  as  stroke  or 
tonsillectomy)  and  decides  what  is  appropriate 
care  in  this  condition.  A sample  of  records  is 
then  reviewed  in  light  of  these  criteria.  Indi- 
vidual patient  records  are  not  scmtinized;  wEat 
is  important  is  the  pattern  of  practice.  If  this 
review  turns  up  discrepancies,  this  is  the  area 
for  an  educational  effort  by  one  of  the  available 
methods,  post-graduate  course,  visiting  con- 
sultant, grand  rounds,  or  reading. 

Since  most  care  is  not  given  in  the  hospital, 
the  real  need  for  such  a review  is  in  the  phvsi- 
cian’s  office.  Obviously,  this  is  more  difficult 
than  vv'orking  with  hospital  records,  but  it  is 
possible.  The  experience  of  the  health  insurance 
industry  and  medical  foundations  has  shown 
that  much  of  the  care  given  in  the  office  can 
be  coded,  retrieved,  reviewed,  and  compared. 

The  greatest  demand  on  physician  time  is  in 
constructing  the  foundation  for  such  a program. 
.\n  appropriate  list  of  diagnoses  that  truly  re- 
flect what  a physician  does  in  his  office  must 
be  drawn  up  and  made  codable.  Discussion  is 
needed  to  arrive  at  a concensus  of  appropriate 
care  for  the  listed  diagnoses.  When  this  is  done 
the  necessarv'  forms  can  be  prepared  by  the 
physician’s  office  assistant.  These  are  then  re- 
viewed by  clerks  or  computer.  As  we  are  inter- 
ested in  the  pattern  of  practice,  rather  than  the 
individual  record,  the  computer  can  demon- 
strate where  practice  in  certain  offices,  or  areas. 


differs  from  agreed  upon  standards  or  from 
usual  practice  in  the  community'. 

The  next  step  is  review  by  peers  of  those 
practices  that  differ.  Perhaps  these  people  are 
doing  things  better,  in  which  case  review  would 
indicate  how  the  majoritv  of  physicians  should 
change  their  ways.  More  likely,  it  w'ould  show  a 
need  for  some  kind  of  education.  The  real 
beautv  of  this  system  is  that  it  contains  within 
itself  a simple  and  meaningful  evaluation.  The 
records  for  the  same  diagnoses  are  reviewed 
after  the  educational  program  and  a comparison 
indicates  w'hether  or  not  the  effort  succeeded 
in  changing  practice  patterns. 

The  audit  systems  have  been  described  briefly 
and  too  simply.  Obviously,  it  is  not  that  easy. 
They  require  much  work,  particularly  at  the 
outset,  in  deciding  on  diagnoses  for  coding, 
and  indices  of  appropriate  care  for  each  con- 
dition. Implicit  in  an  audit  is  the  necessity  for 
good  records  and  more  detailed  forms.  This  is 
not  as  bad  as  it  seems  at  first  glance,  however, 
as,  with  experience,  clerks  are  able  to  review- 
records  and  complete  forms  in  two  minutes. 

W’hile  this  effort  and  expense  is  worthwhile  to 
provide  education  that  actually  improves  care, 
this  is  not  the  sole  reason  for  undertaking  it. 
Consumers  and  insurers  working  through  legis- 
lators will  soon  require  peer  review,  and  as 
records  are  being  checked  for  costs  and  appropri- 
ateness of  such  services  as  hospital  stay  and 
number  of  office  visits,  the  accumulated  data 
can  also  be  reviewed  and  used  for  the  education- 
al system  described. 

Finally,  and  of  great  importance,  is  the  im- 
inent  likelihood  of  relicensure.  I have  no  ob- 
jection to  being  required  to  demonstrate  con- 
tinued competence.  There  are  only  two  al- 
ternatives. Either  I am  doing  it  right,  which  is 
nice,  or  I am  not,  in  w-hich  case  I want  to  im- 
prove. WTiat  is  objectionable  is  that  this  relicen- 
sure  should  be  based  on  an  examination  in 
which  I am  required  to  demonstrate  knowledge 
of  facts  that  a committee  has  decided  I have  to 
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know  to  continue  practice.  Again,  we  have  con- 
tent orientation  bearing  no  relation  to  the  prac- 
tice of  medicine.  When  I seek  a license  to  drive 
a car,  I am  tested  on  my  ability  to  drive,  not 
on  my  ability  to  design  a car,  explain  the  prin- 
ciple of  internal  combustion,  or  repair  a car- 
buretor. 

The  chaos  that  would  follow  relicensure 
based  on  examination  is  frightening.  Much  of  a 
practicing  physician’s  time  would  be  taken  to 
prepare  for,  woriy  about,  and  take,  the  ex- 

Abortion  Sequel 

Over  the  past  two  years  these  columns  have 
touched  on  the  tale  of  how  — in  the  space  of 
three  decades  — we’ve  seen  hemolytic  disease  of 
the  newborn  recognized,  understood,  treated 
and  now  capable  of  being  successfully  prevented 
— an  almost  unbelievable  scientific-technical 
achievement!  Of  equal  moment  is  the  fact  — first 
recorded  here  — - that  the  crucial  preventive 
measure  — postpartum  Rh  immune  globulin 
(Rho  Gam)  was  actually  administered  in  almost 
90  percent  of  appropriate  cases  within  the  first 
three  months  after  its  commercial  availability. ^ 

An  almost  unbelievable  communicative-beha- 
vioral achievement!  (Lest  one  assume  the  success 
rate  was  attributable  to  the  urban  area  tested  or 
the  specialists  involved,  data  stemming  from 
Juneau,  Alaska  and  its  environs  and  kindly  sup- 
plied by  Jack  Lesh  refutes  such  an  assumption.^ 
There,  too  — from  October,  1968,  through  Sep- 
tember, 1969,  90  percent  of  the  Rh  negative  post- 
partum mothers  who  should  have  received  Rho 
Gam  did  so  — once  again  raising  serious  ques- 
tions about  that  oft-alluded-to  “application  gap” 
said  to  exist  between  the  meccas  of  medical  mir- 
acles (“Medical  Genter,  USA”)  and  the  practic- 
ing LMD.) 

Now  a surging  social  force  — the  legal  accept- 
ance of  abortion  in  a wide  variety  of  circum- 
stances — is  appearing  on  the  scene.  Not  the 
least  of  abortion’s  impact  will  be  felt  in  the  arena 
alluded  to  above.  Why?  Simply  because  of  the 
transplacental  passage  of  fetal  erythocytes  — the 
mechanism  by  which  the  Rh  negative  woman  is 
sensitized.  This  escape  occurs  in  significant  num- 
bers of  women  undergoing  either  spontaneous  or 
induced  abortion  and  in  sufficient  amounts  to 
sensitize  many  — assuming  that  the  protective 
mechanism  of  immunologic  inertia  suggested  to 
occur  during  pregnancy  by  Medowar  and  Spar- 
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amination.  The  effort  and  expense  needed  to 
construct,  administer,  correct  and  evaluate  the 
examinations  and  then  decide  what  to  do  with 
those  who  fail  would  surpass  the  effort  required 
for  the  audit  of  practice  just  described,  and, 
sadly,  we  know  from  past  experience  it  wouldn’t 
improve  the  level  of  care.  By  comparison,  the 
workable  audit  system  does  not  seem  such  an 
overwhelming  task.  Besides,  it  would  do  some 
good. 

L.A.H. 

— Rh  Problems 

row  remains  only  an  hypothesis.^’^  As  a conse- 
quence, workers  both  here  and  in  Europe  cur- 
rently advocate  — and  with  documentation  to 
substantiate  their  positions  — that  precisely  the 
same  tenets  hold  for  managing  the  Rh  negative 
woman  undergoing  abortion  as  for  the  one  un- 
dergoing delivery. 5 It  will  be  of  more  than  pass- 
ing interest  to  see  if  the  medical  community  will 
be  able  to  match  its  previous  success  rate  in  get- 
ting Rho  Gam  to  women  undergoing  abortion. 
Data  on  this  point  should  be  available  within  the 
year.  Place  your  bets  now!  But  in  the  meantime, 
fail-safe  mechanisms  ought  be  introduced  in 
all  hospitals  to  insure  that  no  oversights  occur 
for  either  group. 

One  ought  have  little  or  no  trouble  convincing 
a medical  staff,  an  administrator  or  the  board  of 
trustees  that  this  is  no  matter  to  be  left  to  chance. 
Simply  speculating  on  the  extent  of  the  total  dol- 
lar liability  involved  is  guaranteed  to  bring  about 
instant  conversion  of  nonbelievers.  And  that  this 
liability  lasts  for  at  least  21  years  after  birth  of 
some  subsequently  damaged  child  simplv  serves 
to  further  assure  that  a fail-safe  procedure  is  not 
simply  implemented  but  periodically  checked  to 
see  if  it  works.  It  would  be  unfortunate,  indeed, 
if  this  generic  message  were  overlooked  in  the 
hustle  and  bustle  which  is  bound  to  ensue. 

W.O.R. 

REFERENCES 

1 Fox,  H.  P.  Robertson,  W.  O.;  Closing  the  information 
gap.  Northwest  Med  68: 124-125  (February)  1969. 

2 Personal  Communication,  Lesh,  Jack. 

3 Litwak,  O.,  et  al;  Fetal  enythrocytes  in  maternal  circula- 
tion after  spontaneous  abortion.  JAMA  214:531-534  (Octo- 
ber 19)  1970. 

4 Newton,  M.;  Personal  communication  to  all  journal  editors 
from  American  College  of  Obstetricians  and  Gynecologists. 
(October)  1970. 

5 Matthews,  C.  D.,  Matthews,  A.  E.;  Transplacental 
hemorrhage  in  spontaneous  and  induced  abortion.  Lancet 
1:694-695  (April)  1969. 


ine,  January,  1971 


Not  too  little,  not  too  much... 
but  just  right! 

‘‘Just  right”  amounts  of  llosone  Liquid  250 
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Education  and  Training  for  Family  Practice 

Historical  Perspective 

THEODORE  J.  PHILLIPS,  M.D.,  Seattle  Washington 


The  art  of  medicine  is  thus  divided:  each  physician  applies  him- 
self to  one  disease  only  and  not  more.  All  places  abound  in 
physicians;  some  are  for  the  eyes,  others  for  the  head,  others  for 
the  teeth,  others  for  the  intestines,  and  others  for  internal  dis- 
orders.^ 

Where  in  this  scheme  is  the  patient  to  find  a physician  to  provide  comprehensive 
health  care  for  his  family  or  give  him  “entry  into  the  health  care  system?”  Does 
this  description  fit  some  areas  of  our  country  today?  Perhaps  it  does,  but  in 
reality  these  words  were  penned  by  an  acient  historian,  Herodotus,  writing  about 
medicine  in  the  Nile  valley  of  Egypt  before  2000  B.C. 

...  As  the  old-time  family  doctor  dies  out  in  the  country  towns, 
with  no  competent  successor  willing  to  take  over  his  dismal 
business,  he  is  followed  by  some  hearty  blacksmith  or  ice  wagon 
driver,  turned  into  a chiropractor  in  six  months,  often  by 
correspondence.^ 

Again,  is  this  comment  pertinent  to  the  present  state  of  medical  care  delivery? 
Perhaps,  but  the  credit  for  this  statement  goes  to  H.  L.  Mencken  in  1924. 


Both  of  these  quotations  from 
days  gone  by  speak  to  the 
urgency  which  is  felt  today  by 
those  involved  in  educating 
physicians  for  primary  medical 
care  careers.  Yet  both  attest  to 
the  ageless  nature  of  the  prob- 
lem. 

Tracing  the  history  of  medi- 
cine from  ancient  Egypt  to  the 
present  may  help  us  understand 
the  development  of  family  prac- 
tice education  today  — for  medi- 
cine, as  perhaps  all  of  history, 
seems  to  have  evolved  in  a series 
of  cycles.  Periods  of  rapid  ad- 


Dr.  Phillips  is  Director  of  the  Division  of 
Family  Practice,  University  of  Washington 
School  of  Medicine. 
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vancement  in  knowledge  are  fol- 
lowed by  periods  during  which 
emphasis  is  placed  on  delivery 
of  that  knowledge  to  the  patient. 
Touching  on  a few  high  points 
in  history  may  serve  to  illustrate. 
In  the  times  of  earliest  record- 
ed history  the  practice  of  medi- 
cine was  a priestly  function  and 
the  bases  for  medicine  were  re- 
ligion and  magic.  The  Assyrians 
and  Babylonians  (1900  B.C.) 
combined  the  old  shamanic  ap- 
proach with  empirical  observa- 
tions to  place  the  use  of  drugs  and 
surgical  procedures  on  a more 
scientific  basis.  Hippocrates  (400 
B.C.)  is  credited  with  moving 
medicine  farther  from  the  re- 
ligious toward  the  scientific  and 
clinical  method.  But  even  more, 
he  oriented  medicine  toward 
treatment  of  the  patient,  placing 
the  physician,  as  obseiwer  and 
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therapist,  at  the  patient’s  bed- 
side. Thus,  an  era  of  increase  in 
empirical  knowledge  was  follow- 
ed by  one  of  emphasis  on  apply- 
ing that  knowledge  to  the  pa- 
tient. 

History  provides  many  other 
examples  of  physicians  who  were 
skillful  healers,  with  outstanding 
ability  to  convert  accumulated 
knowledge  into  practical,  bed- 
side treatment  of  illness.  Notable 
among  them  were  Paracelsus 
and  Sydenham.  Paracelsus 
(whose  unlikelv  but  real  name 
was  Philippus  Aureolus  Theo- 
phrastus Bombastus  von  Hohen- 
heim)  lived  in  the  early  1.500’s, 
at  the  time  of  the  reawakening 
of  science.  He  emphasized  the 
teaching  of  Hippocrates,  that 
the  physician’s  place  is  at  the  pa- 
tient’s bedside,  and  is  credited 
with  saying  “The  doctor’s  char- 


acter  can  influence  the  patient’s 
recovery  more  than  anv  medi- 
cine,”3  presaging  modern  em- 
phasis on  physician-patient  inter- 
action in  the  therapeutic  pro- 
cess. 

Sydenham  (born  in  England 
in  1624)  has  been  called  “the 
English  Hippocrates. ”3  Labora- 
tory' study,  research  and  the  ex- 
perimental method  had  arrived 
in  England  but  served  to  make 
many  physicians  forget  the  man 
in  the  bed  when  thev  were  study- 
ing his  disease.  Then  came 
Sydenham  to  remind  the  physic- 
ian that  his  first  obligation  was 
to  know  and  care  for  his  patient. 

history  repeats 

It  would  appear  that  we  are 
now  seeing  history  repeat  itself. 
We  are  all  aware  that  the  growth 
of  scientific,  medical  knowledge 
has  continued  at  an  incredible 
rate  during  this  centurv.  But 
now  we  are  returning  to  em- 
phasis on  application  of  ac- 
cumulated knowledge  to  the 
recipient  of  medical  care.  It  is 
in  this  setting  that  we  are  seeing 
renewed  interest  in  the  role  of 
the  family  physician,  and  in  edu- 
cation for  family  practice. 

Education  and  training  of 
general,  family  physicians  are 
certainly  not  the  panaceas  that 
will,  by  themselves,  achieve  all 
that  is  hoped  for  in  health  care. 
But,  there  now  seems  to  be  wide- 
spread acceptance  of  the  view 
that,  to  receive  optimum  benefit 
from  available  medical  know- 
ledge, individuals  and  families 
should  have  available  the  con- 
tinuing seiwices  of  generally 
trained  family  and  community 
oriented  physicians. 

W’hat  has  been  done  to  achieve 
this  goal  in  the  United  States?  It 
is  interesting  to  note  that  as  long 
ago  as  June,  1919,  the  House  of 
Delegates  of  the  American  Med- 
ical Association  referred  to  the 


Council  on  Medical  Education 
a resolution  from  California 
urging  the  Association  to  “.  . .en- 
courage the  designation  of  the 
practice  of  general  medicine  or 
‘family  physician’  as  a distinct 
and  dignified  specialty.’’^  Nearly 
fifty  years  elapsed  before  the 
American  Board  of  Family  Prac- 
tice became  a realitv  in  Febr- 
uary, 1969.  During  that  time, 
more  resolutions  were  intro- 
duced, studied,  referred,  rejec- 
ted and  accepted  in  the  AMA 
and  other  medical  organizations. 

post  war  development 

The  entire  histoiy  of  the  Amer- 
ican Academy  of  General  Prac- 
tice has  been  confined  to  the 
period  since  World  War  II,  and 
during  that  25  years  there  ha\  e 
been  at  least  three  approaches 
to  training  of  family  physicians: 

1.  Two-vear,  rotating  internships 
were  introduced  at  a number 
of  teaching  hospitals  in  the  late 
I940’s  with  the  hope  they 
would  produce  physicians  for 
general  practice. 

2.  In  1948,  the  AMA  Council  on 
Medical  Education  established 
approval  of  residencies  in  gen- 
eral practice  and  many  such 
programs  have  existed  since 
that  time. 

3.  Between  1957  and  1959,  a 
study  was  conducted  by  a com- 
mittee of  the  Council  on  Med- 
ical Education  resulting,  in 
1959,  in  the  “Final  Report  on 
Preparation  for  Family  Prac- 
tice.” Following  this  report  20 
pilot  programs  were  set  up  in 
the  United  States  offering  dif- 
fering approaches  to  internship 
and  residency  training  for  fam- 
ily practice. 

All  three  of  these  efforts  had 
less  than  perfect  success.  During 
those  years  the  proportion  and 
number  of  family  physicians,  pri- 
mary' care  physicians,  or  general 
practitioners,  continued  to  de- 
crease. Applicants  did  not  over- 
whelm any  of  these  graduate 
training  programs. 

Now  we  have  embarked  — 


with  much  publicity  and  with 
the  added  support  of  specialty 
status  for  family  practice  — upon 
renewed  efforts  to  produce  fam- 
ily physicians.  In  1966,  four  sep- 
erate  committees  of  national 
scope  published  reports  that  gave 
even  more  attention  to  the  the  ur- 
gency for  finding  a method  of  ed- 
ucating such  physicians. 5-8  Since 
then,  a new  breed  of  family 
practice  programs  has  developed 
at  rapid  rate.  As  of  April,  1970, 
there  were  38  approved  residen- 
cy programs  in  family  practice.® 
Fourteen  are  universitv-medical- 
school  programs,  six  others  are 
university  affiliated  and  eighteen 
are  in  non-affiliated  community 
hospitals.  Yet,  the  existence  of 
such  programs  does  not  guaran- 
tee achievement  of  their  goals. 
Under  the  National  Intern 
Matching  Program  for  1970  grad- 
uates of  American  medical 
schools,  only  five  of  the  existing 
programs  received  their  full 
quotas.  As  of  May  22,  1970,  32 
of  the  existing  38  programs  re- 
ported 64  percent  of  their  first 
year  positions  filled  for  1970 
(101  of  156).  10 

the  future 

It  seems  that  only  a ver\'  small 
fraction  of  thousands  of  grad- 
uating medical  students  con- 
tinue to  select  training  for  family 
practice.  Will  our  present  efforts 
fare  us  better  in  producing  fam- 
ily physicians  than  have  the  pre- 
vious graduate  training  schemes? 
W’hat  can  make  the  difference? 
Perhaps,  what  has  been  lacking 
in  past  attempts  has  been  con- 
sideration of  the  undergraduate 
educational  requirements  of  stu- 
dents who  might  enter  family 
practice.  Perhaps,  medical 
schools  have  not  sufficiently 
committed  their  attention  and 
resources  to  this  area. 

Fortunately,  such  committ- 
ment is  now  taking  place.  Ac- 
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cording  to  a recent  survey  pub- 
lished by  the  Ohio  Academy  of 
General  Practice,  at  least  eight- 
een medical  schools  in  this  coun- 
try have  turned  attention  to  edu- 
cation of  family  physicians  at  the 
undergraduate  leveld^  Some  are 
in  the  first  stages  of  studying 
the  situation.  Others  are  pro- 
posing curriculum  revisions.  A 
few  have  progressed  to  the  point 
of  established  curricula  or  path- 
ways of  education,  or  both,  for 
the  aspiring  family  physician. 

The  University  of  Washington 
School  of  Medicine  is  one  of 
those  having  established  edu- 
cation for  family  practice  within 
its  undergraduate  program.  In 
1968  it  embarked  upon  a new 
curriculum  that  allows  the  stu- 
dent’s undergraduate  study  to 
be  tailored  to  fit  his  career  goals. 
In  the  clinical  years  this  takes 
the  form  of  a pathway  curricu- 
lum. In  his  last  two  years,  each 
student  enters  one  of  four  path- 


ways. One  of  them  is  family 
practice.  Members  of  the  first 
class  to  study  under  the  new 
curricidum  enter  their  respective 
clinical  pathways  in  the  fall  of 
1970.  Concurrently,  a new  divi- 
sion of  the  School  of  Medicine 
has  been  established  — the  Divi- 
sion of  Family  Medicine  — re- 
sponsible for  further  develop- 
ment of  the  family  practice  cur- 
riculum. 

goal  in  sight 

With  committment  such  as 
this  taking  place  in  the  medical 
schools  throughout  our  country, 
and  with  coordination  of  their 
efforts,  what  can  be  expected  for 
the  future?  Perhaps  objective 
study  of  primary  medical  care 
can  yield  new  knowledge.  Per- 
haps there  ean  be  reasonable 
definition  of  the  knowledge  re- 
quired for  one  to  serve  as  an 
effective  family  physician  — in 
whatever  setting.  Perhaps  stu- 


dents acquiring  this  know’ledge 
will  be  ready  for  graduate  train- 
ing in  family  practice.  Perhaps 
we  will  finally  succeed  in  meet- 
ing the  demands  of  all  our  pa- 
tients for  accessible,  excellent, 
continuing  and  comprehensive 
primary  medical  care. 

This  is  a goal  that  has  been 
sought  for  many  years.  It  will 
not  be  achieved  immediatelv. 
Seientific  medieal  knowledge 
has  reached  a point  making  pos- 
sible exeellent,  comprehensive 
care.  The  task  of  education  for 
family  practice  is  to  insure  that 
physicians  can  make  this  care 
aceessible  to  patients,  on  a con- 
tinuing and  personal  basis,  in 
the  manner  stressed  by  Hippo- 
erates,  Paraeelsus,  and  Syden- 
ham. 


U.  ofW.  School  of  Medicine 
E 314  Health  Sciences  Building 
(98105) 
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Survival  After  Intensive  Coronary  Care 

A Method  for  Evaluating 
Therapeutic  lute rve n t i o n 


D.  R.  PETERSO  N,  M.  D.  / NINA  CHIN  N,  R.  N.,  Seattle,  Washington 


Acute  myocardial  infarction  patients  successfidy  treated  for 
life-threatening  arrhythmias  in  coronary  care  units  appear  to  have 
a four-year  life  expectancy  comparable  to  similar  patients  who 
did  not  develop  rate  or  rhythm  disorders  during  cardiac  mon- 
itoring. The  design  of  this  preliminary  inquiry  also  lends  itself 
to  as.sessing  survival  associated  with  specific  rate  or  rhythm 
disorders  or  treatment  modalities  and  can  be  used  in  any  com- 
munity with  accessible  death  certifications. 


To  what  extent  do  the  obvious 
life-saving  benefits  afforded 
bv  intensive  eoronar\-  care  ex- 
tend be\  ond  the  time  of  hospital 
discharge? 

To  answer  this  question  we 
can\  assed  records  of  established 
eoronan’  care  units  in  five  hos- 
pitals, for  eases  of  acute  myo- 
cardial infarction  with  unequivo- 
cal electrocardiographic  evi- 
dence, among  residents  of  King 
Countv,  Washington  who  were 
discharged  alive  from  the  hos- 
pital. From  these  we  selected 
those  who  ostensiblv  had  sus- 
tained cardiac  rate  or  rlnthm 
complications  recpiiring  specific 

Dr.  Peterson  is  Director,  Division  of 
Epidemiology,  Seattle-King  County  Depart- 
ment of  Public  Health  and  Clinical  Professor 
of  Epidemiolocy,  University  of  Washington 
School  of  Public  Health  and  Community 
Medicine. 


This  project  represents  a joint  endeavor 
of  The  Washington/Alaska  Regional  Medi- 
cal Program  and  the  Seattle-King  County 
Department  of  Public  Health. 


diTig  therapv,  defibrillation  or 
cardiac  pacing.  We  found  101 
such  cases.  Seventv-two  had  re- 
ceived only  drugs.  Twentv-three 
had  been  defibrillated  and  6 had 
received  cardiac  pacing.  We 
matched  each  case  with  another 
of  the  same  sex  and  approximate 
age  who  received  intensive  cor- 
onarv  care  in  the  same  unit  at 
approximately  the  same  time, 
but  did  not  receive  specific  ther- 
apv for  rate  or  rhvthm  com- 
plications. To  obtain  101  cases 
for  each  of  these  two  groups 
required  screening  over  600 
medical  records.  The  mean  age 
for  patients  with  complications 
was  62.0  with  a range  from  .34- 
84  vears,  and  for  patients  with- 
out complications  was  62.8  rang- 
ing from  35-84  vears.  There  were 
73  men  and  28  women  in  each 
group. 

In  both  groups  we  identified 
deaths  that  occurred  subsequent 
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to  the  period  of  hospitalization 
during  which  thev  came  under 
onr  scrutiny  (index  hospitaliz- 
ation) by  checking  the  names  of 
the  cases  against  death  certifi- 
cates in  alphabetic  files  at  the 
Seattle-King  County  Department 
of  Public  Health.  We  used  ad- 
dresses and  dates  of  birth  to 
corroborate  identities.  W’e  found 
22  deaths  among  the  patients 
who  had  experienced  compli- 
cations, 8 of  whom  died  at  home 
or  were  dead  on  arrival  at  hos- 
pital. Six  of  the  22  were  vounger 
than  60  years  of  age  with  4 of  the 
6 having  had  defibrillation  or 
cardiac  pacing.  We  found  14 
deaths  among  patients  without 
complications,  4 of  whom  died 
at  home  or  were  dead  on  arrival 
at  hospital.  Onlv  1 of  the  14  was 
vounger  than  age  60.  We  cal- 
culated the  interval  from  the 
date  of  index  hospital  discharge 
to  the  date  of  death,  or  date  of 


record  search,  if  no  death  cer- 
tificate were  found. 

Because  the  interval  from  hos- 
pitalization to  death  certificate 
search  varied  from  patient  to  pa- 
tient, we  used  a life-table  type  of 
analysis  which  takes  such  varia- 
bility into  account.  Figure  1,  de- 
rived from  this  analysis,  illus- 
trates the  pattern  of  survival 
over  the  four  year  period  for 
each  group.  Most  deaths  occurrd 
during  the  first  six  months  in 
both  groups.  During  the  first 
year  the  groups  are  quite  com- 
parable, differing  by  only  a few 
percentage  points,  with  the  group 
with  complications  faring  slight- 
ly less  well  than  those  without 
complications.  During  the  second 
year  the  lines  diverge  and,  there- 
after, parallel  one  another  so  that 
at  the  end  of  four  years  a spread 
of  only  eight  percentage  points 
separates  the  two  groups. 

Eight  patients  in  each  group 
survived  at  least  one  subsequent 
episode  of  myocardial  infarction 
during  surveillance. 

By  design,  we  have  assumed 
losses  form  each  group  incurred 
by  persons  who  might  have 


Years  following  hospital  discharge 


moved  out  of  King  County  juris- 
diction to  be  approximately  the 
same.  If  this  assumption  is  cor- 
rect, our  data  suggest  that  in- 
tensive coronary  care  does,  in- 
deed, benefit  patients  well  be- 
yond their  hospital  discharge, 
with  the  survival  of  those  with 
complications  being  quite  simi- 
lar to  that  of  patients  monitored 
under  identical  circumstances 
who  require  no  specific  inter- 
vention for  disordered  cardiac 
rate  or  rhythm. 


By  collecting  additional  cases 
the  method  used  in  this  pre- 
liminary inquiry  will  permit  us 
to  compare  patients  treated  sole- 
ly with  an  antiarrhvthmic  drug 
such  as  xylocaine,  for  example, 
with  those  surviving  Jefibril- 
lation  and,  separately,  those 
surviving  cardiac  pacing. 

Dept,  of  Public  Health 
Public  Safety  Building 
(98104) 


Political  Hoax 

It  seems  an  easy  intellectual  ami  emotional  step  for  young  idealists  to  move  from  dis- 
tress of  “injustice"  (inequality)  to  the  Marxian  formula  of  leveling  down  so  that  everyone 
becomes  equal,  at  least  in  wordly  goods.  But  when  the  educational  process  is  properly 
pursued,  the  dreamers  of  betterment  will  eventually  confront  such  challenging  realities 
as  the  meager  .subsistence  living  standards  in  India  where  socialist  ideas  are  widely  held 
by  those  in  high  places,  by  the  dull  mediocrity  of  life  in  the  Societ  Union,  ami  by  a com- 
parative languor  and  backsliding  in  Bed  China  while  Taiwan  (Formosa)  has  moved 
dramatically  forward  in  farm  output  and  in  technological  gains  in  imlustry.  Close  and 
carefid  study  of  the  real  world  clearly  reveals  that,  as  a means  to  utopia,  Marxism  is  a 
hoax. 

Merryle  Stanley  Rukeyser,  in  the 
Freeman,  November  1970 
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Gastric  Outlet  Obstruction  After  Vagotomy 

ROBERT  S.  SMITH,  M.D.  , Boise,  Idaho 


From  1946  to  1969,  in  285  cases  of  peptic  ulcer  treated  by  gastric  resection  with- 
out vagotomy,  only  one  instance  of  protracted  gastric  retention  was  observed. 
During  the  same  period,  in  167  comparable  cases  treated  by  standard  total  ab- 
dominal vagotomy  with  drainage,  there  were  six  gastric  obstructions.  In  each  of 
the  obstructed  cases  of  this  latter  group,  an  organic  involvement  at  the  gastroenteric 
stoma  was  demonstrated  by  a secondary  operative  procedure.  This  experience 
suggests  that  while  post-vagotomy  loss  of  gastric  tone  may  contribute  to  the 
development  of  a retention  problem,  an  actual  anatomic  obstruction  should  be 
suspected  in  every  case  in  which  emptying  of  the  stomach  after  vagotomy  is  long 
delayed.  Established  obstruction  of  the  stomach  calls  for  early  direct  operative 
investigation  of  the  gastric  outlet.  At  the  time  of  a secondary  operation,  the  gastric 
obstruction  may  be  relieved  by  a stomal  revision,  by-pass,  or  resection,  the  choice 
of  procedure  being  dependent  on  the  local  findings  and  the  general  condition  of 
the  patient. 


I ’’  he  stomach  mav  for  a time 
empt\'  slowly,  or  incom- 
pletely, after  an  operation  which 
includes  vagotomy,  but  complete 
obstruction  with  an  apparent 
direct  relationship  to  vagotomy 
is  unusual.  From  1946  to  1969, 
in  a personal  series  of  167  oper- 
ations in  which  standard  total 
abdominal  vagotomy  and  a drain- 
age procedure  were  combined  in 
the  treatment  of  peptic  ulcer, 
there  were  only  six  instances  of 
protracted  postoperative  gastric 
retention.  Atonv  of  the  dener- 
vated  stomach  undoubtedly  con- 
tributed to  the  functional  aber- 
rations observed,  but  a definite 
organic  involvement  at  the  gastric 

Dr.  Smith  is  Attending  Surgeon  to  St. 
Luke’s  and  St.  Alphonsus  Hospitals,  Boise. 
Idaho. 


outlet  was  ultimately  demonstrat- 
ed in  all  cases. 

The  six  patients  of  the  present 
series  having  obstruction  of  the 
stomach  after  vagotomy  exhibit- 
ed considerable  variation  in  their 
clinical  course  prior  to  the  de- 
velopment of  this  complication. 
Of  these  patients,  four  had  been 
treated  for  duodenal  ulcer,  two 
for  gastric  ulcer.  Obstruction  of 
the  stomach  followed  Billroth  I 
gastric  resection  in  two  patients, 
Billroth  II  gastrectomy  in  two, 
antecolic  gastrojejunostomy  in 
one,  and  Jaboulay  gastroduo- 
denostomv  in  one.  In  four  cases, 
the  obstruction  was  at  the  gastro- 
enteric stoma,  in  two  it  was  im- 
mediately above  the  stoma.  The 
obstruction  was  acute  and  un- 
relenting in  three  patients;  late, 
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insidious,  and  intermittent  in 
three.  In  no  obstructed  case  was 
there  evidence  of  recurrent  pep- 
tic ulceration. 

The  patients  having  post-vago- 
tomy  gastric  obstruction  differed 
markedly  in  their  response  to 
treatment.  Table  1.  One  patient, 
obstructed  for  eight  weeks,  re- 
covered on  feedings  bv  supple- 
mental jejunostomv,  after  a stom- 
al revision.  In  two  cases,  second- 
ary resections  of  the  stomach 
were  performed;  one  patient  was 
completely  relieved;  the  other 
died  of  pulmonary  complications 
after  operative  treatment  on  an- 
other senice.  Excellent  results 
were  obtained  bv  gastrojejunal 
bv-pass  in  one  case,  revision  of 
Billroth  II  anastomosis  in  one 
case,  and  release  of  compromis- 


TABLE  1 

Gastric  Obstruction  After  Vagotomy 


Case 

Date 

Supplemental 

Operation 

1 

1949 

Billroth  II  resection 

2 

1963 

Billroth  I resection 

3 

1963 

Billroth  I resection 

4 

1964 

Gastrojejunostomy 

5 

1968 

Gastroduodenostomy 

(Jaboulay) 

6 

1968 

Gastrectomy,  posterior 
gastrojejunostomy 

Secondary 


Procedure 

Result 

Stomal  revision 

Relieved 

Billroth  II  resection 

Died 

Gastrojejunal  by-pass 

Relieved 

Stomal  revision 

Relieved 

Billroth  II  resection 

Relieved 

Antecolic  revision 

Relieved 

ing  omental  adhesions  in  one 
case.  In  four  patients,  wound 
complications  followed  correc- 
tive operative  procedures:  minor 
wound  infections  developed  in 
two  cases;  one  patient  had  a 
partial  wound  dehiscence;  one 
patient  had  a late  incisional  her- 
nia. 

CASE  REPORTS 

The  following  case  reports  il- 
lustrate different  aspects  of  the 
problem  that  presents  when  there 
is  gastric  obstruction  after  trun- 
cal vagotomy. 

Case  1.  Male,  40:  Vagotomy, 
Billroth  II  gastrectomy,  for  duo- 
denal ulcer  on  December  10,  1949. 
Following  operation,  obstruction  of 
the  stomach  was  immediate  and 
unrelenting.  At  a secondary  oper- 
ative procedure  on  December  26, 
1949,  adhesions  about  the  gastro- 
jejunal  stoma  were  released  and  a 
tube  was  inserted  into  the  upper 
jejunum.  The  patient  was  then  main- 
tained on  jejunal  feedings,  until 
free  gastric  emptying  was  estab- 
lished after  another  six  weeks.' 


Case  2.  Male,  71:  Vagotomy, 

Billroth  I gastrectomy  for  gastric 
ulcer  on  February  22,  1960.  Gastric 
emptying  difficulties  were  experi- 
enced early,  but  were  intermittent. 
Nasogastric  tube  suction  was  re- 
quired on  April  1,  1960,  for  an  acute 
obstruction.  With  recurrent  episodes 
of  vomiting,  the  patient  suffered 
a marked  loss  of  weight  and  vitality. 
Billroth  II  gastrectomy  was  per- 
formed on  March  27,  1961,  on  an- 
other service.  Death  from  pulmon- 
ary complications  occurred  on  April 
11,  1961. 

Case  3.  Male,  38:  Vagotomy, 

Billroth  I gastrectomy,  for  gastric 
ulcer  on  August  30,  1961,  with 
apparent  complete  recovery.  Com- 
plete obstruction  of  the  stomach 
was  shown  by  x-rays  on  November 
18,  1961.  Relief  was  afforded  bv  an 
anterior  gastrojejunostomy  on  No- 
vember 19,  1961.  This  patient’s 
present  general  physical  condition 
is  excellent. 

Case  4.  Female,  51:  Vagotomy, 
anterior  gastrojejunostomy,  and 
gastrostomy,  for  acute  duodenal 
ulcer,  with  pvloric  obstruction,  on 
July  8,  1964.  X-rays  on  July  15, 
1964,  indicated  obstruction  of  the 
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gastrojejunostomy.  Figure  1,  and 
an  emergency  secondary  operation 
was  carried  out.  At  surgery,  mas- 
sive eompressing  omental  adhesions 
were  released,  and  the  previous 
gastrostomy,  tending  to  distract  the 
stomach  laterally,  was  moved  to  a 
more  medial  position.  The  patient’s 
gastrojejunostomy  began  to  func- 
tion immediately,  and  she  was  dis- 
charged from  the  hospital  on  July 
24,  1964. 

Case  5.  Female,  37:  Vagotomy, 
gastroduodenostomy  (Jaboulay), 
for  acute  obstructing  duodenal 
ulcer  on  September  25,  1967.  After 
operation,  this  patient  had  recur- 
ring abdominal  distention  and  epi- 
sodes of  vomiting.  X-rays  on  June 
5,  1968,  demonstrated  an  almost 
complete  gastric  obstruction.  Mark- 
ed stenosis  of  both  the  normal  duo- 
denal channel  and  the  previous 
gastroduodenostomy  was  found  at 
a secondary  operation  on  June  18, 
1968.  Following  a Billroth  II  gas- 
trectomy, the  stomach  emptied 
promptly,  and  the  patient  made  a 
rapid  recovery. 

Case  6.  Male,  42:  Presented 

complete  gastric  obstruction  when 
first  seen  on  May  19,  1968.  Previous 
treatment  for  duodenal  ulcer  had 


Fig.  1.  Case  4.  Gastrojejunostomy  established  for  drainage  of  the  stomach  after 
truncal  vagotomy  is  completely  shut  off  by  the  pressure  of  an  adherent  mass  of 
omentum.  This  case  exemplifies  the  clinical  importance  of  the  loss  of  resistance 
to  pressures  by  neighboring  viscera  which  the  stomach  suffers  immediately  after 
vagotomy. 


consisted  of  vagotomy  and  Billroth 
II  gastrectomy  (retrocolic  gastro- 
jejunostomy) on  April  26,  1968; 
and  a stomal  exploration,  gastro- 
stomy, and  feeding  jejunostomv  on 
May  9,  1968.  After  an  unproduc- 
tive further  trial  of  non-operative 
management,  the  abdomen  was  ex- 
plored again  on  June  27,  1968.  At 
this  time,  the  lower  portion  of  the 
gastric  remnant  was  found  to  be 
compressed  by  the  transverse  colon 
and  its  mesentery.  The  patient  was 
afforded  complete  and  permanent 
relief  by  the  dismantling  of  his 
retro-colic  gastrojejunostomy,  and 
establishment  of  a gastrojejunal 
anastomosis  anterior  to  the  trans- 
verse colon. 

discussion 

Some  degree  of  short-term  gas- 
tric retention  may  be  anticipated 
in  ever\'  case  in  which  the  distal 


stomach  is  resected.  In  personal 
experience  (1946-1969),  there 
was  only  one  instance  of  obstruc- 
tion recpiiring  secondarv  oper- 
ative treatment*  in  285  cases  of 
peptic  ulcer  treated  bv  resection 
without  vagotomy.  In  a larger 
group  of  cases  treated  bv  Gold- 
man and  his  associates, 2 the  oc- 
currence rate  of  post-gastrectomy 
obstructions  was  notably  higher, 
and  the  results  reported  under- 
score the  lethal  potentialities  of 
obstructive  complications.  In  this 
group  of  451  cases,  under  man- 
agement at  the  University  of 
California  (1948-1960),  post-gas- 
trectomy obstruction  required 
re-operation  in  ten  patients,  three 
of  whom  died. 

From  personal  experience,  it 
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would  appear  that  satisfactory 
emptying  of  the  stomach  should 
be  established  soon  after  gastrec- 
tomy if  the  gastroenteric  stoma 
provided  is  at  least  as  large  as 
the  normal  lumen  of  the  upper 
intestine,  and  if  vagotomy  has 
not  been  performed.  In  most 
cases,  good  drainage  of  the  re- 
sidual stomach  is  noted  within 
a few  days  after  gastrectomy,  as 
inflammatory  tissue  reactions  at 
the  outlet  of  the  stomach  sub- 
side, and  peristaltic  activity  be- 
gins again  in  the  gastric  remnant. 

The  functional  situation  in 
cases  subjected  to  trunk  vago- 
tomy is  complicated  by  gastric 
atonicitv;  and,  since  the  immedi- 
ate emptying  of  the  denervated 
stomach  occurs  mainly  bv  gray- 


itv,  it  is  essential  that  the  new 
gastroenterie  stoma  he  4 cm  or 
more  in  diameter,  provide  de- 
pendent gastric  drainage,  and  he 
subject  to  minimal  external  vis- 
ceral pressures.  The  construction 
of  a new  outlet  for  the  stomach 
which  fully  sati.sfies  all  mechan- 
ical requirements  is  more  de- 
manding in  cases  having  vago- 
tomv  than  in  cases  having  only  a 
resective  procedure. 

Barnes  and  Williams,^  of  the 
University  of  Birmingham,  pre- 
senting their  experience  in  the 
treatment  of  duodenal  ulcer  in  a 
group  of  108  patients  over  a four 
year  period  (1962-1965),  have 
reported  superior  results  using 
a one-layer  Heineke-Micku- 
licz  pyloroplast)’  to  drain  the 
stomach  after  truncal  vagotomy. 
In  the  present  personal  experi- 
ence, there  have  heen  no  serious 
delays  in  gastric  emptying  among 
cases  subjected  to  one-layer 
Heineke-Mickulicz  pyloroplasty 
after  vagotomy.  This  tvpe  of 
anastomosis,  carried  out  metic- 
ulously with  fine  silk  sutures, 
and  generally  applicable  in  the 
treatment  of  chronic  duodenal 
ulcer,  appears  to  incite  minimal 
inflammation  in  the  tissues  in- 
volved, permitting  a rapid  re- 
covery of  function. 

In  1963,  Kraft,  Fry  and  De 
WTese"*  reported  a group  of  pep- 
tic ulcer  cases  treated  at  the 
University  of  Michigan  in  which 
gastric  atony  appeared  to  have 
been  solely  responsible  for  very 
prolonged  gastric  retention  fol- 
lowing vagotomy.  In  the  man- 
agement of  399  cases,  selective 
gastric  and  total  abdominal  vagus 
nerve  sections  were  interchange- 
ably utilized,  in  combination 
w'ith  standard  drainage  proce- 
dures. From  an  analysis  of  their 
resrdts,  Kraft  and  his  associates 
concluded  that  postoperative 
gastric  atony  is  a definite  clinical 
entity,  characterized  bv  profound 


retention  in  the  absence  of  or- 
ganic obstruction.  This  motor 
dysfunction  presented  in  most 
severe  form  in  cases  with  ob- 
structing duodenal  ulcer  sub- 
jected to  vagotomy  in  which 
gastric  drainage  was  provided  b\ 
Finncv  pvloroplastv  orgastroje- 
junostom\'. 

In  the  post-vagotomv  obstruc- 
tions of  personal  experience,  the 
etiological  importance  of  gastric 
atony  has  seemed  less  clear.  An 
organic  defect,  either  intrinsic  or 
extrinsic,  was  demonstrated  in 
each  case  at  the  time  of  secon- 
ar\'  operative  procedures.  In 
four  patients  (Cases  1,  2,  3,  and 
5),  the  new  gastroenteric  stoma 
was  found  to  be  stenosed,  its 
originally  constituted  aperture 
having  proven  inadequate  to 
withstand  the  dynamics  of 
wound  healing.  In  two  patients, 
the  gastric  lumen  was  occluded 
above  the  stoma  by  the  pressures 
of  neighboring  viscera:  the  great- 
er omentum.  Case  4;  the  trans- 
verse colon.  Case  6.  In  all  of 
these  cases,  it  must  be  granted 
that  early  flacciditv  of  the  dener- 
vated  stomach  mav  have  pre- 
disposed it  to  the  luminal  con- 
tracture ultimately  demon- 
strated. 

While  the  stomach  in  one  case. 
Case  4,  appeared  to  be  quite  limp 
and  atonic  when  surgically  ex- 
posed on  the  7th  postoperative 
day,  it  is  believed  that  the  gastric 
musculature  usually  develops 
considerable  tone  within  a short 
time  after  truncal  vagotomy.  If 
decompression  of  the  stomach 
is  maintained  bv  gastrostomy  or 
nasogastric  tube,  an  important 
recoveiA’  of  gastric  tone  mav  take 
place  even  when  obstruction  is 
persistent.  After  a new  stoma  had 
been  provided  in  cases  of  the 
present  series  requiring  pro- 
longed decompressive  manage- 
ment, practically  immediate  free 
gastric  emptying  occurred. 
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Criffith^  has  reported  minimal 
interference  with  the  emptying 
mechanism  of  the  stomach  in 
patients  treated  for  duodena! 
nicer  bv  selective  \ agotom\  , and 
an  antral  resection  sparing  the 
pylorus.  In  a recent  clinical  trial, 
this  operation  was  performed  in 
20  cases  in  which  there  was  no 
stenosis  related  to  the  presenting 
ulcer.  Sixteen  patients  of  Grif- 
fith’s series  had  no  signs  or  s\  inp- 
toms  of  gastric  stasis  after  oper- 
ation. In  the  other  four  patients, 
stasis  was  demonstrated  b\'  x- 
ray;  and  two  of  these  patients 
had  persistent  mild  symptoms  of 
delayed  emptying.  If  continuing 
experience  confirms  the  efficacy 
of  selectiye  yagotomy  plus  supra- 
pyloric  antrectomy  in  preser\  ing 
an  approximately  normal  gastric 
emptying  mechanism,  this  ap- 
proach, possibly  with  some  modi- 
fication, may  find  more  employ- 
ment in  the  future.  The  reported 
results  indicate  that  Griffith’s 
present  techniques  are  applicable 
only  in  cases  in  which  gastroduo- 
denal stenosis  secondary  to  ulcer 
is  not  present. 

Personal  experience  leads  to 
certain  conclusions  concerning 
the  management  of  obstruction 
of  the  stomach  dev'eloping  after 
truncal  v agotomy  and  a standard 
drainage  procedure.  In  some 
cases,  a non-operatiye  supportiv'e 
regimen  may  be  successful.  If 
gastric  emptying  is  delayed  more 
than  a fevy  days,  however,  oper- 
atiye  intervention  must  be  con- 
sidered. If  a secondary  operation 
is  carried  out,  the  gastroenteric 
stoma  should  be  directly  investi- 
gated. Simple  release  of  adhe- 
sions about  the  stoma  may  fail 
to  resolve  an  obstruction,  even 
if  supplemented  by  the  establish- 
ment of  a feeding  jejunostomy 
and  tube  drainage  of  the  stom- 
ach. To  provide  the  patient  with 
immediate  and  long-term  relief, 
a non-functioning  outlet  of  the 


stomach  usualK'  must  be  revised, 
h\  -passed,  or  resected.  In  some 
cases,  a secondary  gastric  re- 
section ma\  represent  the  most 
certain  corrective  approach,  but 
a gastrojejnnal  bv-pass  mav  be 
applied  more  safelv  when  the 
patient  is  aged  or  depleted. 

A recent  report  by  Judd  et  al® 
underscores  the  inconsistency  of 
the  results  which  ma\'  be  antici- 
pated when  onb’  conser\  ati%e 
measures  are  applied  in  the  man- 
agement of  post-\agotomy  ob- 
structions. Among  29  patients 
with  preoperative  ulcer  related 
gastric  outlet  obstructions  treat- 
ed since  1960  bv  vagotomv  (t\'pe 
unspecified)  and  some  kind  of 
operati\  e procedure  on  the  stom- 
ach, four  exhibited  prolonged 
post-surgical  gastric  retention. 
Two  of  these  patients,  having 
had  \ agotom\-  and  Billroth  I re- 
section, experienced  spontaneous 
relief  of  their  obstruction  in  16 


and  24  days  respectively.  One 
patient,  subjected  to  \agotomv 
and  gastrojejuiK)stom\',  emptied 
the  stomach  after  36  days  of  sup- 
poiti\e  management.  In  this 
case,  however,  there  were  per- 
sistent SN'mptoms  of  obstruction, 
and  upper  gastrointestinal  x-ravs 
indicated  50  percent  retention  of 
a barium  meal  after  24  hours.  The 
fourth  patient  of  this  group,  treat- 
ed bv  vagotom\-  and  Billroth  I 
resection,  had  an  outlet  obstruc- 
tion that  continued  unresolved 
for  76  davs,  until  death  occurred. 
Secondaiv  operative  treatment 
in  this  case  was  limited  to  two 
unproductive  exploiations  of  the 
gastroduodenal  anastomosis. 

A report  bv  Hennann  and 
Johnson'  of  the  results  of  a retro- 
spective stud\'  to  determine  spe- 
cific guidelines  to  distinguish 
post\agotomy  atony  from  me- 
chanical obstruction  is  worthy 
of  note.  Gastric  retention  was 


found  to  have  an  incidence  of 
4 percent  in  720  patients  under- 
going \ agotomy  either  concomi- 
tantly, or  subsequent  to  a gastric 
drainage  procedure  or  partial 
resection,  at  the  University  of 
Colorado  Medical  Center  from 
1962  through  1966.  Nineteen 
patients  were  classed  as  having 
atonv,  and  9 with  10  episodes  of 
retention  had  a true  mechanical 
obstruction.  Hermann  and  John- 
son ha\e  expressed  the  opinion 
that  proper  inteq^retation  of  a 
postoperative  upper  gastrointes- 
tinal contrast  x-rav  study  in  re- 
lation to  the  clinical  course  of 
the  patient  should  make  it  pos- 
sible to  differentiate  between 
postvagotomv  atonv  and  mechan- 
ical obstruction  with  a diagnos- 
tic accurac\‘  of  70  percent. 

312  W.  Idaho  Street 
(83702) 
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Psychiatric  Patients  in 
General  Hospitals 

FRANK  RUSSELL,  M.  D.  , Astoria,  Oregon 


Ninety-five  psychiatric  patients  were  admitted  to  a fifiy-two 
bed,  community  hospital  in  one  twelve  month  period,  starting  Jidy 
1,  1969.  No  important  problems  were  encountered.  The  plan  has 
been  sound  financially  and  it  has  been  well  accepted  by  patients, 
relatives,  other  patients,  and  the  nursing  staff.  Care  has  been  pro- 
vided by  the  author,  a psychiatrist,  on  exactly  the  same  basis  as 
medical  care  provided  non-psychiatric  patients  by  other  physi- 
cians. 


In  the  October,  1969  issue  of 

NORTHWEST  MEDICINE,  PidgCOll, 

reported  dificulty  in  hospitaliz- 
ing psychiatric  patients  in  gener- 
al hospitals  in  Portlandd  Objec- 
tions from  the  hospitals  included 
the  lack  of  special  facilities  to 
handle  such  patients  and  the 
lack  of  specialized  training  on 
the  part  of  the  staff  to  deal  with 
the  extraordinary  amounts  of 
care  that  such  patients  would  re- 
quire. The  concern  was  also  ex- 
pressed that  such  care  would  be 
so  prolonged  as  to  be  economi- 
cally prohibitive.  Recent  experi- 
ence at  Columbia  Memorial  Hos- 
pital, Astoria,  Oregon  would  con- 
tradict these  objections  and  show 
that  not  only  is  local  hospital- 
ization feasible,  it  is  desirable. 

Astoria  has  a population  of 
10,800  people  in  a county  of 
28,000  with  large  influx  in  the 
summer  of  tourists  and  summer 
residents.  Until  recently  there 
were  two  general  hospitals  hav- 


Dr.  Russell  is  in  private  psychiatric 
practice,  Astoria,  Oregon. 


ing  a capacity  of  forty  beds  each 
but  on  April  1,  1970  they  merged 
into  one  hospital.  There  are  thir- 
teen physicians  in  practice  but 
there  has  been  no  resident  psy- 
chiatrist until  July  1968  at  which 
time  I moved  to  Astoria  and 
established  a solo  psychiatric 
practice.  The  Clatsop  County 
Mental  Health  Clinic  has  been 
located  in  Astoria  since  1963  and 
psychiatric  consultation  to  the 
clinic  had  been  provided  by  an 
out-of-county  psychiatrist  on  a 
part-time  basis  without  provis- 
ions for  in-patient  treatment  of 
clinic  patients.  Upon  establish- 
ing practice  I applied  for  and 
was  granted  privileges  at  both 
local  hospitals  and  no  reluctance 
was  expressed  by  the  hospitals 
toward  admission  of  psychiatric 
patients.  Since  one  hospital  had 
previously  been  equipped  with 
three  security  rooms  to  house 
patients  awaiting  commitment  to 
the  state  hospitals,  practically  all 
psychiatric  patients  have  been 
admitted  to  that  institution. 

The  facilities  provided  have 
been  those  found  in  any  small 
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general  hospital  with  the  excep- 
tion of  the  three  security  rooms. 
These  rooms  are  equipped  with 
retractable  bars  on  the  windows, 
locks  on  the  doors,  protected 
light  fixtures  and  unbreakable 
plastic  in  the  windows.  Re- 
straints, both  leather  and  soft, 
were  already  present  and  have 
been  used  in  handling  extremely 
confused  or  agitated  patients. 
Electroconvulsive  therapy (ECT) 
equipment  was  purchased  and 
placed  in  the  emergency  room 
and  treatments  have  been  ad- 
ministered there. 

Members  of  the  nursing  staff 
were  interested  and  eager  to 
learn  appropriate  ways  of  deal- 
ing with  psychiatric  patients.  No 
attempt  was  made  to  schedule 
formal  lectures  but  with  the  first 
few  admissions  informal  classes 
were  held  on  such  topics  as 
schizophrenia,  depression,  psy- 
chotropie  drugs  and  electrocon- 
vulsive therapy.  Most  staff  edu- 
cation has  taken  place  in  infor- 
mal groups  during  coffee  and 
with  bedside  teaching  and  has 
been  related  to  specific  patient 
care.  The  nursing  and  aide  staff 
rapidly  became  comfortable  in 
dealing  with  high  doses  of  medi- 
cation, ECT,  and  aggressive  pa- 
tients, and  have  become  most 
astute  in  reporting  behavior  and 
action  of  both  patients  and  their 
visitors. 

There  have  been  virtually  no 
serious  incidents  involving  psy- 
chiatric patients  in  the  hospital. 
There  was  one  bed  fire  that  was 
quickly  discovered  and  extin- 
guished with  no  damage  other 
than  a small  burn  in  the  mat- 
tress. There  have  been  three 
cases  of  patients  wandering  off 
the  floor  but  their  absence  was 
discovered  quickly  and  they  were 
returned  to  their  rooms.  One 
nurse  had  her  eyeglasses  broken 
when  a psychotic  teenager  grab- 
bed them  but  there  have  been  no 


injuries  to  personnel.  The  most 
troublesome  problem  is  in  ad- 
mitting extremely  disturbed  pa- 
tients, usually  psychedelic  drug- 
users,  in  the  middle  of' the  night. 
The  commotion  awakens  and  dis- 
turbs other  patients.  This  has 
occurred  approximately  six  times 
and  is  not  felt  to  be  objection- 
able enough  to  discontinue  the 
ser\  ice. 

In  the  twehe  month  period 
between  July  1,  1969  and  June 
30,  1970,  95  patients  were  admit- 
ted to  the  hospital  with  psychi- 
atric diagnoses.  Of  these  patients, 
16  were  admitted  for  holding 
until  court  commitment  proceed- 
ings could  be  held  and  trans- 
portation arranged  to  the  Oregon 
State  Hospital.  Five  patients 
were  committed  to  Oregon  State 
Hospital  after  it  became  obvious 
that  treatment  would  be  too  pro- 
longed or  expensive  locally.  Sev- 
entv'-four  patients  were,  there- 
fore, admitted,  diagnosed  and 
treated  locally.  The  most  com- 
mon diagnostic  category  was  de- 
pression with  16  patients.  There 
were  14  admissions  for  drug  use 
and  12  of  these  were  for  psychot- 
ic reactions  following  psyche- 
delic drug  ingestion.  The  next 
3 most  frequent  diagnostic  cate- 
gories were:  schizophrenia,  anxi- 
ety and  alcohol  with  13,  12  and 
10  patients,  respectively.  Other 
diagnostic  categories  included: 


one  manic  depressive  psychosis, 
one  organic  brain  syndrome,  one 
paranoid  personality,  2 emotion- 
ally unstable  personalities  and 
4 adjustment  reactions  of  adoles- 
cence. 

A significant  number  of  pa- 
tients are  admitted  with  acute 
disturbances  and  no  history  of 
recent  prior  treatment,  either  pri- 
vately or  at  the  local  mental 
health  clinic.  The  average  length 
of  hospital  stay  has  been  four 
days  and  patients  have  been  dis- 
charged to  follow-up  privately 
or  at  the  Mental  Health  Clinic, 
depending  on  the  desires  of  the 
patient.  Treatment  in  the  hos- 
pital relies  heavily  on  medica- 
tion to  calm  disturbed  behavior 
and  ECT  to  combat  depression. 
Drugs  are  rapidly  reduced  to 
maintenance  levels  with  the  in- 
tention of  further  regulation  dur- 
ing the  follow-up  period.  Patients 
who  require  isolation  on  admis- 
sion are  removed  from  the  iso- 
lation rooms  and  placed  in  wards 
as  soon  as  their  condition  allows 
to  prevent  the  effects  of  depriva- 
tion of  stimuli  and  to  promote 
resocialization.  This  arrange- 
ment has  been  acceptable  to  the 
patients,  their  families,  other 
patients  and  the  nursing  staff. 

Almost  all  insurance  policies 
provide  some  coverage  for  psy- 
chiatric patients  and  the  book- 
keeping department  of  the  hos- 


pital handles  the  accounts  as 
they  do  others.  The  collection 
rate  has,  for  all  practical  pur- 
poses, been  identical  to  that  of 
general  hospital  patients. 

In  summary,  the  utilization  of 
the  local  general  hospital  by  a 
psychiatrist  has  been  identical 
to  the  utilization  bv  any  other 
medical  practitioner.  No  special 
facilities  or  plans  for  special  care 
have  been  necessarx',  other  than 
those  already  provided  bv  the 
hospital.  The  number  of  undesir- 
able incidents  from  psychiatric 
patients  has  been  no  greater  than 
that  seen  with  general  patients. 
It  is  notable  that  there  have 
been  no  suicide  attempts  or  as- 
saults from  psychiatric  patients. 
The  nursing  and  aide  staffs  have 
been  eager  to  learn  ways  of  im- 
proving their  skills  and  have 
accepted  psychiatric  patients 
readily.  My  experience  indicates 
that  psychiatric  patients  are  not 
an  economic  liability  for  the  hos- 
pital and  that  they  pose  no  phys- 
ical threat  to  other  patients  or 
to  staff. 

1010  Duane  Street 
97103 
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Management  of  Hyperactive 
Behavior  in  Children 


JAMES  B.  WOR 


Hyperactive  behavior  may  be 
due  to  organic  change,  in 
which  case  drugs  play  an  impor- 
tant role  in  management,  or  to 
non-organic  factors,  best  handled 
bv  altering  interactions  at  home 
and  at  school.  In  this  communi- 
cation, emphasis  is  placed  on 
management  of  the  child  with 
organic  origin  of  his  aberrant 
behavior. 

Children  with  neurologic  de- 
ficits secondary  to  perinatal 
anoxia,  post-natal  head  trauma, 
central  nervous  system  infections 
or  intoxication  mav  be  further 
hampered  in  achieving  social  ad- 
justment because  of  hyperactiv- 
ity. In  some,  the  motor  restless- 
ness and  distractibilitv  is  the  pri- 
mary problem  with  only  minimal 
dysfunction  otherwise  noted  on 
neurologic  examination.  When 
present  with  relatively  normal 
mental  ability,  such  children  are 
often  referred  to  diagnosticallv 
as  representative  of  the  minimal 
cerebral  d\  sfunction  syndrome.* 
Still  others  demonstrate  behavior 
that  is  disturbingly  excessi\e, 
continuous,  and  impulsive,  but 
without  significant  abnormalities 
on  examination  and  in  the  ab- 
sence of  clear-cut  etiologic  fac- 
tors. The  latter  group  has  been 
classified  \ariously  but  as  de- 
\ elopmental  In  peractivit\’  b\- 
some  and  as  In  perkiiu'tic  im- 
pulse disorder  by  others.^^^ 


RELL,  M.D. /william  E.  BELL,  M 


mechanism 

Regardless  of  the  clinical  set- 
ting in  which  it  occurs,  the  under- 
lying neurophysiologic  mechan- 
isms responsible  for  hyperkinetic 
behavior  in  childhood  remain 
poorly  understood.  The  dien- 
cephalon has  been  proposed  as 
an  anatomical  site  from  which 
dysfunction  may  arise  subse- 
quent to  release  of  cerebral  corti- 
cal modidating  control. ^ To  this 
date,  little  evidence  has  been 
found  to  support  structural  or 
functional  abnormalities  of  any 
well-defined  anatomical  region 
as  the  cause  of  hyperactive  be- 
havior in  childhood.  More  likely, 
it  is  due  to  alterations  of  complex 
interactions  between  excitator\- 
and  inhibitoiA’  mechanisms. 

Origins  may  be  in  widespread 
regions  of  the  brain,  including 
diencephalic  and  reticidar  struc- 
tures. They  are  constantly  being 
influenced  by  environmental  ex- 
periences. Ecjuallv  mysterious 
is  the  mechanism  of  action  of 
certain  drugs  that  occasionally 
residt  in  improvement  ol  the  dis- 
organized activity  so  character- 
istic of  these  youngsters. 

recognition 


Hyperactive  behavior  is  ob- 
served more  often  in  boys  than 
in  girls.  On  reviewing  the  past 
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history  of  such  a child,  it  mav 
appear  that  overactive  motor 
behavior  was  apparent  soon 
after  the  child  Ijegan  to  ambu- 
late. Frequently,  however,  par- 
ents accept  the  condition  until 
made  acutely  aware  of  the  abnor- 
mality bv  exposure  at  school. 
The  hyperactive  child’s  inability 
to  conform  in  the  classroom  set- 
ting is  quickly  recognized  bv’ 
the  teacher.  The  parents  then 
recognize  the  significance  of  the 
problem,  and  seek  medical  con- 
sultation. 

The  fundamental  problem  is 
more  qualitative  than  quantita- 
tive. \ormal  children  are  inquis- 
itive and  busy  but  with  goal- 
oriented  purpose.  The  child  de- 
scribed as  hyperactive  also  ap- 
pears in  constant  motion  but  in 
disorganized  fashion.  He  ap- 
pears at  the  mercy  of  every  in- 
coming stimulus  and  seems  com- 
pelled to  respond  to  every  hap- 
pening in  his  environment.  He 
initiates  a great  deal  but  com- 
pletes little,  moving  from  place 
to  place  or  from  object  to  object. 
This  restricted  span  of  attention 
and  inability  to  maintain  con- 
centration impedes  his  learning 
and  may  result  in  lower  school 
achievement  than  that  of  others 
with  equal  innate  ability. 

The  hyperactive  child  mav  be 
described  as  either  clumsy  or 
agile  by  the  parents.  Regardless 


of'  motor  agility,  sucli  children 
are  fre(}iiently  accident  prone. 
Their  distractibilitv  ma\-  residt 
in  lack  of  awareness  of  hazard- 
ous situations. 

Rapidit\‘  of  ino\ement  ma\’ 
Ifighten  a household  pet  who 
snaps  back.  The  oft-interrupted 
t\  pe  of  physical  acth  it\-  (some- 
times called  the  Brownian  move- 
ment t\pe)  is  associated  with 
frequent  trips  and  falls.  Thus, 
the  hyperactive  child  mav  appear 
in  the  physician’s  office  with 
multiple  bniises,  bites,  cuts  or 
burns.  Unless  seen  promptlv  bv 
the  physician,  he  is  apt  to  leave 
the  examining  room,  propelled 
by  his  unabating  need  to  move. 

The  excessive  bus\  ness,  short 
attention  span,  impulsiveness 
and  distractibilitv  characteristic 
of  these  \oungsters  ma\’  var\- 
from  day  to  day.  The  child  is  pre- 
dictably worse  in  emotionalK’ 
upsetting  situations.  He  is  more 
agitated  when  fearfld,  tired  or 
hungiv.  A common  observation 
is  marked  increase  of  overacti\  - 
itv  at  the  time  of  medical  eval- 
uation. Thus,  the  examiner  must 
balance  what  he  sees  against 
what  the  parents  describe. 

Disabilities  associated  with 
hyperacti\  e behax  ior  in  children 
tend  to  be  age  related.  Improve- 
ment often  is  noted  in  early  ado- 
lescence, and  the  problem  ma\- 
disappear  bv  the  time  the  child 
is  fifteen  vears  of  age.  Advising 
the  familv  of  this  proliabilitv  is 
helpful  family  treatment,  as  it 
pro\ides  them  with  at  least  a 
glimmer  of  much-needed  hope. 

Psvchological  test  results  from 
study  of  hvperactive  children 
have  been  variable.  This  should 
be  expected,  as  hyperacti\it\' 
represents  not  a diagnostic  entitv 
but  is  a t\  pe  of  beha\  ior— with 
multiple  and  various  associated 
neurologic  deficits.  In  addition 
to  an  abbreviated  attention  span, 
such  children  mav  exhibit  dis- 


turbances in  \ isual-motor  organ- 
ization, a \ ariet\'  of  reading  and 
sensorv  recognition  disabilities, 
poor  results  on  hidden  figure 
tests  and  verbal  skills  at  a level 
higher  than  perfonnance  skills. 

Electroencephalographic  find- 
ings, likewise,  have  shown  var- 
iable results. Perhaps  greatest 
value  of  the  EEC  in  this  group 
of  children  is  in  checkins  a his- 
tory  of  seizures  or  con\ulsions. 
One  must  be  cautious  not  to  o\  er- 
interpret  minimal  or  non-specific 
abnormalities  to  mean  brain 
damage  with  its  fixed  and  limit- 
ing implications. 

management 

An  important  consideration 
in  treatment  is  the  avoidance  of 
drugs  that  mav  increase  hvper- 
kinetic  activitv.  Phenobarbital 
is  the  most  common  offender  in 
this  regard.  It  mav  either  accel- 
erate h\’peracti\  itv  or  cause  per- 
sonalitv  changes,  altering  the 
child  from  a pleasant,  hvper- 
active child  to  one  who  is  ob- 
stinate, irritable  and  prone  to 
tantrums.  Frequentlv,  one  sees 
a h\peractive  child  with  a con- 
vulsive disorder  who  is  recei\  ing 
phenobarbital  as  an  anticonvul- 
sant. Parents  describe  his  moodv 
and  impulsive  behavior  but  often 
do  not  recognize  the  association 
between  the  therap\’  and  his 
behavior  problems.  Substituting 
a more  appropriate  anticonvul- 
sant mav  proN’ide  impro\ement 
in  the  personalit\-  pattern  and 
improved  school  achievement. 
Significant  worsening  of  hyper- 
acti\  e beha\  ior  mav  occur  with 
even  small  therapeutic  dosages 
of  phenobarbital  in  certain  chil- 
dren. Primidone  may  also  aggra- 
\ ate  behavior  problems  in  chil- 
dren who  are  hvperactive. 

family  support 

A necessarv  initial  step  in 
management  includes  an  effort 
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to  give  the  familv  insight  into 
diagnosis,  etiologv,  and  progno- 
sis. Parents  Irecome  more  tolerant 
of  the  child  when  thev  under- 
stand its  origin  in  disturbances 
of  organization  and  integration 
within  the  central  nervous  s\  s- 
tem.  Feelings  of  guilt  and  inade- 
quacy can  be  effecti\  el\-  dimin- 
ished by  proper  counseling.  It 
must  be  made  clear  to  them  that 
hyperactive  children  are  often 
quite  sensitive  to  familv  ten- 
sions and  interpersonal  prob- 
lems. Discord  mav  engender 
anxiet\-  in  the  child  with  result- 
ing exaggeration  of  svmptoms. 
Thus,  there  de\elops  a \icious 
circle  of  parents  becoming  un- 
ner\  ed  because  of  the  child’s  be- 
ha\  ior,  and  the  child’s  behavior 
becoming  worse  because  of 
famih'  disharmonv. 

Composure  of  the  hvperactive 
child  is  influenced  bv  his  en\  ir- 
onment.  Control  of  environment, 
directed  toward  reduction  of 
noise,  excitement,  and  excessive 
activit)’,  is  an  important  part  of 
therapy.  Parents  should  be  ad- 
vised to  avoid  exposing  him  to 
large  or  noisy  groups.  A busv 
restaurant  or  a Saturdav  morning 
shopping  tour  can  bring  undesir- 
able results.  A pla\  room  or  class- 
room should  be  designed  for 
simplicitN’.  Window  curtains 
should  be  closed;  play  objects 
not  in  use  should  be  out  of  sight. 

carpeted  floor  is  much  superior 
to  hard-  surface  and  sound- 
absorbing ceilings  help.  In  school, 
a class  of  six  to  ten  children  is 
better  tolerated  b\-  the  hvper- 
active child  than  a class  of  thirt\- 
enthusiastic  voungsters. 

Drug  therapy  is  an  important 
aspect  of  management  of  hvper- 
acti\it\’  in  childhood.  However, 
it  must  be  used  in  conjunction 
with  environmental  control,  if 
benefit  is  to  be  expected.  Num- 
erous useful  preparations  ha\e 
become  available.  Better  and 


. 

I 


I 


more  consistent  results  will  be 
obtained  if  the  physician  picks  a 
nucleus  of  three  or  four  thera- 
peutic agents  and  becomes  thor- 
oughly familiar  with  dosages, 
side  effects  and  pharmacologic 
properties  of  those  agents. 

dextroamphetamine 

Amphetamines  have  been  used 
for  treatment  of  hyperacti\ity 
since  Bradley’s  report  in  1937.^ 
Dextroamphetamine  sulfate  is 
currently  the  preparation  most 
widely  used  in  childhood.  Prior 
to  the  initiation  of  dextroamphet- 
amine therapy,  the  parents  should 
be  advised  of  certain  events  they 
may  expect.  Anorexia  and  weight 
loss  may  occur  during  the  first 
few  weeks.  Uninformed  parents 
may  stop  the  drug  before  adapta- 
tion occurs.  Weight  loss  general- 
ly is  self-limited  and  tapers  off, 
even  without  reduction  in  dos- 
age. 

The  hyperactive  child  is  us- 
ually started  on  2.5  to  5 mg  of 
dextroamphetamine  with  incre- 
ments of  2.5  at  seven  to  ten  day 
intervals,  as  deemed  necessary. 
A low  initial  dose  given  in  the 
morning  may  permit  adaptation 
without  producing  side  effects. 
The  lowest  daily  dose  that  proves 
effective  should  be  retained  as 
the  maintenance  dose.  After  the 
regimen  has  been  established, 
total  daily  dosage  is  usually  di- 
vided equally  and  given  morn- 
ing and  noon.  The  amount  re- 
quired is  quite  variable  and  may 
range  from  5 to  35  mg.  A com- 
mon error  with  dextroampheta- 
mine has  been  initial  use  of  the 
drug  in  low  dosage  without  dir- 
ecting progressive  increases. 
The  program  mav  be  abandoned 
prematurely.  When  ineffective 
at  higher  dosages,  the  drug 
should  be  discontinued  and 
another  preparation  tried. 

In  certain  instances,  the  effect 


of  dextroamphetamine  is  re- 
markable. The  child’s  behavior 
is  better  organized,  and  the  at- 
tention span  is  improved.  If  ef- 
fective, it  should  be  continued 
for  two  to  four  months  and  fol- 
lowed by  a trial  without  medica- 
tion to  ascertain  whether  bene- 
fit is  sustained.  Some  children 
appear  to  perform  better  if  main- 
tained on  dextroamphetamine 
throughout  the  school  year.  To 
prevent  losing  the  drug  effect, 
it  is  often  advisable  to  discon- 
tinue it  at  the  end  of  the  school 
year,  and  resume  for  the  next, 
if  necessary.  Convulsive  disorder 
need  not  be  a contraindication 
to  the  use  of  dextroamphetamine 
(or  methvlphenidate).  Assuming 
anticonvulsant  medication,  these 
drugs  do  not  usually  aggravate 
the  convulsive  state.  An  occasion- 
al hyperactive  child  with  akine- 
tic seizures  may  show  improve- 
ment in  both  behavior  and  sei- 
zures with  dextroamphetamine. 

treatment  of  toxic  effect 

Accidental  ingestion  of  an  ex- 
cessive quantity  of  ampheta- 
mines mav  be  serious  or  fatal. 
The  initial  symptoms  are  usually 
restlessness,  irritability,  tremors, 
dilated  pupils  and  flushing.  More 
severe  manifestations  include 
mental  confusion  and  hallucina- 
tions, delirium,  hypertension, 
tachycardia  or  cardiac  arrhyth- 
mias. Dryness  of  the  mouth, 
vomiting  and  diarrhea  may  oc- 
cur. Convulsions,  coma  and  peri- 
pheral va.scular  collapse  are 
more  ominous  signs  and  mav  be 
followed  by  death.  Treatment  of 
toxic  ingestion  of  amphetamines 
should  include  gastric  emptying 
by  use  of  either  syrup  of  ipecac 
or  gastric  lavage.  A dark  and 
quiet  room  should  be  used,  as 
exogenous  stimuli  seem  to  ag- 
gravate the  overactive  and  ag- 
gressive behavior  of  children 
poisoned  with  this  agent.  Chlor- 
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promazine  in  a dosage  of  one  mg 
per  kg  has  been  shown  to  be  an 
effective  sedative  for  those  with 
amphetamine  intoxication.®  Se- 
vere or  life-threatening  intoxi- 
cations mav  justify  peritoneal 
dialysis  or  hemodialvsis. 

methylphenidate  and  other  drugs 

Methvlphenidate  hydrochlo- 
ride is  used  in  similar  manner. 
Some  prefer  it,  as  it  appears  to 
be  as  effective  as  dextroamphe- 
tamine but  with  less  tendency 
to  cause  anorexia  or  insomnia. 
The  initial  dose  is  usually  5 to  10 
mg  per  day,  depending  on  age 
and  size  of  the  child.  The  dose 
is  then  gradually  increased  in 
increments  of  10  mg  until  the 
desired  effect  is  achieved.  If  im- 
provement is  not  noted  with  a 
dose  of  40  to  50  mg  benefit  is  not 
likely.  There  are  few  reported 
side  effects  of  methylphenidate, 
although  anorexia,  sleep  disturb- 
ances, nausea,  palpitations,  dy- 
skinesia and  rashes  may  occur. 
Facial  grimacing  and  tics  are 
occasionally  described  but  dis- 
appear promptly  when  the  drug 
is  stopped.  Blood  pressure  may 
change  in  either  direction  and 
arrhythmias  have  been  noted  in 
a few  patients.  Methylphenidate 
has  been  reported  to  interfere 
with  degradation  of  diphenyl - 
hydantoin,  resulting  in  toxic 
blood  levels.® 

Thioridazine  is  sometimes  of 
value  when  the  stimulant  drugs 
have  not  proved  effective.  One 
must  be  concerned  about  the 
potential  hepatic  and  hemato- 
logic side  effects  of  the  pheno- 
thiazines  but  serious  complica- 
tions have  been  rare.  Annoyance 
side  effects  are  not  uncommon. 
Some  have  suggested  that  thiori- 
dazine mav  have  anticonvulsant 
properties,  making  it  a reason- 
able choice  in  children  with  a 
siezure  disorder  and  hyperactive 
behavior. 


L> 


Chl()ii3romazine,deanol,  diaze- 
pam, and  hx  dioxvzine  pamoate 
are  other  preparations  of  occa- 
sional benefit.  Results  have  been 
more  \ ariable  with  these  agents 
than  with  those  described  above. 
Trie\elie  antidepressants  are 
frecjuentlv  helpful  in  voung  ado- 
lescents, indicating  the  possihil- 
it\  of  underlving  depression. 

summary 

Hvperaetivitx  in  childhood 


describes  behavior  and  is  not  a 
diagnostic  entitv.  It  mav  be  as- 
sociated with  a variety  of  other 
deficits  of  neurologic  function  or, 
less  commonlv,  mav  be  seen  in 
children  otherwise  neurological- 
Iv  intact.  Management  of  this 
difficidt  problem  often  includes 
drug  therapv  but  cannot  he  limit- 
ed to  this  approach  if  one  hopes 
for  a satisfactorv  outcome.  Xon- 
organic  hyperactivit)'  does  not 
respond  well  to  drugs  but  should 


be  managed  through  adjustment 
of  personal  interactions.  Drugs 
shoidd  be  chosen  carefullv  and 
their  effects  monitored  closelv, 
if  adverse  effects  are  to  he  stop- 
ped before  thev  become  serious. 


Dept,  of  Seurolo^ij 
University  Hospitals 
The  University  of  Iowa 
(52240) 


Chemical  Nomenclature 


Generic 

Trade 

chlorpromazine 

Thorazine 

deanol 

Deaner 

diazepam 

Valium 

di  phenyl  hydantoin 

Dilantin 

hydroxyzine 

Vistaril 

methyl  phenidate 

Ritalin 

phenobarbital 

Luminal 

primidone 

Mysoline 

thioridiazine 

AAellartI 
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Drug  Therapy 

IX.  Propranolol  In  Cardiac  Arrhythmias 

GEORGE  N.  AAGAARD,  M.D.,  Seattle,  Washington 


Propranolol  was  approved  by 
the  Food  and  Drug  Admin- 
istration in  1968  for  the  treatment 
of  cardiac  arrhythmias  and  hy- 
pertrophic subaortic  stenosis.  Al- 
though propranolol  has  already 
been  shown  to  be  a useful  drug 
in  treatment  of  cardiac  arrhythm- 
ias, its  exact  place  is  yet  to  be 
determined.  The  references  listed 
are  excellent  review  articles  to 
expand  the  points  made  in  this 
brief  paper. 

pharmacology 

Propranolol  is  a blocker  of  the 
beta  receptors  of  the  sympathe- 
tic nervous  system  and  a direct 
antagonist  of  beta  receptor  stim- 
ulants such  as  isoproterenol.  As 
such,  it  causes  a decrease  in 
heart  rate,  a decrease  in  the  con- 
tractile force  of  the  heart,  and  an 
increase  in  the  refractory  period 
of  the  atrioventricular  node.  It 
is  a cardiac  depressant,  but  it 
does  not  increase  the  Q-T  inter- 
val as  quinidine  does. 

indications  for  propranolol 

The  prevention  of  arrhythmias. 
Propranolol  is  seldom  the  initial 
agent  to  employ,  but  mav  be  use- 
fbl  in  preventing  recurrent  at- 
tacks of  paroxysmal  atrial  or 
nodal  tachycardia,  including 
attacks  which  mav  be  a part  of 
the  Wolff-Parkinson-White  syn- 
drome. It  has  prevented  recur- 
rent attacks  when  digitalis  or 


Dr.  Aagaard  is  Professor  of  Medicine, 
Division  of  Xlinical  Pharmacology,  Uni- 
versity of  Washington  School  of  Medicine. 


quinidine,  or  both  together,  have 
been  ineffective.  Propranolol, 
when  added  to  digitalis  or  quini- 
dine, may  prevent  bouts  of  tachy- 
cardia with  doses  of  digitalis  or 
quinidine  much  lower  than  those 
that  would  be  required  if  these 
drugs  were  to  be  used  without 
propranolol. 

The  treatment  of  arrhythmias. 
Propranolol,  when  given  intra- 
venously, will  almost  . always 
slow  the  ventricular  rate  of  a 
rapid  arrhythmia.  It  will  fre- 
quently cause  a reversion  to 
sinus  rhythm  in  supraventricu- 
lar tachycardias  and  less  fre- 
quently in  other  arrhythmias, 
and  will  sometimes  make  supra- 
ventricular tachycardias  respon- 
sive to  carotid  sinus  pressure  or 
the  \'alsalva  maneuver  when 
they  have  not  previously  been 
responsive.  Propranolol  has  been 
especially  useful  in  treating  pa- 
tients with  arrhythmias  in  the 
presence  of  established  or  sus- 
pected digitalis  toxicity.  All  too 
common  is  the  clinical  situation 
in  which  we  know  the  patient 
has  had  digitalis,  but  do  not 
know  whether  he  is  toxic  to  digi- 
talis. Propranolol  may  be  a very 
useful  drug  in  this  situation. 

Propranolol  may  be  used  in 
preparing  digitalized  patients 
who  require  electric  shock  for 
the  treatment  of  arrh\  thmias.  It 
is  usually  advisable  to  postpone 
cardioversion  until  the  patient 
has  been  without  digitalis  for  at 
least  24  hours.  Propranolol  may 
be  useful  in  maintaining  control 
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of  the  ventricular  rate  during  the 
period  when  digitalis  must  be 
withheld. 

In  the  treatment  of  chronic 
atrial  fibrillation,  digitalis  re- 
mains tbe  agent  of  choice,  but 
propranolol  may  be  used  adjunc- 
tively  to  help  control  ventricular 
rate  without  pushing  digitalis  to 
the  point  of  toxicitv.  A digitalized 
patient  with  atrial  fibrillation, 
multiple  premature  ventricular 
contractions,  and  ventricular 
rate  of  over  100  beats  per  minute 
would  be  a good  candidate  for 
propranolol  therapy.  Propranolol 
may  also  be  used  to  slow  the 
heart  rate  in  hyperthyroid  pa- 
tients with  sinus  tachycardia  or 
atrial  fibrillation. 

Ventricular  tachycardia  is 
often  a manifestation  of  serious 
myocardial  disease,  and  is  usual- 
ly best  treated  by  other  measures 
than  propranolol  therapy.  How- 
ever, if  ventricular  tachycardia 
is  due  to  digitalis  toxicity,  pro- 
pranolol may  be  very  effective. 
Hypokalemia  should  be  ruled 
out,  or  treated,  if  present. 

contraindications 

Propranolol  should  not  be 
used  under  the  following  cir- 
cumstances: 

1.  overt  or  latent  congestive 
heart  failure. 

2.  acute  depression  of  myocar- 
dial function,  as  in  shock  fol- 
lowing acute  myocardial  in- 
farction 

3.  second  or  third  degree  heart 
block 


4.  bronchial  asthma 

5.  chronic  obstructive  lung  dis- 
ease. 

Not  all  of  these  are  absolute 
contraindications,  however.  If 
the  need  for  propranolol  appears 
to  he  great,  hut  it  is  feared  that 
the  patient  may  he  on  the  verge 
of  congesti\e  heart  failure,  one 
ma\’  gi'c  digitalis  first  to  im- 
prove the  strength  of  cardiac 
contraction,  and  then  cautiouslv 
administer  propranolol  for  its 
anti-arrhythmic  properties.  Such 
a program  would  he  followed, 
of  course,  onlv  if  digitalis  toxicitv 
could  he  ruled  out. 

methods  of  administration 

Oral  therapij.  In  preventing 
recurrent  paroxysms  of  supra- 
\entricular  tachycardia,  propran- 
olol is  usually  given  by  mouth. 
An  initial  dose  of  10  mg  four 
times  dailv  may  be  gradually  in- 
creased to  a total  daily  dose  of 
120  to  160  mg  if  needed  and  if 
adverse  effects  do  not  occur. 
Total  daily  doses  of  as  high  as 
240  to  320  mg  have  been  used, 
depending  on  individual  toler- 
ance. 

Intravenous  administration. 
In  the  treatment  of  existing  ar- 
rh\  thmias,  propranolol  is  usuall)' 
given  intravenouslv.  There  are 
several  ways  of  doing  this.  From 
.0.5  to  .10  mg  per  kilogram  of 
body  weight  may  he  adminis- 
tered, hv  infusion,  in  50  ml  of 
5 percent  dextrose  and  water, 
over  a 10  minute  period.  The 
electrocardiogram  should  be 
monitored  during  infusion.  If  a 


change  in  the  rhythm  occurs 
during  infusion,  it  should  be 
stopped  momentarily,  and  the 
situation  evaluated  before  gi^■ing 
more  of  the  dmg.  In  patients 
with  serious  myocardial  disease, 
the  dose  may  he  reduced  to  .02 
mg  per  kg  and  the  infusion  ex- 
tended over  a 15  minute  period. 

An  alternate  method  of  intra- 
venous administration  is  to  give 
1 mg  of  propranolol  by  slow  in- 
travenous injection  over  approx- 
imately 30  seconds,  and  then 
stop  for  five  minutes  while  the 
electrocardiogram  is  being  mon- 
itored. This  dose  may  be  repeated 
eveiT  fi\  e minutes  until  the  ar- 
rhvthmia  has  been  modified,  or 
until  a total  dose  of  3 to  5 mg 
has  been  given,  or  ad\erse  ef- 
fects are  noted,  .\gain,  if  serious 
myocardial  disease  is  present, 
it  may  be  desirable  to  give  an 
initial  dose  of  only  0.5  mg. 

If  a pronounced  bradycardia 
occurs  in  response  to  propranolol, 
atropine  ma\'  be  given  intra- 
venously in  a dose  of  1 mg.  Iso- 
proterenol, the  direct  antagonist 
of  propranolol,  may  also  be  used 
in  such  a situation,  in  a dose  suf- 
ficient to  override  the  beta  re- 
ceptor blocking  effect. 

side  effects 

The  most  important,  serious, 
side  eff  ect  of  propranolol  therapy 
is  congestive  heart  failure.  This 
can  usualK'  be  avoided  if  the 
drug  is  given  cautiously  in  pa- 
tients with  serious  mvocardial 
disease.  Excessive  bradvcardia 
and  hvpotension  have  also  been 


reported.  Again,  such  side  ef- 
fects have  usual Iv  occurred  in 
patients  with  serious  mvocardial 
disease  who  have  received  large 
doses  of  propranolol. 

In  general,  propranolol  has 
been  well  tolerated.  Most  of  the 
side  effects  are  relativelv  minor. 
They  have  occurred  in  less  than 
2 percent  of  patients  studied. 
Thev  include  nausea,  tiredness, 
lightheadedness,  diarrhea,  skin 
rashes,  and— very  rarely— pur- 
pura. 

Other  preparations  with  ac- 
tions similar  to  propranolol  are 
presently  under  investigation. 
Undoubtedly,  one  or  more  of 

these  newer  agents  will  soon  be 

added  to  the  list  of  drugs  avail- 
able to  physicians  for  treating 
patients  with  arrhvthmias. 

U n iversitij  of  Wash  i ngton 
School  of  Medicine 
(98105) 

Chemical  Nomenclature 

Generic  Trade 

propranolol  Inderal 

Isoproterenol  Isuprel 
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There’s  a soup 

for  almost  every  patient  and  diet 
...foreverymeal  ^ . 

and,  it’s  made  by  vCUllpudl 


CALORIES  / 7 oz.  Serving* 

Beef  Broth 

22 

Vegetable 

68 

Consomm6 

29 

Tomato 

69 

Chicken  with  Rice 

43 

Cream  of  Asparagus 

70 

Chicken  Gumbo 

48 

Cream  of  Chicken 

76 

Chicken  Noodie 

54 

Cream  of  Mushroom 

115 

Cream  of  Potato 

58 

Green  Pea 

116 

Chicken  Vegetable 

60 

Cream  of  Shrimp  (Frozen) 

132 

Vegetable  Beef 

66 

Bean  with  Bacon 

133 

In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 
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Medical  Society  Presents  Awards; 
Names  President-Eiect,  1971  Officers 


Multnomah  County  Medical  Society  gave  special 
recognition  to  several  local  physicians  and  one  lay- 
man, at  its  annual  meeting,  December  7. 

Dale  C.  Reynolds  was  named  president-elect  and 
will  be  86th  president.  Clarence  H.  Hagmeier  re- 
ceived the  Society’s  annual  Service  Award  for  his 
many  contributions  in  furthering  the  Societv’s  goals 
of  promoting  the  science  and  art  of  medicine  and  the 
betterment  of  public  health. 

John  W.  Stephens  was  inaugurated  as  the  Society’s 
85th  president,  succeeding  John  W.  Bussman.  Donald 
F.  Kelly  is  first  vice  president;  Donald  P.  Dobson, 
second  vice  president;  Marvin  J.  Urman,  Secretarv', 
and  David  K.  Taylor,  treasurer. 

Recipients  of  the  Presidential  Citation  included: 


Leonard  B.  Rose,  Portland,  for  establishing  coro- 
nary care  ambulances. 

William  R.  Olson,  Portland,  received  a similar 
citation  for  demonstrating  effectiveness  of  the 
mobile  emergency  cardiac  program. 

William  S.  Fletcher,  for  organizing  an  emergency 
medical  care  plan  at  the  Medical  School  during 
the  August,  1970,  American  Legion  Convention. 
Daniel  K.  Billmeyer,  for  promoting  the  establish- 
ment of  a comprehensive  health  planning  or- 
ganization for  the  Portland  metropolitan  area. 
The  lavman  receiving  the  Presidential  Citation 
was  Mr.  A.  Lindstrand,  for  working  closely  with 
the  medical  profession  to  assure  fair  treatment  to 
physicians  and  their  patients  in  the  complicated 
mechanisms  of  the  Medicare  program. 
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Program  Coordinator  Named 

J.  S.  Reinschmidt,  director  of  student  health 
services  at  the  University  of  Oregon  in  Eugene 
since  1966,  has  been  named  Program  Coordinator 
for  the  Oregon  Regional  Medical  Program. 

Dr.  Reinschmidt,  who  will  begin  his  new  duties 
in  December,  succeeds  David  W.  Johnson  who  was 
appointed  Regional  Health  Director,  Department  of 
Health,  Education  and  Welfare,  Region  X,  Seattle, 
Washington  effective  November  1. 

Dr.  Reinschmidt  attended  Vanderbilt  University 
where  he  received  his  degree  in  1953.  He  completed 
a rotating  internship  at  Colorado  General  Hospital 
in  Denver  and  a general  surgery  residency  at  the 
University  of  Colorado  Medical  Center.  Eollowing 
several  years  in  general  practice  in  Tekoa,  Wash- 
ington and  in  surgery  and  general  practice  in  Pull- 
man, Washington,  he  joined  the  staff  of  the  Student 
Health  Service  at  the  University  of  Oregon  in  1963. 

Associate  Executive  Director  Named 

Mr.  George  C.  Drougas,  Portland  businessman 
and  community  leader,  has  been  named  Associate 
Executive  Director  of  the  Oregon  Medical  Associ- 
ation. New  Executive  Director,  Mr.  Robert  L.  Der- 
nedde,  made  the  announcement  in  late  November. 

Mr.  Drougas  has  served  as  president  of  the  North- 
west Portland  District  Development  Association,  and 
is  currently  a member  of  the  Captain  John  Rrown 
House  Association,  also  in  Portland. 

He  was  educated  in  Portland  and  at  the  University 
of  Oregon  in  Eugene.  His  varied  background  in- 
cludes experience  as  a reporter,  owner  of  a leasing 
company,  public  relations,  and  retailer.  Drougas  was 
also  a radio  and  television  personality,  and  was  cor- 
respondent for  the  Voice  of  America  during  the  Kore- 
an conflict. 

The  new  member  of  the  OMA  staff  joins  Mr.  Der- 
nedde  and  Mr.  James  A.  Kronenberg,  also  an  Associ- 
ate Executive  Director. 


Board  of  Trustees  Meet 

The  Oregon  Medical  Association’s  Board  of  Trust- 
ees elected  three  members  to  Life  status  and  two  to 
Life  Member  Emeritus  at  its  regular  monthly  meet- 
ing on  December  5. 

New  Life  members  include  B.O.  Woods,  Agate 
Beach;  W.H.  Belknap,  Portland;  and  Richard  F. 
Berg,  Portland.  Donald  W.  Bree,  and  Frederick  P. 
Haugen,  both  of  Portland,  were  accorded  Life  Mem- 
ber Emeritus  status. 

In  other  business  it  was  announced  the  Oregon 
Medical  Association  would  co-sponsor  a state  con- 
gress on  medical  ethics  with  the  Oregon  State  Board 
of  Medical  Examiners,  the  Oregon  Osteopathic  As- 
sociation, and  Multnomah  County  Medical  Society. 
The  one-day  meeting  will  be  scheduled  in  the  spring 
of  1971. 

AMA  Delegates  and  Alternates  reported  on  the 
Clinical  session  of  the  American  Medical  Association 
House  of  Delegates,  held  in  Boston  during  late 
November. 

The  Board  also  approved  the  1971  Association 
budget,  as  presented  by  Secretary-Treasurer,  Donald 
F.  Kelly. 

The  Trustees  also  noted  1971  Directors  of  the  Ore- 
gon Medical  Political  Action  Committee,  as  approved 
by  the  Executive  Committee  of  the  Board.  They  are: 
Daniel  K.  Billmeyer,  Mr.  Robert  H.  Eisner,  Bill  B. 
Ferguson,  Mr.  Roger  Giles,  R.P.T.,  Ernest  T.  Living- 
stone, Mrs.  Robert  S.  Miller,  Bruce  A.  Peters,  T.H. 
Hendricks,  William  J.  Kubler,  E.A.  Moody,  David  E. 
Reid,  D.O.,  John  M.  Ross,  James  H.  Seacat,  E.I. 
Silk,  Mrs.  Augustus  M.  Tanaka,  and  Mrs.  Frank  G. 
White. 

Also  approved  for  positions  on  the  OMPAC  Board 
were  Mrs.  Robert  T.  Capps,  William  A.  Fisher,  Rich- 
ard A.  Lalli,  Donald  F.  Kelly,  Louis  O.  Machlan,  Jr., 
George  M.  Robins,  William  M.  Ross,  Robert  Chia- 
puzio,  James  H.  Harris,  Robert  B.  Litin,  Andrew  C. 
Lynch,  Edward  H.  Murphy,  William  A.  Parshall, 
and  Richard  M.  Stevens. 
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PRESIDENTS  page 


ROBERT  L.  H.\RE,  M.D. 


For  A Healthier  Profession 


During  the  last  few  months,  the  Oregon  Medical 
Association  has  received  1971  dues  payments  from  a 
number  of  its  members.  Since  OMA  acts  as  factor  for 
the  American  Medical  Association,  a good  number  of 
checks  have  also  arrived  in  payment  of  1971  dues  in 
the  national  organization. 

It  is  somewhat  disturbing  that  a small  but  signifi- 
cant group  of  1970  AM  A members  have  elected  not 
to  maintain  similar  status  in  1971. 

The  reasons  whv  are  varied,  I e.xpect.  They  pro- 
bably include  some  who  are  at  odds  with  AMA’s 
position  regarding  abortion;  those  who  feel  the  eco- 
nomic squeeze  1 know  I feel;  those  who  don’t  think 
.■\MA  represents  them  ideologically;  and  surely  those 
who  don’t  accept  the  need  for  the  S40  dues  increase 
which  became  effective  this  year. 

Despite  the  fact  that  on  occasion,  1 have  found 
mvself  in  disagreement  with  some  .\MA  policies,  1 
feel  strongly  that  it  deserves  strong  support  of  all  of 
us.  It  is  not  difBcult  to  recognize  that  AMA  is  the 
national  organization  of  the  practicing  physician.  To 
remove  one’s  support  is  to  weaken  the  collective 
authority  and  prestige  with  which  the  organization 
may  represent  the  profession  on  matters  legitimately 
of  concern  to  American  physicians  and  their  patients. 

It  should  be  pointed  out  that  AMA  is  not  just  the 
physician’s  lobby.  A quick  perusal  of  the  budget 
indicates  that  a vast  preponderance  of  monies  (80 
percent  or  more)  are  spent  in  support  of  scientific 
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affairs,  medical  education,  public  health  and  safety, 
and  membership  ser\’ice.  It  is  for  these  purposes  the 
Association  was  established,  and  it  is  these  areas  in 
which  AMA  still  places  the  majority  of  its  resources. 

AMA  as  an  organization,  is  making  admirable 
strides  in  keeping  its  constituents  informed,  probably 
the  most  important  serv'ice  it  could  provide.  It  is 
also  a most  e.xpensive  service.  A significant  portion  of 
v'our  dues  dollar  goes  to  keeping  vou  aware  of  the 
socio-economic  as  well  as  the  scientific  affairs  of  vour 
profession. 

Those  who  disagree  with  a specific  position  of 
AMA  should  consider  that  that  position  was  arrived 
at  through  a democratic  process.  If  your  representa- 
tive did  not  represent  you,  that  is  your  — not  their  — 
fault.  Your  position  must  be  known  before  it  can  be 
represented.  This  can  be  no  other’s  responsibility 
but  the  individual’s. 

Therefore,  mv  plea  is  not  just  for  financial  support 
of  your  national  organization,  but  for  active  and  agres- 
sive  participation  on  the  county,  state,  and  national 
lev'els.  When  we  achieve  such  committment,  we  will 
indeed  ha\'e  a healthier  profession. 


',  January,  1971 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. Lgas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

V J PHARMACEUTICALS  Pasadena,  Calif.  91109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


CONTINUI 


- Compiled 

by  Washington/Alaska 

Regional  Medical 

SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

PRECEPTORSHIPS: 
HEART  DISEASE, 
CANCER.  STROKE 
AND  OTHER  FIELDS 

Practicing 

physicians 

Washington/Alaska  Regional 
Medical  Program;  Division 
of  Continuing  Medical  Education, 
University  of  Washington 
School  of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma 
and  Yakima 

Physicians 

FAMILY 

PRACTICE 

REVIEW 

Theodore  J.  Phillips,  M.D.,  Chairman 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Room  150 
Child  Development 
and  Mental  Retardation 
Center,  University  of 
Washington 

Family 

Physicians 

DISORDERS  OF 
THE  COLON: 
DIAGNOSIS  AND 
TREATMENT 

William  C.  Awe,  M.D. 

John  A.  Benson,  Jr.,  M.D. 
Walter  E.  Meihoff,  M.D. 
Clifford  S.  Melnyk.  M.D. 
Charles  J.  Zerzan,  Jr.,  M.D. 

UOMS  Circuit  Course  Program 

February  3: 

Magic  Valley  Memorial 
Hospital 

Twin  Falls,  Idaho 
February  4: 

Rodeway  Inn 
Boise,  Idaho 

Physicians 
AAGP  Credit 
4- Vi  hours 

PEDIATRIC 

NEUROLOGY 

Ralph  J.  Wedgwood.  M.D.; 
Phillip  Swanson,  M.D.; 
Peggy  Ferry,  M.D. 

C.B.  Carlson,  M.D. 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Children’s  Orthopedic 
Hospital  and 
Medical  Center 

Physicians 

ADVANCEMENTS 
IN  TREATMENT 
IN  CORONARY 
CARE  UNITS 

Duane  F.  Taylor,  M.D. 
Charles  S.  Campbell,  M.D. 
(others  to  be  announced) 

Salem  Hospital, 
Memorial  Unit 

Salem.  Oregon 
Salem  Hospital. 
Memorial  Unit 
Auditorium 

M.D.’s  and  D.O.' 

CHEST 

DISEASE 

CONFERENCE 

William  Anderson,  M.D. 

Oregon  Thoracic  Society 

Gleneden  Beach.  Oregon 
Salishan  Lodge 

Physicians 

WEAKNESS  — 
PRACTICAL 
ASPECTS  OF 
DIAGNOSIS 
AND  THERAPY 

C.  Conrad  Carter,  M.D. 
Anthony  E.  Gallo,  Jr.,  M.D. 
John  B.  Isom,  M.D. 

Frank  E.  Kloster.  M.D. 
Harold  D.  Paxton,  M.D. 

UOMS  Circuit 
Course  Program 

February  9: 

Sacred  Heart  General 
Hospital 
Eugene,  Oregon 
February  17: 

Providence  Hospital 
Medford,  Oregon 
February  18: 

Klamath  Fails,  Oregon 
Presbyterian  Inter- 
community Hospital 
February  23: 

St.  Charles  Memorial 
Hospital,  Bend,  Oregon 
February  24: 

Recreation  Cafe 
The  Dalles.  Oregon 

Physicians 
AAGP  Credit 
4- Vi  hours 

WASHINGTON 
CIRCUIT  COURSE: 
SPORTS  INJURIES, 
TISSUE  HEALING, 
ARTHRITIS  AND 
RELATED  DISEASES 

Robert  DeVito.  M.D.; 
James  G.  Garrick,  M.D.; 
L.A.  Healey,  Jr.,  M.D.; 
John  N.  Lein,  M.D. 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine 

March  3: 

Whatcom  County  Health 
Department  Auditorium, 
Bellingham; 

March  4; 

Naval  Hospital 
Auditorium,  Bremerton 

Physicians 

IMMEDIATE 

CARE 

Hubert  M.  Radke,  M.D.,  Chairman 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Health  Sciences  Auditorium  Physicians 
University  of  Washington  and  others 

School  of  Medicine  involved  in 

emergency  care 

PULMONARY 

THERAPY 

Frederick  W.  Cheney,  M.D.,  Chairman 

Division  of  Continuing 
Medical  Education. 
University  of  Washington 
School  of  Medicine 

Room  150 

Child  Development  and 
Retardation  Center, 
University  of  Washington 

Physicians 
and  technicians 

MEDICAL 

TELEVISION 

Washington/ Alaska 
Regional  Medical  Program 

Channels; 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily  for 
Physicians 
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ViDICAL  EDUCATION 

re  n Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be 

individually 

arranged 

None 

Postgraduate  Preceptorships 
Project,  Washington/Alaska 
Regional  Medical  Program, 
530  “U”  District  Building, 
Seattle  98105 

100 

Five  days 

February  1-5 
February  1 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5:00  p.m. 
February  2-5 

Session:  9:00  a.m.-5:00  p.m. 

$100 

Pre-registration  requested. 
Contact  Division  of 
Continuing  Medical  Education, 
University  of  Washington 
School  of  Medicine, 

Seattle  98105 

4 Vi  hours 

February  3,  4 
February  3 
1:30-6:00  p.m. 
February  4 
1:30-6:00  p.m. 

None 

Director,  Circuit  Course  Program 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

100 

Two  days 

February  12-13 

Session:  8:30  a.m. -5:00  p.m. 

$60 

Pre-registration  requested. 
Contact  Division  of 
Continuing  Medical  Education 
University  of  Washington 
School  of  Medicine, 

Seattle  98105 

4V2  hours 

February  15-16 
7:30-9:45  p.m. 

None 

Charles  S.  Campbell,  M.D. 
Salem  Hospital,  Memorial  Unit 
665  Winter  Street  Southeast 
Salem,  Oregon  97301 

1 V2  days 

February  19,  20 
February  19 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5: 15  p.m. 
February  20 

Session:  9:00  a.m. -12:45  p.m. 

None 

Mr.  M.  Donald  Harmon,  Executive  Secretary 
Oregon  Thoracic  Society 
1020  S.  W.  Taylor  Street 

Portland,  Oregon  97205 

4V2  hours 

February  9,  17,  18,  23,  24 
February  9 

9:00  a.m. -1:30  p.m. 
February  17 
1:30-6:00  p.m. 
February  18 
1:30-6:00  p.m. 
February  23 
1:30-6:00  p.m. 
February  24 
4:00-9:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

None 

One-half  day 

March  3 
1:30  p.m.; 
March  4, 
1:30  p.m. 

$15 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

None 

Two  days 

March  4,  5 

Session:  9:00  a.m.-5:00  p.m. 

$20 

Pre-registration  requested. 

Contact  Division  of  Continuing 
Medical  Education,  University 
of  Washington  School  of  Medicine 

100 

Two  days 

March  22,  23 
March  22 

Registration:  8:30  a.m. 
Session:  9:00  a.m.-5:00  p.m. 
March  23 

Session:  9:00  a.m.-5:00  p.m. 

Physicians:  $75 
Technicians:  $35 

Pre-registration  requested. 
Contact  Division  of  Continuing 
Medical  Education, 

University  of  Washington 
School  of  Medicine, 

Seattle  98105 

25  minutes 

Every  Tuesday  at  7:35  a.m.; 

1 ucducty  <xi  i.jj  d.iii., 

repeat  programs  at  8:05  a.m. 
and  at  10:30  p.m.  or  1 1:00  p.m. 
(check  local  listing) 
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WA  SHI jYG  ton 


]\asJuUgtOU  State  Medical  Association 444  N.E.  RAVENNA  BLVD.,  Seattle,  Washington  98115 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Walfrcd  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


K.  ALVIN  MERENDINO,  M.D. 


EDWARD  B.  PERRIN,  PH.  D. 


Chairman  Appointed 


Award  Presented 


K.  Alvin  Merendino,  professor  and  chairman  of 
the  Department  of  Surgerv'  at  the  Universitv  of 
Washington  School  of  Medicine,  has  been  appointed 
chairman  of  the  Surger\'-A,  Study  Section,  Division 
of  Reasearch  Grants,  National  Institutes  of  Health, 
for  a two-year  term. 

One  of  47  grant  review  groups  in  the  Division  of 
Research  Grants,  the  section  chaired  by  Dr.  Meren- 
dino will  review  applications  for  grants-in-aid  relating 
to  investigation  of  the  physiologic,  biochemic,  patho- 
logic, anatomic,  immunologic,  bacteriologic,  pharma- 
cologic, and  medical  bases  of  surgical  problems. 
The  section  is  also  responsible  for  surveying  research 
to  determine  areas  in  which  investigation  should  be 
stimulated,  expanded  or  curtailed. 


Edward  R.  Perrin,  Ph.D.,  was  awarded  the 
Mortimer  Spiegelman  Gold  Medal  of  the  Ameriean 
Public  Health  Association’s  Statistics  Section  at  the 
APHA  annual  meeting  in  Houston,  Texas,  in  October. 

The  award  is  given  annually  to  a statistician  under 
40  years  of  age  who  has  contributed,  through 
statistical  methods,  to  an  improved  understanding 
of  health  or  disease. 

Dr.  Perrin  is  chairman  of  the  Department  of 
Biostatistics  of  the  School  of  Public  Health  and  Gom- 
munity  Medicine  and  chairman  of  the  Biomathemat- 
ics group  at  the  University  of  Washington.  His  major 
research  interest  is  in  application  of  methods  of 
advanced  probability  to  medicine. 
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“V^feteome  back,^n” 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitlvitytotrypsinorchymotrypsin. 
PnBcautions:  It  should  be  used  with  caution  In  patients  wi^ 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  ITiere  have  been  isolated  reports  of  anaphylactic 
^ock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  ft  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

OoMge:  One  tablet  q.i.d. 

I^TI  THE  NATIONAL  DRUG  COMMNY 

I BNI  I division  Of  RlCMAROSON-MeRRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

THAOSMAtlC:  SITABS  U.S.  PATENT  NO,  3.00A.t»3  »/70  O OOPA 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  JIF  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


A 

BUILDING  BLOCK 
TO  RECOVERY 


^^dijdncfive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


TnT»in;  100.000  N.F  Units. Ch]rmotr)rp$in:  8.000  N.F.  Units: 
jtliwljrto  40  mj.  o<  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


c|.  Ld. 


TVie  causes  of  vaginHis 
are  multiple 


■ indications;  Known  sensitivity  to  suifonomides. 
itions/ Adverse  Reactions:  The  usuol  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  obsorption.  Burning,  increased  locol  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  opplicatarful  or  one  suppository  introvagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  opplicotor. 

TRADEMARK:  AVC  AV-007A  7/70  Y.I49 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  con  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte  Vets 

Parafiex«>  (chlorzoxazone)*  250  mg, 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

Hiere  is  why.  Parafon  Forte  provides : 

X nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain,'’^  yet  unlikely  to  cause  the  gastric  irritation"’^  or  in- 
creased bleeding  time^  associated  with  aspirin  therapy. 

ind  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders^’' 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.* 


Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


( McNEIL ) 


Contraindications:  Sensitivity  to  either  component.  Warnings:  Usage 
in  Pregnancy— Vse  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances,  Para/?e.x  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  tab- 
lets q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  rZ:31G, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4.  New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H..  Jr.,  and  Britten, 
A.  F.  H.:  New  Engl.  J.  Med.  282:1210,  1970  (Corresp.).  5.  Kestler,  O.  C.,  and 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster,  S.,  et  ah:  Amer.  J. 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories,  Inc.  8.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

♦ U.i.  PATENT  NO.  2,895,877 


Idaho  Medical  Association-w7  west  bannock  st„  Boise,  Idaho  83702 


PRESIDENT  William  R.  Tregoning,  M.D.,  Boise 

SECRETARY  J.  Gordou  Dairies,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armctid  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 

Budget  and  Finance  Committee 
Established 

In  a move  designed  to  assist  the  Officers  and 
Councilors  and  the  House  of  Delegates  in  financial 
affairs  for  the  Idaho  Medical  Association,  President 
William  R.  Tregoning,  announced  the  establishment 
of  a Budget  and  Finance  Committee  with  the  follow- 
ing physicians  accepting  appointments: 

J.  Gordon  Daines,  Boise,  association  Secretarv- 
Treasurer,  as  Chairman;  Donald  E.  Adams,  Moscow, 
representing  Councilor  District  No.  I;  Hal  E.  Rey- 
nolds, Caldwell,  representing  Councilor  District 
No.  2;  Eugene  H.  Holsinger,  Burlev,  representing 
Councilor  District  No.  3;  J.  Douglas  Davis,  Idaho 
Ealls,  representing  Councilor  District  No.  4,  and 
Mr.  Charles  O.  Bradv,  Boise,  Certified  Public  Ac- 
countant and  association  auditor. 

Purpose  of  the  committee  Dr.  Tregoning  said, 
will  be  to  review  all  audit  reports,  budgets,  invest- 
ment of  association  funds  and  other  financial  affairs 
of  the  association  and  to  make  recommendations 
regarding  future  modifications. 

Meeting  Held 

Chairman  Joseph  W.  Marshall,  Twin  Ealls,  held 
a meeting  of  the  Nurses  Advisorv  Committee  Decem- 
ber 10,  1970,  in  the  association  offices.  Members  of 
the  committee,  besides  Dr.  Marshall,  are  Duane  A. 
Daughartv,  Coeur  d’Alene;  Darrell  C.  Stoddard, 
Idaho  Falls;  Arthur  S.  Dole,  Caldwell  and  Robert 
H.  Morrell,  Boise. 

Training  Programs  Discussed 

The  Professional  Assistants  Development  Com- 
mittee of  the  Idaho  Medical  Association  met  in  Boise, 
October  22,  to  studv  and  consider  the  MEDEX  and 
other  training  programs.  Attending  were:  Chairman 
John  A.  Edwards,  Council;  James  R.  Kircher,  Burley; 
Zach  Johnson,  Salmon,  and  Ered  O.  Graeber,  Boise. 
Representatives  of  the  Washington  MEDEX  program 
discussed  details  of  their  programs. 
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Also  meeting  with  the  committee  were  Miss  Vivian 
Hansen,  Boise,  President,  and  Miss  Marjorie  Schlot- 
terbach.  Executive  Director  of  the  Idaho  State 
Board  of  Nursing,  and  Mrs.  Bettv'  Dalev,  Executi\'e 
Director  of  the  Idaho  Nurses  Association. 

John  A.  Edwards  Re-elected 

John  A.  Edwards,  Council,  won  re-election  No- 
vember 3 as  Representative  from  District  9-A. 

He  served  in  1965-66,  and  again  in  1969-70, 
when  he  served  as  a member  of  the  House  Health 
and  Welfare  Committee  and  the  Rev'enue  and  Tax- 
ation Committee. 

Dr.  Edwards  has  practiced  medicine  and  surgerv 
at  Council  since  obtaining  licensure  in  1947.  He  was 
a delegate  to  the  House  of  Delegates  of  the  Idaho 
Medical  Association  in  1952  and  1957,  and  currentlv 
serves  as  Chairman  of  the  Association’s  Professional 
Assistants  Development  Committee. 

During  the  40th  Session  of  the  Legislature,  Dr. 
Edwards  operated  the  Association’s  Legislative  Dis- 
pensaiw,  in  addition  to  his  legislative  duties. 

Rubella  Program  Successful 

The  statewide  program  to  eradicate  rubella  in 
Idaho,  conducted  September  28-October  2,  was 
termed  extremelv  successful  by  John  A.  Mather, 
Boise,  Director  of  the  Department  of  Health’s  Pre- 
ventive Medicine  Division,  who  said  that  between 
65  and  70  percent  of  the  target  population  received 
the  vaccine. 

State  Board  of  Medicine  Section 

A temporarv  license  was  granted  to:  James  T. 
Scanlan,  Boise.  Graduate,  St.  Louis  University  School 
of  Medicine,  St.  Louis,  June  3,  1958.  Internship, 
Mercv  Hospital,  San  Diego,  1958-59.  Anesthesiology 
residencv,  Los  Angeles  County  Hospital,  Los  Angeles, 
1959-6L  Granted  TL-464,  October  16,  1970.  Anes- 
thesiology. 
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CLASSIRED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  mutt  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miles  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write.  J.I.. 
Campiche,  M.D..  12th  & Pacific.  Long  Beach.  Wa..  98631. 
Phone:  office  (206)  642-2700.  home  642-2701. 


PEDIATRICIAN  — 30,  board  eligible,  military  completed,  avail. 
Aug.  1971.  Desires  group/assoc,  in  Northwest.  W.  Gary  Becker, 
M.D.,  3713  Esperanza  Dr.,  Sacramento,  Cal.  95825,  (916)  483-8920. 


OFFICE  SPACE 


OFFICE  FOR  RENT — Attractive  Medical-Dcntal  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee,  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician.  GP  or  internist.  Population  close  to  30, ()()(). 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D.,  101  N.  E.  llth.  East  Wenatchee, 
Wa.  98801. 


BEND  OREGON  MEDICAL  BUILDING  — For  sale  or  lease.  Suite  of 
9-rms,  1,300  sq.  ft.  Excellent  downtown  location.  Parking.  Practice 
in  Vacationland.  Write  Box  15-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER  WANTED — Beautiful  Olympic  Penin- 
sula. Year  round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6.000.  Contact  Mr. 
Willard  Perry,  Administrator.  Forks  Community  Hospital,  Forks. 
Wa..  98331.  Phone  374-6271. 


OBSTETRICIAN-GYNECOLOGIST — Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen.  M.D.,  Chief.  Department 
of  OB-Gyn.  The  Permanente  Clinic.  5055  N.  Greeley,  Portland. 
Ore.  97217. 


YOUTH  MEDICAL-DENTAL  CENTER  — Now  leasing  office  space, 
available  spring  1971,  in  Portland,  three  minutes  from  city  center 
on  freeway,  southwest  area.  Suitable  for  child  psychiatrists,  ortho- 
pedists, dermatologists,  urologists,  plastic  surgeons.  For  further 
information  contact  Alvin  D.  Wert,  M.D.,  1440  S.W.  Taylor  St., 
Portland,  Ore.  97205.  phone  (503)  222-9421. 


GP-INTERNIST  — Wanted  for  growing  Wisconsin  community. 
Outstanding  opportunity,  patient  service  area  exceeds  10,000. 
Desirable  locations  for  family  living  — good  schools  — doorway 
to  Horicon  Recreational  area.  Contact  Executive  Secretary,  May- 
ville  Chamber  of  Commerce.  Box  86.  Mayville,  Wise.  53050. 


URGENT  NEED  — For  two  general  practitioners.  Washington  license 
required.  Position  openings  in  group  practice,  pre-payment  plan 
organization.  Contact  F.  L.  Van  Veen,  M.  D.,  Chief  of  Staff,  Tri 
County  Hospital,  Deer  Park,  Wa.  99006, 


NORTH  END  SEATTLE  CLINIC  — Fully  equipped  has  opening  for  a 
GP  or  specialist  who  will  do  GP.  Salary  open  and  commensurate  to 
experience.  Partnership  offer  may  be  available  after  a year's  ex- 
perience. Write  Box  17-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTITIONERS  NEEDED  — Excellent  opportunity  for 
two  GP's  to  locate  on  Whidbey  Island  in  Freeland  or  Coupeville, 
Wa.  Office  space  available  in  both  communities.  Whidbey  General 
Hospital,  42  beds,  opened  March  1970  serves  the  Island.  Whidbey 
General  Hospital  cooperates  with  Island  Hospital  in  a Shared  Ser- 
vice Program  in  all  areas  of  operation  resulting  in  a strong,  com- 
prehensive program  for  both  hospitals.  Interested  physicians  should 
contact  John  D.  Teays,  M.D.,  1248  W.  Pioneer  Way,  Oak  Harbor. 
Wa.  98277,  phone  (206)  675-6311. 


GP  OR  SPECIALIST  NEEDED  — Excellent  space  and  clinic  for  I or 
2 man  practice.  Dividable  space  of  1,600  sq.  ft.  Patient  area  draws 
Kent  and  Renton.  Minutes  from  new  Valley  General  Hospital. 
Contact  Mr.  H.  M.  Hall,  Jr.,  4006  E.  Mercer  Way,  Mercer  Island, 
Wa.,  98040,  phone  (206)  232-2439. 


SITUATIONS  WANTED 


ROENTGENOLOGIST  — Age  31.  military  obligation  complete  Jan. 
1971,  wishes  to  settle  in  Western  Washington.  Will  do  locum 
tenens  until  permanent  position  available.  Write  Box  18-B,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


Ef- 

fic- 

iency 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  1 2 rolls. 

I ARCH  LABORATORIES 

f\  u 319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Efudex 

(fluorouracil) 

cream /solution 


In  the  treatment  of 
solar/actinic  keratoses 

An  alternative 
to  cold,  fire  and  steel 


2/23/68  3/26/68 

Before  treatment  with  5%  5-FU  cream.  Following  one  month  of  therapy.  Intense 

Patient  R.  G.,  78  years  old,  shows  erythematous  reaction  is  seen  at  sites  of 

extensive  skin  changes  due  to  weathering  keratoses.  Normal  skin  has  not  reacted, 

and  severe  solar/ actinic  keratoses.  Some  areas  which  had  reacted  initially 

have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  compl 
Residual  mild  erythema  remains  in  s 
areas.  This  patient  also  had  seborrhe 
keratoses  which,  as  expected,  have  n 
reacted.  There  is  no  evidence  of  resid 
lesions  oi  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  N J 07110 


n alternative 
» conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
ical  alternative  to  cryosurgery,  electrodesiccation 
1 cold-knife  surgery  in  the  treatment  of  solar/ actinic 
atoses.  It  is  effective,  comparatively  inexpensive  and 
ecially  well  suited  for  treatment  of  these  multiple 
ons.  Important,  too,  is  the  highly  desirable  cosmetic 
ilt.  Clinical  experience  demonstrates  that  treatment 
h Efudex  results  in  an  extremely  low  incidence  of 
rring.  * 

[ighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
1 strength  used,  complete  involution  occurred  in 
:o  88  per  cent  of  lesions  following  treatment.  The 
? of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
t up  to  a year  after  completion  of  therapy.  When 
>j  lesions  appeared,  repeated  courses  of  Efudex 
rapy  proved  effective.* 

■edictable 
lerapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
ifudex  therapy.  The  response  is  usually  characteris- 
md  predictable.  After  three  or  four  days  of  treat- 
it,  erythema  begins  to  appear  in  the  area  of  keratoses, 
s is  followed  by  an  intense  inflammatory  response, 
ling  and  occasionally  moderate  tenderness  or  pain. 

? height  of  the  inflammatory  reaction  generally  occurs 
) weeks  after  the  start  of  therapy,  and  then  begins 
ubside  as  treatment  is  stopped.  Within  two  weeks  of 
rontinuing  medication,  the  inflammation  is  usually 
le.  A mild  erythema  may  remain  for  two  or  three 
nths  before  gradually  receding.  Since  this  response 
0 predictable,  lesions  which  do  not  respond 
uld  be  biopsied. 

Ivo  strengths— two 
Dsage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
1 5%  cream.  It  is  applied  twice  daily  by  the  patient 
h a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
tant  considerations;  First,  please  consult  the  com- 
te  prescribing  information  for  precautions,  warnings 

ita  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications : Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — ^June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 

Francisco. 

AMA  Clinical — No>.  28-Dec.  1,  1971, 
New  Orleans. 

Oregon  Medical  Association — Annual 
Meeting,  September  22-26,  1971,  Hilton 
Hotel,  Portland. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle. 

Idaho  Medical  Association — Annual 
Meeting,  June  30 — July  4,  1971,  Sun 
Valley. 

Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel.  Seattle. 

Pres.,  Willis  Taylor,  Seattle 

Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 
Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971;  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information;  Eldon  E.  Smith,  M.D., 
2270  Kalakaua  .Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson.  Ariz. 
Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 


OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly.  May  5-7,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Rage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolary  ngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 
Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan. -Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl.  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  W'illiam  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 


Northwest  Physical  Medicine  and  Re- 
habilitation - Annual  Meeting,  April 
23-24,  1971,  Salishan  Lodge,  Oregon 
Pres.,  Justus  F.  Lehmann 
Sec.,  Donald  R.  Silverman,  Seattle 

Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock,  Portland 


Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
.May),  Heathman,  Portland. 

Pres.,  Alfred  Marshal.  Portland 
Sec.,  Ernest  W'atterman,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept.,  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings.  Congress  Hotel,  Portland. 
Pres.,  Curtis  A.  MacFarlane,  Portland 
.Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd.  Friday  . 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  .Medical  Society  Building. 
Portland. 

Pres.,  Daniel  Billmeyer,  Oregon  City- 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May.  Sept.-Nov.). 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo.  Wilsonville,  Ore. 

Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Meeting — May 
13-14,  1971,  Thunderbird  Motor  Inn. 
Portland.  Oregon. 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 
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WASHINGTON 
King  County  Academy  General  Practice — 
4th  Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 

Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.); 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin,  Seattle 
Sec.,  David  Figge,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.). 

Pres.,  Robert  W.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May). 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  Karl  J.  May,  Seattle 
Spokane  Surgical  Society — Quarterly. 
Annual  Meeting — Spokane,  April  3rd, 
1971,  Davenport  Hotel. 

Pres..  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane 
Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Annual  Meeting,  March, 
1971. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club — 3rd  Tues.  (Sept. 
—May). 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres..  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting.  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr.,  Snohomish 
Sec.,  Paul  M.  Tueffers,  Seattle 
Washington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March.  May,  Seattle. 
Pres.,  Charles  L.  Stevenson.  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 
Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.,  Edward  C.  Smith,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 
Washington  State  Society  of  Anesthesi- 
ologist— Quarterly  meetings,  location 
varies,  ,Mar„  May,  Sept.,  & Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 
Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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A distinctive  combination  containing  1 mg 
Searle’s  unique  progestin  with  an  unmatched  record  of  | 

acceptance  in  oml  contraception,  and  50  meg  of  ethinyl  estradiol 
The  same  low  incidence  of  breakthrough  bleeding  and  of  other  side  effects  you  hav^ 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus  | 

all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searle.  f 

The  choice  is  yours! 


in  oral  contraception  y 

^emlulerL 

Each  tablet  contains  1 rn^  etbynodiol  diacetate  / 50  meg.  ethinyl  estradiol 


i4c?ions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis) . Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britain^  leading  to  this  conclusion,  and  one'^  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll'^  was  about  sevenfold,  while  Sartwell  and 
associates^  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  ixjssible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  follow'ng 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice. migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted  : anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives : hepatic  function : increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function:  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T-^  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References.-  I.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease.  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey.  M.  P.,  and  Doll.  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R..  and  Smith.  H.  E.  : Thromboembolism  and  Oral  Con- 
traceptives: An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 
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SEARLE 


Symbols  in  a life  of 
psychic  tension 

M.A. 

in  Communications 

TV 

director,  late  night 
variety  show 

ECG 

and  complete 
examination  normal 

(persistent 
precordial  distress) 


Valium* 

(diazepam) 

2-mg,  5-mg,  10-mg  tablets 
t.i.d.  and  h.s. 
for  relief  of  psychic^ 
tension  and  resultant  ‘ 
somatic  symptoms 
(including  tengioh- 
induced  insomnia) 

. . . usually  well  tolerated 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 
Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or 
agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm 
due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper 
motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete 
mental  alertness.  When  used  ad- 
junctively  in  convulsive  disorders. 


possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of 
standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency 
and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  have  occurred 
following  abrupt  discontinuance. 

Keep  addiction-prone  individuals 
under  careful  surveillance  because  of 
their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lac- 
tation or  women  of  childbearing  age, 
weigh  potential  benefit  against  pos- 
sible hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions 
indicated  in  patients  severely  de- 
pressed, or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to 


smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in 
libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash, 
ataxia,  constipation,  headache,  in- 
continence, changes  in  salivation, 
slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halluci- 
nations, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation,  have  been  reported; 
should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during 
long-term  therapy. 
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His  wife  has  a lot  of  different 
enopausal  symptoms,  but  only  a few 
ally  irritate  him.  Her  hot  flashes,  her 
;rtigo,  her  palpitations — that’s  her 
•ohlem.  what  really  bothers  him  is 
^r  nervousness,  her  irritability  and 
^r  excessive  anxiety,  often  expressed 
/ endless  “book-shuffling,  chain- 
aoking,  reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
^rtigo,  palpitations  in  most 
enopausal  women.  Menrium 
"ovides  the  well-known  antianxiety 
:tion  of  chlordiazepoxide  (Librium®) 
id  water-soluble  esterified  estrogens, 
therefore  relieves  more  symptoms 
lan  either  component  separately, 
takes  care  of  the  vasomotor 
mptoms  as  well  as  the  emotional 
mptoms.  This  means  the  symptoms 
lat  bother  his  wife  most.  And  the 
mptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
’r  menopause,  remember  Menrium. 


Before  prescribir\g,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


1 0 mg  chlordiazepoxide 


0 

0 

4ft 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 
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SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides;  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides;  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


O’ 


Larobec  does  not  provide; 
Pyridoxine  (vitamin  B*)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy.^2 


Larobec  Tablets 

A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec^  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C— but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D,:  Trans.  Amer.  Neurol.  Assoc.,  94:81 , 1969. 

2.  Cotzias,  G.  C.:  J.A.M.A..  270:1255,  1969. 


Complete  Prescribing  Information: 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  Bj) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,2)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson’s  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported'  '*  to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications:  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,2. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied:  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression,  letters  ore  published  os 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Professional  Ideals 


Chicago,  Illinois 


Editor,  NORTHWEST  medicine; 

The  enclosed  report  from  the  Judicial  Council  was 
submitted  to  the  House  of  Delegates  at  the  Clinical 
Session  at  Boston.  It  was  adopted  by  the  House.  It 
should  be  brought  to  attention  of  all  members 
of  the  American  Medical  Association. 

Sincerely, 

ERNEST  B.  HOWARD,  M.D. 

EXECUTIVE  VICE  PRESIDENT 


Recently  many  letters  have  been  received  by 
the  Judicial  Council  complaining  of  an  apparent 
preoccupation  by  an  increasing  number  of  physi- 
cians with  the  financial  aspects  of  their  medical 
practice. 

The  Judicial  Council  reaffirms  that  the  laborer 
is  worthy  of  his  hire  and  the  physician  is  entitled 
to  reasonable  compensation  for  the  service  he 
performs.  At  the  same  time,  the  Council  must 
point  out  that  the  "prime  object  of  the  medical 
profession  is  to  serve  humanity;  reward  or  finan- 
cial gain  is  a subordinate  consideration." 

In  1934  the  House  of  Delegates  said  "one  of 
the  strongest  holds  of  the  profession  on  public 
approbation  and  support  has  been  the  age  old 
ideal  of  medical  service  to  all,  whether  able  to 
pay  or  not."  The  Council  believes  it  would  be 
helpful  if  the  House  were  to  reaffirm  that  policy 
at  this  meeting. 

Some  physicians  seem  to  believe  that  the 
practices  of  business  enterprises  should  be  util- 
ized by  physicians  in  order  to  "encourage  prompt 
attention  to  medical  accounts."  They  ask,  "Why 
shouldn't  we  be  paid  as  soon  as  the  dry  goods 
store,  the  grocer,  or  the  TV  service  man?" 

Ideally,  the  physician  should  be  paid  promptly. 
If  the  physician  is  not  paid  as  promptly  as  other 
creditors  he  should  recall  that  he  is  a professional 
man  with  all  the  perquisites  that  that  term  im- 
plies. Our  patients  in  large  number  carry  in- 
surance to  cover  the  cost  of  medical  services. 

correspondence  continued  on  page  76 
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continued  from  page  75 

(They  do  not  insure  payment  of  the  cost  of 
other  professional  or  business  services  to  any' 
notable  extent.)  Governmental  programs  have 
been  instituted  and  are  being  developed  con- 
tinually to  provide  payment  for  medical  care 
to  those  who  are  unable  to  provide  this  pay- 
ment. 

If  the  profession  were  to  cast  aside  its  ideals 
and  traditions  and  adopt  the  practices  of  busi- 
ness, trade  or  industry  in  dealing  with  patients, 
then  the  profession  would  be  casting  aside  also 
the  perquisites  that  have  been  accorded  it.  The 
increase  of  collections  by  adding  1 Vi  percent 
interest  per  month  to  a bill  of  an  honest  patient 
embarrassed  because  of  inflationary  trends,  or 
the  bill  of  some  retired  person  living  on  a small 
pension  is,  in  the  opinion  of  the  Judicial  Council, 
not  justifiable.  It  simply  is  not  worth  it  from  any 
point  of  view.  The  imposition  of  a penalty  on 
the  bill  of  a "deadbeat"  is  not  likely  to  cause 
him  suddenly  to  change;  the  chances  are  he  will 
become  even  less  likely  to  pay. 

A physician  who  demands  a satisfactory  credit 
report  on  an  individual  before  accepting  that 
individual  as  a patient  is  demonstrating  that 
to  him  financial  compensation  is  the  prime  ob- 
ject and  reward  of  his  profession. 

A physician  who  publicly  refuses  to  see  a 
patient,  who  had  an  appointment,  because  pa- 
tient's balance  on  account  was  "too  high"  is 
demonstrating  that  he  respects  neither  himself 
nor  his  profession. 

These  examples  are  real.  The  Council  believes 
they  are  the  exception  and  they  seem  more  con- 
spicuous because  of  that  fact.  Nonetheless,  these 
practices  reflect  adversely  on  the  whole  profes- 
sion and  especially  on  the  countless  physicians 
who  extend  credit  willingly  or  write  off  old 
accounts  because  they  are  dedicated  to  serving 
mankind. 

The  Judicial  Council  therefore  recommends 
that  the  House  of  Delegates  reaffirm  that  the 
prime  object  of  the  medical  profession  is  to 
render  service  to  humanity;  financial  gain  is  a 
subordinate  consideration. 

The  Council  recommends  that  the  House  call 
this  reaffirmation  of  policy  to  the  attention  of 
constituent  and  component  medical  societies, 
asking  them  to  urge  all  physicians  to  adhere 
faithfully  to  the  professional  ideals,  traditions 
and  goals  of  American  medicine. 

Rubbing  Elbows 

Edmonds,  Washington 

Editor,  Northwest  medicine: 

I must  rise  to  object  to  L.  Healey’s 


editorial,  in  the  December  issue,  Continuing  Medical 
Education  II.  Has  he  ever  heard  of  the  American 
.\cademy  of  General  Practice?  I don’t  see  it  mentioned. 

W’hile  his  statement,  “course  attendance  has  never 
been  demonstrated  to  result  in  better  care’’  mav  be 
true,  I doubt  it.  Surely  attendance  at  a course  and 
rubbing  elbows  with  fellow  practitioners  from  other 
areas  is  more  conducive  to  learning  than  trving  to 
read  at  home  where  telephone,  television  in  an  ad- 
joining room,  and  the  presence  of  “things  I’ll  fix 
or  do  when  I have  time”  are  potent  disturbances. 

Sincerely, 

H.ARRY  H.  KRETZLER,  SR.,  M.D. 

C.  M.  R.  in  Boise 

Roanoke,  Virgitua 

Editor;  NORTHWEST  MEDICINE: 

Thank  you  for  your  note  of  December  27  and  sug- 
gestion to  include  the  individual  C.  M.  R.  graduates’ 
addresses. 

The  only  graduate  in  Class  HI  living  in  your 
tri-state  region  is  Donald  E.  Jones,  C.  M.  R.,  Warner- 
Chilcott  Laboratories,  9709  Halstead  Drive,  Route  2, 
Boise,  Idaho. 

I am  certain  that  Mr.  Jones  will  appreciate  the 
editorial  recognition  given  him  by  your  respected 
journal,  -\gain,  thank  you  for  your  personal  assis- 
tance. 

Sincerely, 

ROBERT  M.  BEST 

Differential  Diagnosis  of  Liver  Abscess 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

In  reading  the  article  “Amebic  Abscess  of  the 
Liver  in  V’ietnam”  by  Jon  E.  Rosenblatt  M.D.,  in 
the  December  1970  issue  of  northwest  medicine 
I felt  the  author  had  left  misleading  impressions 
about  the  significance  of  several  of  his  clinical  tests 
for  amebic  liver  abscess. 

W'hen  faced  wath  a possible  liver  abscess  it  is  the 
differential  diagnosis  of  pyogenic  versus  amebic  ab- 
scess that  becomes  important. 

W'hen  seen  in  this  perspective  the  only  statis- 
tieally  significant  clinic^  finding  or  laboratory  test 
the  author  lists  for  amebic  abscess  is  current  or  pre- 
vious diarrhea.  All  other  findings,  including  high 
fever,  right  upper  quadrant  abdominal  pain,  rib 
cage  punch  tenderness,  hepatomegally,  leukocytosis, 
moderate  anemia  and  an  elevated  alkaline  phospha- 
tase, are  merely  signs  and  symptoms  of  liver  abscess 
in  general. 

An  article  by  May,  Lehman  and  Sanford  * lists 
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TABLE  1 


% 

% 

Clinical  findings  and  Lab 

Amebic 

Pyogenic 

1.  Age 

80  less  than  50  vears.  ■ 67  more  than  5( 

2.  Sex 

90  men 

male  = female 

3.  Diarrhea 

present  in 

infrequently 

IsofPts. 

present 

4.  Chest  findings" 

13/15 

5/24 

5.  Icterus 

rare 

up  to  50 

6.  Indirect  Hemaglutination 

or 

Pos. 

rare  false  (-) 

Complement  Fixation  Test 

7.  Mortality 

13 

80 

8.  Liver  Scan 

90  single  defect 

90  multiple 

85  in  rt.  lobe 

both  lobes 

9.  Stool  cultures  x 6 

Pos.  *3  Pts. 

N/A 

* includes  rales,  plural  effusion  and 

elevation  of  the  right 

hemidiaphragm 

a series  of  39  patients  with  liver  abscess,  24  con- 
sidered to  be  pyogenic  and  15  to  be  amebic.  A sum- 
mary of  statistically  significant  data  of  either  ab- 
scess is  shown  in  Table  1. 

All  other  clinical  findings  or  laboratoiy  tests 
could  be  considered  only  contributing  to  the  diag- 
nosis of  liver  abscess. 

Dr.  Rosenblatt  stated  that  up  to  72  hours  may 
be  required  to  get  a “dramatic  response”  to  therapy 
for  amebic  liver  abscess.  The  time  factor  makes  it 
clearly  most  important  to  keep  the  diagnosis  of 
pyogenic  liver  abscess  foremost  in  mind  when 
making  the  diagnosis  of  amebic  liver  abscess,  be- 
cause incorrect  diagnosis  and  treatment  of  an  amebic 
liver  abscess  will  complicate  the  treatment  of  the 
pyogenic  abscess  most  likely  to  a fatal  result. 


I refer  readers  to  the  article  by  May,  Lehman  and 
Sanford.*  and  to  the  staff  conference  reported  in 

NORTHWEST  MEDICINE  last  July.^ 

Sincerely, 

J.  D.  FITTERER 

Fourth  year  student 
University  of  Washington 
School  of  Medicine 
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American  Association  of 
Sex  Educators  and  Counselors 

Englewood,  Colorado 

Editor,  NORTHWEST  medicine: 

I should  like  to  enlist  your  assistance  in  bringing 
information  about  the  American  Association  of  Sex 
Educators  and  Counselors  to  attention  of  the  Physi- 
cians who  receive  northwest  medicine.  More  and 
more  physicians  are  becoming  involved  in  sex  edu- 
cation at  a consultative  level,  and  in  sex  counseling 
with  their  patients,  and  physician’s  frequent  unpre- 
paredness for  this  function  is  well-known.  As  a phys- 
ician and  as  vice-president  of  AASEC,  I am  especially 
interested  in  attracting  more  physicians  to  this  or- 


ganization, both  for  what  they  can  contribute  of 
their  knowledge  to  non-physicians,  and  for  the 
benefits  they  can  derive  in  an  area  often  neglected 
in  their  training. 

I should  like  to  call  your  attention  to  the  existence 
of  AASEC,  and  the  Fourth  Annual  Institute  to  be 
held  in  St.  Louis  April  15-18,  1971. 

I shall  be  happy  to  provide  further  information 
and  program  for  our  meeting,  to  anyone  who  writes 
to  me. 

Sincerely  yours, 
warren  j.  gadpaille,  m.d. 

3601  South  Clarkson  Street  (80110) 

correspondence  continued  on  page  81 
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Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin. 

ASPIRIN  5 GR.— PENTOBARBITAL  1/8  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

‘EACH  UNCOATED  TABLET  contains: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


IVILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

o/^TniAicar  J^Kat^maceu/ica^  /S'S6 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


‘^aotTfUftetive  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  toblef  q.i.d. 


nrpvn'  100.000  N.F.  Units.  Chymotrypsin:  8.000  N.F.  Units; 
«tii.vjltnt  in  Iryptit  Kliviiy  to  40  mg.  o(  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


folalet  cf.i.d. 


IfMtications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  eden^,  good  results  have 
been  obtair^d  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

1 THE  NATIONAL  DRUG  COMMNY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19M4 


Bitabs 


I 

i 


Trypsin;  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Tlie  cau^  of  vaginHis 
ore  multiple 


jindications:  Known  sensitivity  to  suifonomides. 
jtions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'Stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treotment. 

Dosage:  One  applicatorful  or  one  suppository  introvagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK,  AVC  AV-I04  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  con  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


continued  from  page  77 

Educational  Material  Available 

New  York,  New  York 

Editor,  NORTHWEST  medicine: 

Enclosed  is  a list  of  our  total  learning  systems  now 
available.  Not  included  among  those  titles  are  sev- 
eral learning  systems  currently  under  production. 

Under  separate  cover  we  are  sending  you  a num- 
ber of  monographs  that  accompany  the  film  docu- 
mentaries. I hope  these  will  be  of  interest  to  your 
readers  who  request  information. 

Reception  of  MEDCOM  teaching  programs  has 
been  unusually  enthusiastic.  Several  of  our  programs 
are  now  part  of  the  official  curricula  of  over  70 
medical  schools. 

We  are  most  grateful  for  your  aid  in  providing 
information  to  the  physicians  in  your  area  on  how 
they  can  obtain  our  programs.  Many  thanks  for 
your  interest. 


Sincerely, 

ROBERT  E.  FUISZ,  M.D. 
PUBLISHER,  MEDCOM,  INC. 


TRANSPLANTERS 
HYPERACTIVE  CHILD 
THREE  TIMES  A DAY 
ALLERGY 
HYPERTENSION 
IMMUNOLOGY 
ALDOSTERONE 
CLINICIAN 

ORAL  CONTRACEPTION 

INFECTION 

DIABETES 

DEPRESSION 

SCHIZOPHRENIA 

WOUND  HEALING 

NUCLEAR  MEDICINE 

CONSTIPATION 


Johnson  & Johnson 
CIBA 

CPC  International 
Schcnng 

Merck  Sharp  & Dohmc 

Upjohn 

G.  D.  Searle 

G.  D.  Searle 

G.  D.  Searle 

McKesson 

U.  S.  Vitamin 

Lakeside 

Pfizer 

Davis  & Geek 
Nuclear  Chicago 

Hoechst 


(film,  monograph,  test) 
(film,  monograph,  test) 
(film,  monograph,  test) 
(monograph,  test) 

(film,  monograph,  test) 
(monograph,  test) 

(film,  monograph,  test) 
(quarterly  publication) 
(film,  monograph,  test) 
(monograph,  test) 

(film,  monograph,  lest) 
(film,  monograph,  test) 
(film,  monograph,  test) 
(film,  monograph,  test) 
(filmstrip,  back-up  print, 
test) 

(filmstrip,  records, 
back-up  print) 


Letters,  requesting  information  on  availability, 
and  procedure  in  obtaining  these  programs,  have 
been  addressed  to  the  firms  named  in  the  list  pro- 
vided by  Dr.  Fuisz.  We  understand  most  of  these 
programs  are  available  for  group  presentation  but 
not  for  individual  use.  Full  information  will  be  ob- 
tained by  the  time  this  issue  is  published.  Please 
write  to  the  editorial  office,  500  Wall  Street,  Seattle 
98121.  Ed. 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola^ 
products. 


POLY  UNSATURATED 


Se^oleL.  margarine 

UgkLy.  delicious  ftauor 

Ss^ola 


,„p.«o^SAFFlOWER  OIL 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  Ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 


EDITORIAL 


Ameriplan 


Since  August,  1969,  a committee  created  by 
the  Ameriean  Hospital  Association  has 
been  studying  the  problem  of  “provision  of 
health  services.”  In  its  studies,  the  committee 
has  included  provision  of  medical  care  as  well 
as  provision  of  health  services.  Final  report 
and  recommendations  were  submitted  to  the 
Board  of  Trustees  in  November,  1970.  Part 
of  the  report,  information  on  creation  of  the  eom- 
mittee,  and  comments  from  the  Chairman,  Mr. 
Earl  Perloff,  were  published  in  the  December 
16  issue  of  Hospitals.  The  report  includes 
names  of  committee  members  and  their  occupa- 
tions. 

As  to  be  expected,  the  committee,  now  known 
as  the  Perloff  Committee,  was  heavily  weighted 
with  hospital  administrators.  Hospitals  says  it 
included  three  practicing  physicians  — but  one 
is  an  employee  of  the  AHA,  one  is  a hospital 
executive,  and  only  one,  an  Evanston  internist, 
appears  to  be  in  a position  indicating  actual 
practice.  Mr.  Perloff  is  President  of  Perloff  Bro- 
thers, a food  distribution  firm  in  Philadelphia. 
He  is  board  chairman  at  two  hospitals. 

Operational  structure  of  the  proposed  plan, 
called  Ameriplan,  is  based  on  locally  organized 
Health  Care  Corporations.  Creation,  by  federal 
legislation,  of  a National  Health  Commission  is 
also  part  of  the  plan.  The  Commission  would 
regulate  comprehensive  care,  uniformity  of 
health  benefits  and  standrads  of  quality.  State 
Health  Commissions  would  administer  federal 
regulations  established  by  the  National  Com- 
mission and  would  approve  formation  of  health 
care  corporations. 

Two  basic  concepts  were  accepted  very  early 
in  the  committee’s  deliberations.  First  was  the 
belief  that  every  citizen  has  a right  to  health 
care.  Second  was  the  thought  that  comprehensive 
care  has  five  components  — health  maintenance, 
primary  care,  specialty  care,  restorative  care, 
and  health-related  custodial  care.  The  health 
care  corporations  would  have  responsibility  for 
delivering  all  five  components. 

Method  of  payment  to  physicians  would  be 
predetermined  by  the  health  care  corporations. 
Physicians  would  be  encouraged  to  participate 
in  organization  of  the  corporations  and  in  their 


management.  Group  practice  would  be  encour- 
aged, since  it  would  be  easier  for  the  corpor- 
ations to  make  contracts  with  groups  than  with 
individual  physicians. 

Chairman  Perloff  states  that  it  would  be  pos- 
sible to  stay  out  of  the  system.  However,  no 
payments  would  be  made  by  federal  or  state 
governments  to  nonparticipating  providers  and 
he  assumes  they  would  quickly  find  it  difficult 
to  continue.  Citizens  who  chose  to  stay  out  of 
the  plan  would  find  themselves  taxed  without 
benefit.  Mr.  Perloff  thinks  a “tremendous  educa- 
tional effort”  would  be  required  to  persuade 
some  physicians  to  participate. 

The  Perloff  Committee  proposes  that  state 
licensure  be  dropped  and  that  the  health  care 
corporations  determine  qualification  of  person- 
nel. But  to  assist  them  in  determining  qualifi- 
cations, there  should  be  a national  licensing 
procedure  for  physicians.  Also  dropped  would 
be  Medicare  and  Medicaid,  since  the  health 
care  corporations  would  provide  comprehensive 
care  for  every  citizen.  But  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  the  Depart- 
ment of  Health  Education  and  Welfare  would 
continue  much  as  at  present. 

Mr.  Perloff  states  that  the  financial  arrange- 
ment is  somewhat  complicated.  Essence  of  the 
plan,  however,  seems  to  be  that  care  would  be 
provided  to  everyone  according  to  need  and 
payment  would  be  made  according  to  ability  to 
pay. 

Federal  legislation  would  establish  three  bene- 
fit packages.  The  Health  Maintenance  Paekage 
and  the  Catastrophic  Illness  Benefit  Package 
would  be  provided  to  the  poor,  and  in  part 
for  the  near-poor,  by  federal  funds.  All  others 
would  be  taxed  for  these  benefits.  Everyone 
would  be  required  to  purchase  the  Standard 
Benefits  Package,  providing  ambulatory  care, 
institutional  care,  and  professional  care.  Each 
individual  would  be  required  to  register  with 
a health  care  corporation. 

Mr.  Perloff  thinks  the  system  proposed  would 
cost  more  than  the  present  system  but  he  does 
not  know  how  much. 

H.  L.H. 
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Printing  And  Its  Potentials 


Last  spring  your  regional  journal  — northwest 
MEDICINE  — participated  in  an  experiment.  It 
brought  its  readers  a three  months’  sample  of  the 
Western  Journal  of  Medicine  as  an  insert  and 
then  polled  readers  about  their  reactions  to  such 
an  innovation.  Though  accolades  dominated, 
those  responding  declined  to  value  the  proposed 
addition  as  warranting  its  cost.  Nonetheless, 
change  must  occur;  the  question  is  how  and  in 
what  direction  — and  whether  in  response  to 
reader  interest  — or  simply  to  needs  of  economy. 
How  ought  we  proceed? 

Every  now  and  then  a brief  review  of  historx’ 
serves  well  to  catalyze  the  “Aha”  phenomenon!  It 
not  only  gives  insight  into  our  current  situation 
but  may  also  help  provide  a glimpse  into  our  fu- 
ture. Looking  through  the  retrospectroscope  at 
medical  journals  themselves  is  a case  in  point. 
Perhaps  the  following  will  demonstrate. 

As  you  read  vour  daily  newspaper,  your  weeklv 
issue  of  Time  or  Xeicsweek,  your  monthly  jour- 
nals — or  consult  your  phone  book  or  technical 
resources  — had  you  reflected  on  the  fact  that 
none  of  these  were  possible  before  1440  when 
Gutenberg  invented  movable  tvpe?  That  single 
innovation  did  more  to  set  the  stage  for  a bur- 
geoning of  science  than  any  other  single  dev'elop- 
ment  in  the  history  of  civilization.  Nonetheless, 
the  products  of  printing  were  not  widely  dis- 
seminated through  the  16th  and  17th  centuries 
when  onlv  a limited  literate  and  leizure  class 
read  booklets,  gazettes,  and  occasional  books. 
Even  Harv'ev’s  monumental  observation  on  the 
circulation  of  the  blood  was  distributed  in  the 
form  of  a 72-page  booklet  — a one-time  publica- 
tion. 

Actually,  only  in  1663  did  the  first  scientific- 
periodical  or  journal  appear  on  the  scene.  Sanc- 
tioned by  the  Crown,  in  France,  DeSallo  initiat- 
ed the  Journal  of  Learned  Men  to  appear  at  bi- 
weekly intervals  with  information  about  new 
books,  obituaries,  experiments,  court  and  theol- 
logic  decisions  and  general  information.  Despite 
periodic  suppression,  it  continues  today.* 


In  Britian,  the  Royal  Societv  initiated  Philo- 
sophic Transactions  a bare  six  months  later;  it, 
too,  continues  today.  By  1700  there  were  30 
journals  — and  by  1714  the  first  proposal  for  an 
abstracting  journal  appeared  on  the  scene.  The 
year  1800  saw  specialized  journals  appear  and 
1830  saw  the  first  bonafide  abstract  journal  — 
w-hen  the  world’s  total  literature  consisted  of  only 
400  periodicals. 

As  pointed  out  emphatically  by  DeSolla  Price, 
the  increment  in  the  number  of  journals  has  been 
and  continues  to  be  exponential.^  They  double 
in  number  every  15-18  years  so  that  today  more 
than  53,000  periodicals  are  available.  (While 
new  journals  are  constantly  spawned,  old  ones 
do  expire;  their  drop-outs  serve  to  offset  some  of 
the  increases.)  Some  35,000  are  standard  journals; 

8.000  are  technical  and  government  reports  and 

10.000  are  house  organs  — and  the  Tovv-er  of  Bab- 
el had  nothing  on  medical  publication  w-hen  it 
comes  to  confusion  of  tongues.  We  use  60  in  the 
worldwide  effort. ^ Translated  to  time,  this 
means  some  85  articles  are  published  everv' 
hour  — with  the  year  2000  likely  to  see  320! 

Over  the  past  two  decades,  two  remarkable 
evolutionary  steps  have  been  taken.  The  first  is 
the  use  of  English  in  increasing  amounts  as  the 
standard  technical  language.  As  noted  in  a recent 
issue  of  ytature,  the  year  1974  vv-ill  see  virtually 
100  percent  of  all  biochemical  journals  published 
in  English.  The  second  step  has  been  the  intro- 
duction and  utilization  of  the  computer  in  infor- 
mation storage  and  retrieval  services.  Actually, 
both  measures  are  leaps  — not  simply  steps. 

This  latter  step  is  of  special  significance  in 
view  of  Fox’s  position  that  technical  journals 
have  two  distinct  functions  — a newspaper  func- 
tion and  an  archiv  al  function.^  And  there  is  con- 
tention that  the  archival  function  ought  not  be 
routed  via  publication  — but  instead  via  com- 
puter technologv’.  Conceivably  the  future  could 
then  actually  hold  a decreased  number  of  pub- 
lished papers  — and  an  increased  dependence 
upon  the  computer  to  store  and  retain  linkages 
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with  files  or  archives  of  data  and  documents.  Per- 
haps publication  inflation  could  be  curbed  — 
while  the  infonnation  explosion  continues.  It  is 
at  this  point  that  the  newspaper  function  assumes 
its  proper  perspective.  For  those  who  doubt  the 
significance  of  this  function  to  practicing  physi- 
cians, simply  check  the  readership  rates  of  the 
throw-aways.  Some  exceed  85  percent!  On  the 
national  scene,  Medical  World  News  serves  as  a 
vital  pivot  point.  Is  it  fair  to  infer  that  perhaps 
NORTHWEST  MEDICINE  ought  dcvotc  morc  of  its 
efforts  to  this  newspaper  function  on  a regional 


basis?  Reactions  from  readers  will  be  appreciated. 

W.O.R 
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TREAT  THE  WHOLE  PATIENT 

The  symptom  of  loneliness  is  rarely  encountered  whilst  reading  the  standard  text- 
books of  medicine.  It  is  unknown,  or  at  least  extremely  rare  for  routine  admissions  or 
those  via  casualty,  to  be  labelled  with  a diagnosis  of  loneliness  — an  acute  exacerbation 
of  a chronic  condition.  With  the  exception  of  acute  wards,  a cursory  examination  of  the 
human  material  in  both  medical  and  surgical  wards  may  reveal  such  patients.  They  have 
necessarily  found  the  comfort,  re-assurance  and  companionship  within  the  hospital. 
Having  retreated  from  a hostile  domestic  environment,  they  have  melted  into  the  safety 
and  routine  ejfwiency  of  ward  life.  Loneliness  is  not  only  a symptom  of  the  elderly,  the 
geriatric  patient,  but  occurs  in  many  middle-aged  persons  rejected  or  disconnected  from 
their  families.  This  patient  has  a history  of  frequent  hospital  admissions,  usually  with  an 
initial  genuine  organic  complaint  and  subsequent  emotional  instability. 

It  is  more  than  likely  that  most  hospital  doctors  will  have  attempted,  with  much  difi- 
culty,  to  discharge  a clinically  healthy  patient,  only  to  have  to  re-admit  him  or  her  within 
24  hours.  The  patient,  invariably  elderly,  may  be  found  wandering  in  the  streets,  or 
simply  turns  up  on  their  familiar  ward  the  next  day  having  spent  a sleepless  and  exhaus- 
tive night. 

Argument  prevails;  it  is  impossible  to  keep  every  elderly  patient  who,  for  example, 
has  fractured  a hip  or  ankle  and  is  now  orthopaedically  “sound”,  in  a surgical  ward.  How- 
ever efficient  the  Social  Workers  and  the  Welfare  Departments  are,  the  time  spent  in  re- 
habilitating the  patients  skeletal  system  cannot  always  improve  their  social  system.  The 
health  service  cannot  provide  instant  relatives  of  the  sympathetic  type,  nor  are  there 
sufficient  places  in  the  registered  welfare  homes  for  the  aged.  Medicine  today  although 
successful  in  prolonging  mans  span  of  life,  has  still  not  been  able  to  surmount  the  prob- 
lems of  the  veterans  of  our  community. 

Geriatric  patients  are  farmed  out  to  the  backwaters  of  the  large  teaching  hospital  or 
hospital  group.  The  valuable  teaching  space  cannot  be  occupied  by  long-stay  patients. 
The  Geriatric  Unit  is  heard  of  but  never  seen  by  the  majority  of  medical  students.  Surely 
it  is  time  that  a part  of  the  medical  students  curriculum  is  spent  at  such  a unit,  particu- 
larly if  the  latter  is  on  the  doorstep  of  the  parent  hospital.  Let  us  be  aware  and  informed 
of  these  problems  even  if  an  immediate  solution  is  not  forthcoming. 


Passim,  Guy's  Hospital  Gazette, 
84:365-366  (July  18)  1970. 
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Not  too  little,  not  too  much... 
but  just  right! 


“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilosone^Liquid  250 

Fr\  thn.’>m\cin  Estiilate 

(equivalent  to  250  mg  of  base  per  5-ml  teaspoonful) 

Additional  inlormalion  available 
to  the  protession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Drug  Therapy  X - Asthma 

RICK  LANE  JOHNSON, M.  D.  Seattle,  Washington 


Asthma  is  characterized  by 
. reversible  airway  obstruc- 
tion and  is  a disease  of  momen- 
tum. Like  a logging  truek  heav- 
ily loaded  at  the  top  of  a moun- 
tain pass,  it  is  easy  to  stop  after 
rolling  just  a few  yards,  but  al- 
most uncontrollable  once  bar- 
reling down  the  mountainside. 
Drugs  appropriate  and  effective 
early  in  an  asthma  attaek  may 
not  be  sufficient  later  and  might 
even  worsen  the  situation  if  im- 
properly used  by  physieian  or 
patient. 

To  use  our  pharmacologie 
weapons  best,  we  must  know  the 
anatomy  and  physiology  of  asth- 
ma. As  an  attack  progresses  se- 
quentially, obstruction  is  first 
caused  by  bronehial  smooth  mus- 
cle spasm,  seeond  by  spirals  of 
inspissated  thiek,  stieky,  bron- 
chial mucus  and,  finally,  by 
edema  of  the  bronehial  wall  and 
inflammation,  whieh  locks  in 
the  mucus  plugs. 

the  adrenergic  imbalance 

Physiologically,  it  is  intrigu- 
ing to  view  the  process  as  the  re- 
sult of  imbalance  between  the 
alpha  and  beta  adrenergic  ef- 
fector systems  in  the  lung.  Table 
1.  Asthmatics  behave  as  if  there 
were  suppression  of  the  beta 
adrenergic  side  of  the  balance. 


Dr.  Johnson  is  a Practicing  Internist 
and  Allergist  Clinical  Assistant  Professor 
of  Medicine,  School  of  Medicine,  Uni- 
versity of  Washington. 


leaving  the  alpha  funetion  unop- 
posed. Treatment,  then,  is  aimed 
at  beta  stimulation:  especially 
beta-2  functions,  which  are  more 
lung-specific  — compared  to 
beta-1,  which  are  more  heart- 
specifie.  Beta-stimulation  results 
in  the  formation  of  cyclic  3' 5' 
adenosine  monophosphate 
(CAMP)  intraeellularly,  whieh 
then  mediates  the  pharmaeologie 
effects.  Figure  I.1.2 

The  catecholamines  (epine- 
phrine, isoproterenol,  ephedrine) 
aet  by  preferential  beta  stimula- 
tion and  work  best  early  in 
asthma,  when  bronchospasm  is 
the  main  component  of  the  air- 
way obstruction.  The  xanthines 
(aminophylline  and  its  deriva- 
tives) also  result  in  inereased 
beta  adrenergic  effects,  but  by  a 
different  mechanism. 

Expectorants  and  mucolytic 
agents  (iodides  and  glyeerol 
guaiacholate)  aim  at  the  seeond 
component  of  obstruetion  but, 
except  for  overall  hydration,  are 
generally  disappointing  in  their 
results  when  given  in  tolerable 
doses.  Some  are  dangerous  (ace- 
tylcysteine) and  can  cause  fur- 
ther bronchospasm. 

Against  the  bronchial  edema 
and  inflammation  of  status  asth- 
maticus,  steroids  are  the  maxi- 
mally effective  drugs. 

CATECHOLAMINES 

Oral  ephedrine,  either  alone 
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or  in  eombination  tablets,  re- 
mains the  best  patient  controlled 
bronehodilator  for  both  oceasion- 
al  relief  and  steady  prophylaxis. 
The  cardiac—  and  general-stim- 
ulating effects  are  good  brakes 
to  prevent  overuse.  Absorption 
is  fast  and  reliable,  duration  is 
5 to  6 hours,  and  central  side  ef- 
fects of  jitteriness  and  insomnia 
can  be  minimized  by  barbitur- 
ates or  other  sedatives.  Longer 
acting  forms  may  give  less  of  a 
jolt  and  provide  relief  through  a 
night  or  the  whole  working-day 
on  a prophylactic  basis. 

Parenterally,  epinephrine  is 
unexeelled.  It  works  fast  and 
well  in  early  attacks,  is  controlled 
by  the  physieian,  and  thus  is  not 
subject  to  abuse  by  the  patient. 
In  status  asthmaticus  the  diagno- 
sis is  made  by  the  lack  of  re- 
sponse to  0.5  cc  of  1-1000  aqueous 
epinephrine,  indicating  manda- 
tory hospitalization  or  other  vig- 
orous measures. 

Isoproterenol  is  an  almost 
pure  beta  stimulator  — both  beta- 
1 (cardiac)  and  beta-2  (pulmon- 
ary). It  is  readily  absorbed  when 
given  parenterally  or  by  aero- 
solized nebulizer  but  gives  unre- 
liable results  from  sublingual  or 
oral  administration.^  Aerosol- 
ized isoproterenol  is  the  broncho- 
dilator  most  subject  to  abuse, 
beeause  the  rapid  relief  it  offers 
creates  a degree  of  patient  de- 
sire and  dependence  that  is  often 
formidable.  It  can  promptly  re- 


TABLE  1 

Pertinent  Functions  of  Adrenergic  Receptors  in  Asthma 


Lung; 


Heart: 


Other; 


verse  the  wheezing  produced 
when  a friend’s  cat  jumps  in 
the  patient’s  lap  or  prevent  the 
exertional  bronchospasm  pro- 
duced by  jogging  or  a handball 
session.  Nebulizers  are  less  ef- 
fective for  severe  or  chronic  asth- 
ma because  the  mucus  plugs  pre- 
vent the  1 to  4 jU  particles  from 
reaching  the  bronchial  smooth 
muscle.  Problems  develop  w'hen 
more  and  more  accomplishes 
less  and  less. 

Sev'eral  mechanisms  mav  be  at 
work  when  overuse  of  aerosol- 
ized Isoproterenol  causes  mis- 
chief: 

1.  Nebulized  isoproterenol  may 
cause  lowering  of  arterial  oxy- 
gen tension,  even  while  reliev- 
ing bronchospasm.  It  is  pre- 
ferentially inhaled  into  the 
already  best-ventilated  parts 
of  the  lung  but  has  a much 
slower  and  less  profound  ef- 
fect on  the  v^ascular  perfusion 
of  these  segments.  Therefore, 
further  changes  of  the  already 
abnormal  ventilation-to-per- 
fusion  ratio  can  occur  tran- 
siently — often  resulting  in 
worsening  hypoxia.'* 

2.  Because  of  its  beta-1  cardiac 


-\lpha 

Stimulated  by 
norepinephrine 


Beta 

Stimulated  by 
isoproterenol 


Bronchial  constriction 

Pulmonarv'  vasoconstriction  Dilatation 

Bronchial  v'enoconstriction 


Increases  SA  node  rate. 

Myocardial  ectopic  excitation  atrial  and  ventricular 

contractilitv' 

Thick  viscous  secretion  by 

salwary  glands  (bronchial  glands?)  Eosinopenia 


effects,  isoproterenol  may 
precipitate  arrhythmia  in  a 
hypoxic  heart.3  This  effect, 
coupled  with  the  above-men- 
tioned hypoxia,  makes  aero- 
solized isoproterenol  a double- 
edged  sword.  It  has  reeently 
been  found  that  the  fluoroal- 
kane  gasses  (Freon)  used  as 
aerosol  propellents  may 
cause  conduction  blocks  and 
bradyarrhythmias  in  hypoxic 
animals.  This  incriminates 
drugs  of  all  types  w'hen  dis- 
persed by  gas  pressure. 

3.  With  prolonged  use,  nebu- 
lized isoproterenol  can  be  de- 
graded bv  bronchial  enzvmes 
into  products  such  as  3-meth- 
oxy  isoproterenol  — which  not 
only  lacks  beta-stimulating 
activity,  but  is  a weak  beta- 
blocker.  This  is  probably  the 
reason  whv  chronic  overusers 
have  a much  lower  tachycar- 
dic  response  to  nebulized  iso- 
proterenol than  do  occasional 
users. ^ 

4.  There  seem  to  be  several 
types  of  pulmonary  response 
to  nebulized  isoproterenol. 
Most  patients  get  the  antici- 
pated bronchodilation  which 


persists  for  several  hours.  Per- 
haps a third  get  only  transient 
bronchodilator  effect  or  may 
even  develop  more  broncho- 
spasm an  hour  later.®  There 
are  even  a few  patients  so  sen- 
sitive that  their  sev'ere,  ste- 
roid-resistant asthma  cannot 
be  controlled  until  they  totally 
abstain  from  nebulizer  use.®'*® 
A good  test  to  predict  such 
response  is  the  comparison  of 
the  one-second-vital-capacity 
before,  and  60-minutes  after, 
isoproterenol  inhalation.  Fav- 
orable responders  increase 
the  baseline  one-second  forced 
expiratory-  volume  (FEVi ) by 
an  average  of  24  percent;  the 
adverse  responders  increase 
less  than  10  percent,  or  even 
decrease  an  hour  later.® 

physicians  must  control 

Abrupt  increase  in  asthma 
deaths  in  the  British  Isles  be- 
tween 1960  and  1966  very  closely 
paralleled  the  increased  use  of 
nebulized  isoproterenol  during 
that  time.  Some  80  percent  of  the 
cases  investigated  were  of  sud- 
den and  unexpected  death,  and 
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EFFECTOR  CELL 


j3  stimulation 
Catecholamines 


} 


j8  Receptor  site 


$ Blocker  site 


jS  Blockade 

? Abnormality  in  Asthma 
Propanolol 
Bacterial  toxins 
3 Methoxy  isuproterenol 
3 Methoxy  transferase 

Nebulized  isuproterenol 


ATP 


Phosphodiesterase 
Methyl 

-V4v  xanthines 
(Theophylline) 


CYCLIC 
3',  5',  A.M.P 


V 


■►5  A.M.P 
(inactive) 


^-Adrenergic  Response 
Bronchodilation 


Fig.  1 Scheme  of /^-Adrenergic  System  in  a Bronchial  Muscle  Cell. 

Catecholamines  activate  adenyl  cyclase  in  the  cell  wall  to  catalyze  formation  of  3'S'  cyclic  adenosine  monophosphate 
(3'5'  CAMP)  from  adenosine  triphosphate  (ATP).  3’S'  CAMP  causes  smooth  muscle  dilatation.  Theophyllines  raise  3'S' 
CAMP  levels  by  blocking  inactivation. 

Nebulized  Isuproterenol  is  converted  to  3-methoxy  Isuproterenol  (a  j3  blocker)  by  3-methyltransferase  in  the  lung,  perhaps 
explaining  some  of  the  refractoriness  seen  with  nebulized  Isuproterenol  abuse. 


most  of  them  had  evidence  of 
recent  nebulizer  overuse.  Once 
the  problem  was  recognized  and 
nebulizers  placed  under  control 
of  physicians,  the  death  rate  fell 
again.  The  cause-and-effect  re- 
lationship has  not  been  proven 
but  is  very  suggestive. 

It  may  be  difficult  to  wean  de- 
pendent patients  from  their  aero- 
sols, but  usually  substitution  of 
oral  theophylline  elixir  or  a tem- 
porarily high  steroid  dose  en- 
ables them  to  kick  the  habit.  Oc- 
casionally, hospitalization  is  re- 
quired to  convince  them  of  the 
need  for  abstinence. 

New  compounds  appear  to  act 
primarily  on  beta-2  receptors 
and,  thus,  are  powerful  broncho- 
dilators  with  little  action  on  the 
heart.  Drugs  of  this  type  (an 
example  is  salbutamol)  are  not 
yet  available  for  general  use  but 
look  promising  for  the  future.*^ 


METHYLXANTHINES 

Theophylline  preparations  are 
useful  by  intravneous,  oral,  or 
rectal  routes.  They  relax  bron- 
chospasm  by  working  with  the 
CAMP  system  also;  but  they  do 
so  by  inhibiting  the  enzyme 
(phosphodiesterase)  that  inacti- 
vates CAMP,  thus  raising  the 
intracellular  level.  Figure  1.^ 
Consequently  they  exert  a syner- 
gistic effect  with  the  catechola- 
mines, permitting  a lower  dose 
or  fewer  side  effects  or  both.  The 
key  to  successful  use  of  the 
theophyllines  is  production  of 
blood  levels  in  the  range  0.7  to 
1.0  mg  per  100  ml.  This  can  be 
done  intravenously  with  a load- 
ing dose  of  400  to  500  mg 
aminophylline  followed  by  250 
mg  every  6 to  8 hours;  in  chil- 
dren 7 mg/kg  initially,  followed 

89 

Northwest  Medicine,  February,  1971 


by  15  mg/kg  over  each  24-hour 
period,  in  divided  doses. 

Uncoated  tablets  of  theophyll- 
ine salts  produce  adequate  blood 
levels  more  slowly  than  intra- 
venous injection  or  elixir  forms 
and  only  when  taken  on  a fast- 
ing stomach.  Absorption  is  un- 
predictable when  taken  with 
food,  so  they  are  better  used  on 
a chronic  basis  than  for  acute, 
intermittent  relief;  200  to  400  mg 
four  times  a day  is  adequate, 
once  initial  blood  levels  have 
been  obtained. 

Theophylline  elixirs  are  well- 
absorbed  from  an  empty  stomach 
and  produce  effective  blood 
levels  almost  as  quickly  as  intra- 
venous aminophylline  when  a 
dose  of  400  to  500  mg  is  taken. 
This  makes  them  useful  for  re- 
lief of  an  acute  attack,  sub- 
stituting for  an  isoproterenol 
nebulizer.  Follow-up  doses  of 


200  to  250  mg  every  6-8  hours 
are  adequate, 

Finally,  suppositories  are  var- 
iably and  unreliably  absorbed. 
Enema  preparations  may  be  ef- 
fective and  will  avoid  much  of 
the  gastric  effects  of  the  elixir, 
but  awkwardness  limits  their 
usage. 

Side-effects  of  the  theophyll- 
ines are  primarily  gastrointes- 
tinal and  usually  prevent  over- 
use. Physicians  must  be  wary  of 
too  rapid  administration  of  in- 
travenous injection  aminophyll- 
ine  in  hypoxic  patients,  however, 
as  cardiac  arrhythmias  may  be 
precipitated.  A forewarning,  that 
the  patient  will  experience  gas- 
trointestinal distress  but  will 
still  be  better  off  (with  improve- 
ment in  breathing  and  freedom 
from  palpitation  and  insomnia), 
makes  these  drugs  more  accept- 
able. Often  they  can  be  used 
successfully  on  chronic  basis  if 
a single  loading  dose  is  used 
each  night  at  bedtime. 

STEROIDS 

Our  best  tools  to  reduce  the 
bronchoiolar  edema  and  inflam- 
mation of  status  asthmaticus  are 
the  steroids.  The  mechanism  of 
action  is  unknown  and  probably 
complex.  Steroids  (in  well-con- 
trolled  studies)  caused  more 
rapid  correction  of  low  oxygen 
tensions  than  any  other  available 
drugs.  16 

Steroids  are  indicated  in  near- 
ly every  asthmatic  sick  enough 
to  be  hospitalized  (or  under 
treatment  as  an  outpatient) 
whenever  the  maximal  tolerable 
doses  of  catecholamines  and 
xanthines  are  insufficient  to  pre- 
vent progressive  fatigue  and  dis- 
abling cough.  Effectiveness  of 
steroid  treatment  can  often  be 
predicted  bv  a total  eosinophil 
count.  The  higher  the  count,  the 
greater  the  relief  anticipated. 


Eosinophilia  is  also  a good  indi- 
cator of  insufficient  maintenance 
steroids  at  any  particular  stage 
of  asthma.  The  onset  of  steroid 
effects  is  gradual  and  delayed, 
so  it  is  better  to  start  them  before 
your  back  is  against  the  wall. 
You  still  must  tide  the  patient 
over,  for  the  12-to-24  hours  be- 
fore they  act,  by  making  maxi- 
mum use  of  the  otlier  drugs. 

Three  modes  of  steroid  treat- 
ment can  be  used; 

1.  The  hospitalized  patient 
needs  massive  intravenous 
injection  doses  such  as  200 
to  400  mg  of  hydrocortisone 
initially,  followed  by  the 
equivalent  of  40  to  80  mg 
prednisone  per  day  until 
relief  occurs. 

2.  Short  oral  courses  are  very 
effective  in  carrying  a pa- 
tient over  a limited  flare-up. 
The  patient  should  be  start- 
ed with  at  least  40  m g of 
prednisone  a day,  until  re- 
lief is  obtained,  and  then 
may  be  tapered  over  a per- 
iod approximately  equal  to 
the  time  it  took  the  attack 
to  build  up. 

3.  Prolonged  use  of  the  small- 
est prednisone  dosage  pos- 
sible, while  making  maxi- 
mum use  of  the  catechol- 
amines and  theophyllines, 
often  keeps  the  asthmatic 
functioning  and  relatively 
comfortable. 

As  a group,  asthmatics  are  sur- 
prisingly free  from  serious  side- 
effects  from  steroids;  although 
when  high  doses  are  continued 
long  enough,  they  will  all  get 
the  predictable  Cushingoid  ef- 
fects. 

The  principles  to  follow  in 
steroid  use  are: 

1.  Always  start  with  a large 
dose,  and  back  off  as  quick- 
ly as  possible. 

2.  Whenever  possible,  give 
the  total  day’s  dose  the  first 
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thing  in  the  morning  to 
avoid  as  much  adrenal  sup- 
pression as  possible.  (A  dose 
at  bedtime  has  the  maximal 
suppressive  effect.) 

3.  Never  stop  a chronic  user 
abruptly.  Convince  him 
that  he  must  not  stop  just 
because  he  runs  out  of  the 
prescription  — this  is  one 
of  the  main  causes  of  status 
asthmaticus. 

4.  Chronic  asthmatics  are  sel- 
dom happy  on  every-other- 
day  dosage,  as  the  off  day  is 
too  uncomfortable.  The 
goal  of  therapy  is  a smooth 
course. 

OTHER  DRUGS 

Other  useful  drugs  have  spe- 
cific indications,  such  as  anti- 
biotics for  suspicion  of  infection, 
bicarbonates  for  the  severely 
acidotic  patient,  and  respiratory 
paralyzers  required  for  a total 
take-over  of  ventilation  in  severe, 
hospitalized  patients.  New  drugs, 
such  as  disodium  cromoglycate'^ 
have  not  yet  proven  themselves 
and  are  not  yet  available. 

There  are  certain  drugs  that 
are  contraindicated  in  asthma 
and  should  be  noted: 

Antihistaminics  have  such  a 
drying  effect  on  the  bronchial 
mucus  that  they  should  be 
avoided. 

-\spirin  in  any  form  can  pre- 
cipitate acute  asthma  in  3-to-5 
percent  of  intrinsic  asthmatics 
and  is  worth  asking  about 
when  the  cause  of  acute  at- 
tack is  otherwise  obscure. 

ACTH  is  much  too  slow  in 
action,  may  cause  anaphylaxis 
itself,  and  is  of  little  use  in  an 
already  adrenally  exhausted 
patient.  Cough  suppressants 
are  of  no  help  and  enzymatic 
mucolytics,  such  as  acetylcys- 
teine may  cause  increased 
bronchospasm. 


Sedatives,  especially  the 
barbiturates  and  phenothia- 
zines,  are  never  indicated  in 
any  patient  struggling  to  get 
his  breath  or  sick  enough  to  be 
hospitalized.  The  agitation  is 
usually  caused  by  hypoxia  and 
oxygen  may  be  the  best  seda- 
tive. Tranquilizers  may  merely 


make  it  possible  for  the  patient 
to  suffocate  cheerfully. 

conclusions 

Asthma  can  be  a very  frighten- 
ing experience  for  the  patient 
and  its  treatment  can  be  at  times 
highly  rewarding,  and  at  times 


very  frustrating,  for  his  physician. 
Knowledge  of  the  anatomy  and 
physiology  involved,  the  stage 
of  the  attack,  and  pharmacology 
of  the  drugs  used,  will  all  help 
on  the  favorable  side  of  the  some- 
times precarious  balancebetween 
reward  and  frustration. 

1105  Minor (98101) 


Chemical  Nomenclature 


generic  name  trade  name 

acetylcysteine  Mucomyst  solution 

Respaire  solution 


isoproterenol 

propranolol 

salbutamol 

disodium  cromoglycate 


Isuprel 
Inderal 
not  available 
not  available 
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Physician  Response  to  Delegation 
of  Well  Child  Care 

PATRICIA  K.  PATTERSON,  R.N.,  M.A./A.L.  SKINNER,  M.D.,  Seattle,  Washington 


Physician  acceptance  of  higher  level  allied  health  workers  is  vital  to  meet 
current  medical  care  demands.  A mail  survey  addressed  to  101  practieing  pedia- 
tricians in  King  County,  Washington,  showed  that  most  respondents  (N  — 49) 
would  delegate  routine  and  repetitive  well  child  care  tasks  to  a trained  pediatric 
nurse  associate  (PSA),  but  that  many  were  reluctant  to  delegate  physical  exam- 
ination functions.  Over  seventy  percent  of  the  respondents  would  participate  in 
the  PSA  training  program  and  wotdd  hire  one.  Physician  concerns  about  hiring 
a PSA  centered  around  parental  acceptance,  fee  structure,  space  requirements, 
legal  implications,  and  altered  quality  of  care. 


As  the  Northwest  population 
continues  to  grow,  we  in 
the  health  fields  should  assume 
responsibility  for  more  enlighten- 
ed utilization  of  precious  person- 
nel, now  in  short  supply.  Time- 
motion  and  task-identification 
studies  of  the  office-based  pedia- 
trician have  shown  that  less  than 
fifty  percent  of  his  time  is  spent 
in  the  direct  care  of  children. 

In  an  observational  study  of  a 
small  sample  of  pediatric  office 
nurses,  it  was  found  that  only 
twent\-one  percent  of  their  work- 
da\'  is  spent  in  contact  with 
patients. 3 The  implications  of 
these  findings  are  obvious  — 
more  effective  use  of  the  pedia- 
trician’s and  the  nurse’s  time  will 
give  each  of  them  more  time  with 
patients! 

Efficient  utilization  implies 
the  delegation  of  all  tasks  except 
those  no  lesser  trained  person 
can  perform.  A nationwide  sur- 
ve\'  conducted  by  the  American 
Academy  of  Pediatrics  showed 
that  pediatricians  do  favor  the 
delegation  of  specific  patient 
care  tasks,  as  well  as  clerical  and 


minor  technical  tasks.^  ^ Realiz- 
ing that  physician  acceptance 
might  vaiy-  from  region  to  region, 
we  wanted  to  know  how  pedia- 
tricians in  Western  W’ashington 
felt  about  task  delegation  be- 
fore establishing  a pediatric 
nurse  associate  training  program. 
Therefore,  we  conducted  a mail 
survey  addressed  to  the  101  prac- 
ticing pediatricians  on  the  mail- 
ing list  of  the  Seattle  Pediatric 
Society.  Our  purposes  were  to 
determine:  1.  Their  attitude 

about  fitting  specially  trained 
nurse  associates  into  their  office 
scheme.  2.  The  tasks  they  would 
delegate  to  the  PXA.  3.  How 
many  would  hire  the  graduate 
of  a PXA  training  program.  4. 
How  many  would  make  their 
offices  available  for  training  pur- 
poses. 

methodology 

A four-page  questionnaire  with 
a letter  of  explanation  and  self- 
addressed  envelope  was  mailed 
to  each  of  the  pediatricians  in 
mid-June,  1969.  By  mid  August, 


49  percent  had  been  returned. 
Because  the  responses  were  re- 
turned anon\  mouslv,  we  had  no 
way  of  determining  the  number 
of  non-responses  that  were  due 
to  vacations  during  these  months. 

The  respondents  were  asked  to 
indicate  which  of  a list  of  54 
specific  tasks,  selected  as  being 
representati\e  rather  than  in- 
clusive, they  would  delegate  to 
a specially  trained  nurse.  Re- 
sponses were  tallied  as  percent- 
ages of  those  responding.  Sim- 
ilarly, the  responses  to  questions 
about  sen  ing  as  preceptors  for 
training  and  about  hiring  a PXA 
were  tallied  as  percentages  (X  = 
49). 

results 

Table  1 shows  that  the  major- 
it\'  of  respondents  indicated  that 
a nurse  could  perform  most  of 
the  listed  tasks,  such  as  taking 
histories,  giving  parents  advice 
about  feeding,  discipline,  and 
playing,  and  deciding  when  im- 
munizations were  to  be  given. 
Expansion  of  routine  services  to 
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TABLE  1 

Percentage  Approval  Of  General  Tasks  For  Delegation 


Percentage  Approval 


Over  90 


80  - 90 


70  - 79 


60  - 69 


50  - 59 


40  - 49 


Tasks 

History  (birth;  family  illness;  social). 

Evaluation  and  advice  (bowel  and  bladder 
training;  dental  care;  infant  care). 

Immunization  (decide  when  to  give;  in- 
formation). 

Telephone  advice  (routine  care  and  feeding). 

Developmental  and  psychological  testing. 

History  (past  medical;  present  developmen- 
tal; follow-up  visit). 

Evaluation  and  advice  (feeding;  safety; 
growth  and  development;  minor  behavior 
problems). 

Telephone  (minor  medical  problems). 

Home  visit  (infant  care). 

Minor  medical  treatment  (pinworms;  diaper 
rash;  abrasions;  constipation). 

History  (present  illness). 

Evaluation  and  counseling  (school  age  ad- 
justment). 

Visit  schools. 

Minor  medical  treatment  (colds;  warts;  ath- 
lete’s foot;  digestive  upsets). 

Mothers’  group  discussion  meetings. 

Home  visit  (chronic  illness  follow-up). 

Minor  medical  treatment  (impetigo;  minor 
lacerations;  diarrhea;  chicken  pox;  um- 
bilical hernias). 

Follow  chronic  problems  in  office. 

Home  visit  (acute  illness  follow-up;  adjust- 
ment and  behavior  problems). 

Physical  exam  (skin). 

Minor  medical  treatment  (measles;  mumps). 

Perform  camp  and  school  screening  exams. 

Evaluate  speech  development. 


include  developmental  testing 
(e.g.  Denver  Developmental 
Screening),  home  visits  for  coun- 
seling and  follow-up  care,  and 
parent  group  discussions  could 
also  be  the  responsibility  of  the 
PNA.  Over  half  the  respondents 


would  delegate  office  manage- 
ment of  minor  physical  prob- 
lems, such  as  diaper  rash,  pin- 
worms,  abrasions,  and  impetigo. 

The  physicians  were  skeptical 
about  the  PNA’s  competence  in 
performing  physical  examina- 


tions, Table  2,  and  in  assuming 
responsibility  for  signing  camp 
and  school  forms.  Table  I. 

Seventy-one  pt'rcent  of  the 
respondents  (35  percent  of  the 
total  study  population)  wanted 
to  hire  a nurse  associate,  if  train- 
ed with  a distinct  correlation  to 
their  established  patterns  of  prac- 
tice. Those  who  were  in  partner- 
ship practice  were  more  willing 
to  share  patient  care  tasks  with 
a nurse  than  those  in  solo  prac- 
tice, Table  3.  Likewise,  the  ma- 
jority of  respondents,  73  percent, 
or  36  percent  of  the  total  survey 
population,  were  willing  to  make 
their  offices  available  for  train- 
ing, Table  4. 

physicians'  concerns 

Major  areas  of  concern  were 
expressed  both  in  commentaries 
on  the  questionnaires  and  in 
person  to  us.  These  comments 
provide  salient  evidence  of  the 
variables  involved  in  changing 
modes  of  practice.  The  matter  of 
implementing  task  delegation 
may  be  better  understood  by  the 
following  discussion: 

Parent  acceptance.  What 
would  the  parents  think  about 
the  nurse  doing  some  of  the 
child’s  care?  Anticipating  this 
question,  parents  from  four  pri- 
vate practices  were  asked  their 
opinion  of  the  services  rendered 
and  those  proposed.  The  results 
of  this  mail  survey  showed  that 
those  who  had  heard  about  the 
“nurse  visit”  plan  through  their 
physicians  found  it  more  accept- 
able than  those  who  had  heard 
about  it  via  the  questionnaire.® 
A followup  interview  survey  of 
145  Seattle  mothers  from  private 
pediatric  practices.  Group  Health 
pediatric  practices,  and  public 
well  child  clinics,  disclosed  over- 
whelming acceptance  of  the  de- 
legated care  concept  by  mothers 
in  all  social  class  levels.'^  These 
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TABLE  2 

Percentage  Approval  For  Delegating 
Parts  Of  Physical  Examination 


Aspects  of 

Physical  Examination 
Skin 
Speech 
Genitalia 
Nose 
Throat 
Eyes 

Infant  reflexes 

Rectum 

Ears 

Abdomen 

Chest 


Percentage  Approval 
57 
49 
33 
31 
26 
24 
24 
22 
20 
16 
14 


TABLE  3 

Number  of  Responding  Pediatricians  Willing  to  Employ  a Pediatric 
Nurse  Associate,  According  to  Number  of  Partners  Presently 
Practicing. 


No 


Number  of  Partners 

Yes 

No 

Answer 

Total 

None 

2 

4 

1 

7 

One 

10 

2 

1 

13 

Two 

7 

1 

8 

Three 

12 

2 

2 

16 

Four 

5 

5 

Total  N 

36 

9 

4 

49 

studies,  as  well  as  a recent  de- 
scription of  a pediatric  nurse 
practitioner  working  in  a two- 
man  pediatric  practice  in  Color- 
ado,® demonstrate  that  such  a 
child  health  worker  has  an  ac- 
ceptable role  that  would  not  en- 
counter objection  from  con- 
sumers. 

Quality  of  care.  Would  the 
introduction  of  a paramedical 
person  lessen  the  quality  of  care? 
If  anything,  it  should  enhance 
the  quality  by  having  a warm, 
mature  woman,  skilled  in  child 
care  and  counseling,  who  has 
plenty  of  time  to  spend  with 
parents.  One  means  of  assuring 
quality  care  is  to  select  highly 


motivated  nurses  with  such  char- 
acteristics as  cheerfulness,  social 
awareness,  and  optimism  — valu- 
able assets  for  almost  any  career. 
The  functional  limits  of  the  nurse 
associate  must  be  carefully  de- 
fined bv  her  and  her  physician 
employer,  after  she  has  achieved 
a certain  level  of  competence.  It 
will  be  imperative  for  the  pedia- 
trician to  provide  supervision 
and  support  as  she  develops  con- 
fidence in  her  role  and  moves  to 
a high  performance  level.  Formal 
in-service  training  for  pediatric 
nurse  associates  from  various 
practices  and  community  settings 
can  also  contribute  to  the  estab- 
lishment of  quality  care.  Further- 
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more,  the  graduate  of  the  pro- 
posed training  program  will  be 
evaluated  on  her  performance, 
and  will  be  allowed  to  work 
only  if  she  is  functioning  at  a 
high  skill  level. 

Added  night  calls.  A third  ob- 
jection to  this  innovation  is  the 
possibility  of  increased  volume 
in  night,  weekend,  and  emergen- 
cy care,  due  to  the  increased 
number  of  children  for  whom 
responsibility  will  be  assumed 
as  the  practice  grows.  The  rat 
race  phenomenon  can  be  averted 
by  forming  rotation  plans  with 
other  pediatricians  in  the  same 
area  for  night  calls,  and  even  for 
nursery  visits.  At  least,  one  could 
limit  his  nursen-  visits  to  one 
hospital.  Group  Health  Coopera- 
tive of  Puget  Sound  has  demon- 
strated that  having  nurses  handle 
telephone  queries  round-the- 
clock  has  reduced  the  number  of 
pediatricians’  night  and  emergen- 
cy calls.®  The  fear  of  increased 
night  load  has  been  determined 
to  be  unfounded  bv  those  who 
have  utilized  a pediatric  assist- 
ant-tvpe  of  worker:  Crook  in 
Tennessee;*®  Austin  in  Califor- 
nia;** Fraser  and  Schiff  in  Color- 
ado;® Skinner  in  Washington® 
and,  Peebles  in  Massachusetts. *2 
Medical-legal  liability.  The 
added  malpractice  responsibility 
is  another  area  of  physician  con- 
cern. Writing  in  the  July,  1969, 
Pharos,  Eli  Bernzweig  stated: 

The  need  for  expansion  of  the 
professional  productivity  of  phy- 
sicians seems  certain  to  continue 
but  the  legality  of  delegating 
medical  functions  to  nurses  and 
auxiliary  health  personnel  is  by 
no  means  clear.  . . . Until  the 
issue  of  delegations  is  resolved, 
physicians  face  the  prospect  of 
malpractice  claims  premised  on 
the  illegal  delegation  of  medical 
functions  or  the  failure  to  exer- 
cise the  degree  of  supervision 
necessary  to  legitimize  such  dele- 
gations.*® 


TABLE  4 

Number  of  Responding  Pediatricians  Willing  to  Be  Preceptors 
According  to  Number  of  Partners  Presently  Practicing 


Number  of  Partners 

Yes 

No 

No 

Answer 

Total 

None 

1 

5 

1 

7 

One 

12 

1 

13 

Two 

7 

1 

8 

Three 

11 

3 

2 

16 

Four 

4 

1 

5 

Total  N 

35 

10 

4 

49 

There  is  in  existence  a body 
of  law  covering  the  delegation 
of  medical  tasks  to  properly 
trained  and  qualified  personnel 
under  physician  supervision.  The 
standard  of  practice  of  the  com- 
munitv  will  take  cognizance  of 
the  fact  that  physician  shortages 
require  delegation  of  tasks  but 
only  within  those  restrictions. 
The  Executive  Board  of  the 
American  Academv  of  Pediatrics 
has  made  public  statements  to 
the  effect  that  such  delegation 
is  permissable,  thus  broadening 
this  concept  of  the  standard  of 
practice.  The  Manpower  Com- 
mittee of  the  Council  on  Pedi- 
atric Practice  of  the  Academy 
anticipates  no  difficulties  pro- 
vided that  the  twin  standards  of 
adequate  training  and  proper 
supervision  are  applied. 

When  these  standards  have 
been  observed  there  has  been 
found  no  evidence  of  malprac- 
tice problems  where  specific- 
tasks  have  been  delegated  to 
nurses.®"*^  The  nurse  is  permitted 
to  function  within  the  limits  of 
her  license  and  can  protect  her- 
self, for  a nominal  fee,  with  ad- 
ditional coverage  on  her  phy- 
sician-employer’s insurance  poli- 
cy. Ethically,  the  nurse  is  re- 
sponsible for  her  own  adherence 
to  nursing  standards  and  must 


personally  bear  the  consequenees 
of  deviation  from  those  stand- 
ards and  from  the  direction  of 
her  physician-employer. 

Concern  remains  that  the  nurse 
clinician  who  functions  in  an 
i.solated  situation  without  direct 
supervision  of  a physician  may 
be  violating  medical  practice 
acts.  Such  independent  action  is 
not  a part  of  the  current  pro- 
posal. 

Office  space.  The  added  staff 
member  (PNA)  will  require  an 
additional  working  room.  One 
solution  is  to  have  the  PNA  see 
children  at  times  when  the  phy- 
sician is  not  in  the  office,  though 
this  would  decrease  her  working 
time  considerablv.  Also,  many 
nurses  would  prefer  to  have  a 
backup  resource,  the  physician, 
available  for  consultation.  How- 
ever, she  may  be  able  to  spend 
the  time  during  which  the  phy- 
sician is  in  the  office  in  home 
visiting  activities. 

Fee  structure.  The  question  of 
establishing  a fee  structure  for 
nurse  services  arises  with  the 
delegation  of  care.  The  Judical 
Council  of  the  American  Medical 
Association  was  quoted  in  the 
AM  A News  of  June  16,  1969,  as 
stating  that  a physician  “is  not 
engaged  in  a commercial  enter- 


prise and  he  should  not  make  a 
mark-up  commission  or  profit 
on  the  services  rendered  bv 
others.’’*^  The  answer  to  this  is 
that  fees  charged  for  the  nurse’s 
services  should  be  established 
to  cover  her  salarv  expense,  other 
office  overhead  expense,  and  an 
increment  for  the  physician’s 
supervision  and  liability.  As 
among  physicians,  fees  will  vary 
according  to  the  service  render- 
ed, the  time  spent,  and  the  pre- 
vailing fees  in  the  community 
for  like  services. 

Qualitative  studies  will  help 
identify  the  differences  in  visit 
content  and  time,  between  phy- 
sician and  pediatric  nurse  asso- 
ciate. A system  such  as  the  Rela- 
tive Value  Studv  can  be  used  to 
code  the  services. 

The  nurse  will  not  bill  directly 
for  her  services;  rather  the  phy- 
sician will  bill  for  all  profession- 
al services  including  those  ren- 
dered by  his  subordinates. 

Doctor-patient  relationship.  A 
more  subtle  objection  to  dele- 
gated care  was  voiced  by  some 
physicians  who  had  found  per- 
sonal fulfillment  in  involvement 
in  patients’  total  care.  They  con- 
template with  dismay  sharing 
of  this  role  with  any  other  per- 
son. They  were  taught  whole 
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patient  care  in  medical  school 
and  in  post-graduate  training. 
Onlv  recently  have  medical 
schools  begun  to  promote  a team 
approach  to  patient  care. 

Ho\ve\er,  most  respondents 
indicated  their  readiness  to  per- 
mit a \vell-super\  ised,  well-quali- 
fied nurse  associate  to  provide 
manv  well-child  services  and 
minor  sick-child  services.  As  a 
result  thev  anticipate  less  time 
to  be  spent  in  routine  and  re- 
petitive mother  guidance,  per- 
mitting more  time  for  applica- 
tion of  their  own,  highlv  de- 
veloped skills.  When  the  re- 
sponsibilities of  practice  are  di- 
vided according  to  the  skills 
required,  patients  and  their  par- 
ents develop  appropriate  re- 
lationships with  each  member 
of  the  team.  The  advantages 
cited  have  been  confirmed  by 
pediatricians  who  have  worked 
this  way  for  years. 

conclusion 

There  is  no  longer  anv  doubt 
that  medical  serv  ices  will  have 
to  be  stretched  to  meet  the  de- 
mands of  a larger  public  entitled 


to  more  than  mere  e.xistence 
levels  of  health.  It  is  certain  that 
the  phvsician  himself  cannot  be 
stretched  much  more.^^  There- 
fore, an  obvious  alternati^■e  is  to 
get  more  production  out  of  para- 
medical personnel.  Nurses  em- 
ployed in  pediatrician’s  offices 
are  not  using  all  of  the  skills  in 
which  thev  have  been  trained 
but,  instead,  are  functioning  as 
good  “phvsicians’  assistants.” 
They  can  be  trained  for  such 
duties  in  six  months.  Further- 
more, there  are  some  7,000  unem- 
ployed, registerednurses  in^^’ash- 
ington  State  alone  whose  talents 
are  not  being  utilized.^®  These 
women  are  the  logical  group  to 
incorporate  into  the  existing 
medical  care  svstem,  so  as  to 
free  the  phvsician  from  such 
nursing  functions  as  telling  the 
mother  when  to  start  carrots. 
Assuming  that  these  nurses  will 
need  a special  course  to  re-orient 
them  to  assuming  more  inde- 
pendent functions  in  child  care, 
it  will  be  up  to  the  phvsician  to 
run  with  the  ball,  fortified  bv 
clear  understanding  of  the  asset 
a good  nurse  can  be  in  providing 


care  for  a greater  number  of 
children. 

In  conclusion,  from  this  sur- 
vey of  101  practicing  prediatric- 
ians  on  the  Seattle  Pediatric 
Society  mailing  list,  we  can  de- 
termine that  at  least  half  of  them 
are  interested  in  the  innovation 
of  delegated  pediatric  care.  Real- 
izing that  most  of  them  have 
had  limited  experience  with  shar- 
ing patient  care  tasks,  we  can 
presume  that  we  were  measur- 
ing attitudes,  which  would  likelv 
change  following  e.xperimenta- 
tion  with  application  of  the  idea. 
We  must  begin  with  the  positive 
attitudes  shown  in  this  survev, 
which  can  be  identified  as:  1. 
Willingness  to  delegate  many  of 
the  routine  and  repetitive  patient 
care  tasks.  2.  Willingness  to  dele- 
gate care  and  management  of 
minor  medical  conditions.  3. 
Willingness  to  train  a nurse  as- 
sociate. 4.  Willingness  to  hire 
such  a trained  nurse. 

Group  Health 
Cooperative  of  Puget  Sound 
(98102) 
(Miss  Petterson) 
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Aortocoronary  Bypass  Vein  Grafts: 
Angiographic  and  Clinical  Results 

at  One  Year 

LESTER  R.  SAUVAGE,  M.D. /GORDON  A.  LOGAN,  M.D.  /STEPHEN  J.  WOOD,  M.D. 

Seattle,  Washington 


Three  men,  previously  crippled  by  myocardial  ischemia,  re- 
turned to  heavy  work  after  aortocoronary  bypass  grafts,  using  seg- 
ments of  saphenous  veins.  After  one  year,  angiograms  demon- 
strated patency  of  the  grafts  and  good  coronary  circulation.  The 
authors  urge  conservation  of  saphenous  veins  for  possible  use  as 
life-saving  grafts. 


Fig.  1 Illustration  to  show  bypass  saphenous  vein  autograft 
from  ascending  aorta  to  anterior  descending  branch  of  left 
coronary  artery  beyond  area  of  obstruction. 


Coronary  artery  disease  is 
the  most  frequent  cause  of 
death  in  western  civilization. 
Prevention  is  better  than  at- 
tempts at  cure,  but  until  the  pre- 
vention of  atherosclerosis  is  a 
practical  reality,  there  will  re- 
main a great  number  of  patients 
who  will  die  prematurely  be- 
cause of  ischemic  heart  disease. 

Surgeons  have  long  had  an  in- 
terest in  this  field.  Many  indi- 
rect attempts  have  been  made  to 
improve  blood  supply  to  the 
heart.  Of  these  the  internal  mam- 
maiy  implant  of  \'ineberg  has 
been  the  best.  Yet  this  procedure 
leaves  much  to  be  desired  as 
benefit  is  delayed  (weeks  to 
months)  and  the  amount  of  ben- 
efit the  procedure  is  capable  of 
delivering  is  relatively  small. 

Dr.  Sauvage  is  Chairman  of  Ihe  De- 
partment of  Surgery,  Providence  Hospital, 
Seattle. 


Dr.  Wood  is  Assistant  Director  of  the 
Reconstructive  Cardiovascular  Research 
Center,  Providence  Hospital,  Seattle. 


Dr.  Logan  is  Chief  of  the  Heart  Center, 
Providence  Hospital,  Seattle. 


From  the  Reconstructive  Cardiovascular 
Research  Laboratory  and  The  Heart  Center, 
Providence  Hospital  and  the  Department  of 
Surgery,  University  of  Washington,  Seattle. 


On  the  other  hand,  direct  sur- 
gery upon  the  coronary  arteries 
has  the  advantage  of  giving  ma- 
jor benefit  immediately.  Of  the 
various  procedures  that  have 
been  tried,  bypass  autologous 
vein  grafts  to  the  open  distal 
coronary  bed  are  unquestion- 
ably the  best.  Figure  1.  The  ini- 
tial experimental  work  with  by- 
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pass  venous  aortocoronary  grafts 
was  reported  by  us  in  1963,' >2 
and  a long-term  follow-up  of 
this  work  was  presented  at  the 
April  1968  meeting  of  The  Amer- 
ican Association  for  Thoracic 
Surgery  .3 

Recently  aortocoronary  by- 
pass saphenous  vein  autografts 
have  found  wide  clinical  use.^"® 


Fig.  2 Postoperative  coronary  angiogram  at  13  months  in 
40  year  old  white  man  showing  patent  bypass  aortocoronary 
graft  to  diagonal  branch  of  anterior  descending  division  of 
left  coronary  artery.  Note  good  filling  of  entire  anterior  des- 
cending bed  by  inflow  from  the  graft. 


In  this  paper  we  are  reporting 
the  clinical  results  and  one-year 
angiographic  findings  in  our  first 
three  patients  with  such  grafts. 

CASE  REPORTS 

Case  J . A 40  year  old  white  man 
presented  with  increasing  angina 
that  was  so  severe  as  to  prevent  his 
continuing  work  as  a sawmill  labor- 
er. Coronary  arteriography  was 
performed  on  the  15th  of  .\pril, 
1968.  There  was  a discrete,  local- 
ized narrowing  in  the  left  main 
coronary  artery  about  1 cm  from 
its  origin.  The  circumflex  branch 
of  the  left  coronary  had  a localized 
area  of  narrowing  near  its  origin. 
The  anterior  descending  branch 
of  the  left  coronary  was  narrowed 
in  its  proximal  portion.  A small  di- 
agonal branch  that  arose  from  the 
left  main  coronary  artery  was  dif- 
fusely narrowed.  There  were  scat- 
tered areas  of  narrowing  in  the 
right  coronary.  The  left  ventricle 
had  good  contractility. 

On  August  6,  1968  a bypass, 
saphenous  vein  graft  was  placed 
from  the  ascending  aorta  to  a di- 
agonal branch  of  the  anterior  de- 
scending coronary.  Extracorporeal 
circulation  was  not  employed.  It 
was  supposed  that  the  branch  chos- 
en for  anastomosis  was  the  anterior 
descending  coronary.  At  the  time 
of  surgery  this  was  very  small 
(about  2 mm  in  diameter).  Sub- 
sequent studies  indicated  that  this 
vessel  was  but  a branch  of  the  an- 
terior descending  coronary  artery. 
Since  we  did  not  find  the  main  ves- 
sel, we  now  believe  that  the  ante- 
rior descending  was  located  in  an 
intramyocardial  position.  The  pa- 
tient stood  the  operation  very  well 
and  was  discharged  on  the  11th 
day  in  good  condition.  He  returned 
to  work  in  a few  months  and  has 
remained  completely  asymptomat- 
ic at  full-time  work  as  a sawnnill 
laborer. 

On  September  15,  1969  (13 
months  postoperatively)  follow-up 
coronary  angiograms  revealed  a 
widely  patent  bypass  graft  to  the 
small  diagonal  branch  of  the  an- 
terior descending  branch  of  the 
left  coronary  with  excellent  filling 
of  the  coronary  bed.  Figure  2.  The 
patient  has  continued  in  excellent 
condition  to  the  time  of  this  writ- 
ing (20  months). 


Case  2.  A 57  year  old  white  man 
presented  with  disabling  angina 
that  prevented  him  from  continu- 
ing work  as  a farm  laborer.  On  the 
25th  of  November,  1968,  coronary 
angiograms  were  carried  out  and 
revealed  marked  localized  stenosis 
of  the  anterior  descending  branch 
at  its  origin  from  the  left  main 
coronary  artery.  Figure  3A.  There 
was  no  significant  disease  else- 
where. The  contractility  of  the  left 
ventricle  was  good.  On  December 
20,  1968,  through  a midline  sternot- 
omy, using  cardiopulmonary  by- 
pass, a saphenous  vein  autograft 
was  placed  from  the  side  of  the  as- 
cending aorta  to  the  side  of  the  mid- 
anterior  descending  branch  of  the 
left  coronary  artery.  The  patient 
tolerated  the  procedure  well  and 
was  discharged  on  the  16th  day. 
He  made  an  excellent  recovery  and 
has  returned  to  full  time  farm  labor 
without  any  symptoms.  On  No- 
vember 3,  1969  (10/2  months  post- 
operatively) follow-up  coronary 
angiograms  revealed  the  bypass 
graft  to  the  anterior  descending 
coronary  artery  to  be  nicely  pat- 
ent, Figure  3B.  This  patient  has 
continued  in  excellent  condition  to 
the  time  of  this  writing  (16  months). 


Case  3.  A 51  year  old  white  man 
presented  with  increasing  angina 
that  prevented  him  from  continu- 
ing work  as  a machinist.  Coronary 
angiograms  were  performed  on  No- 
vember 15,  1968.  These  revealed  a 
high-grade  stenosis  of  the  anterior 
descending  branch  of  the  left  coro- 
nary artery  located  over  a 5 mm 
length,  1.5  cm  from  its  origin.  Fig- 
ure 4A.  The  coronary  circulation 
was  otherwise  satisfactory.  There 
was  good  ventricular  contractility. 
On  December  10,  1968,  through  a 
midline  sternotomy,  with  the  aid  of 
extracorporeal  circulation,  a saph- 
enous vein  autograft  was  placed 
from  the  ascending  aorta  to  the  side 
of  the  anterior  descending  branch 
of  the  left  coronary  artery  beyond 
the  area  of  obstruction.  The  patient 
was  discharged  from  the  hospital 
on  the  14th  day  and  was  able  to  re- 
turn to  full-time  work  approximate- 
ly three  months  postoperatively. 
He  has  continued  in  excellent  con- 
dition at  his  former  occupation  as  a 
machinist  without  any  symptoms. 
On  the  follow-up  angiography  (13 
months  postoperatively)  the  by- 
pass graft  was  demonstrated  to  be 
perfectly  patent  with  an  excellent 
fill  of  the  anterior  descending  dis- 
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Fig.  3 Pre-  and  postoperative  coronary  angiograms  in  57  year  old  white  man.  A.  Preoperative  study  showing  marked  nar- 
rowing of  origin  of  anterior  descending  branch  of  left  coronary  artery.  B.  Postoperative  study  at  10‘/2  months  showing 
patent  bypass  aortocoronary  graft  to  mid-portion  of  anterior  descending  branch  of  left  coronary  with  excellent  filling  of  the 
coronary  bed. 


Fig.  4 Pre-  and  postoperative  coronary  angiograms  in  a 51  year  old  white  man.  A.  Preoperative  study  showing  marked 
narrowing  of  proximal  portion  of  the  anterior  descending  branch  of  the  left  coronary  artery.  B.  Postoperative  study  at  13 
months  showing  patent  bypass  aortocoronary  graft  to  mid-portion  of  anterior  descending  branch  of  left  coronary  with  ex- 
cellent filling  of  coronary  bed. 


tribution,  Figure  4B.  This  patient 
has  continued  in  excellent  condi- 
tion (16  months). 

discussion 

Since  no  synthetic  graft  com- 
pares favorably  with  the  saph- 


phenous  for  small  vessel  bypass 
grafting,  this  vein  should  be 
guarded  jealously.  The  presenee 
of  a saphenous  vein  adequate  for 
use  as  a bypass  graft  to  the  eoro- 
nary  artery  could  well  be  a real 
asset  to  any  individual  in  view  of 
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the  frequency  of  coronary  artery 
disease.  Accordingly,  we  suggest 
that  venograms  should  be  em- 
ployed frequently  in  the  evalu- 
ation of  patients  for  varicose 
vein  surgery  in  order  to  ascer- 
tain whether  a portion  of  the 


saphenous  system  can  be  re- 
tained for  possible  future  use. 

We  believe  it  significant  that 
each  of  the  implants  in  these 
three  patients  has  been  proven 
patent  at  one  year  and  that  the 
patients  are  back  to  full  time 
heavy  work  and  are  completely 
asymptomatic. 


Size  of  the  recipient  vessels 
suggests  that  the  majority  of  pa- 
tients with  symptomatic  coro- 
nary artery  disease  may  be  given 
very  significant  improvement  bv 
this  new  method  of  treatment. 
Ability  of  the  surgeon  to  treat 
ischemic  heart  disease  has  been 
greatly  increased  by  the  use  of 


aortocoronary  bypass  vein  grafts. 
Many  patients  previously  be- 
yond the  realm  of  effective  aid 
may  now  look  forward  to  a 
promising  future. 

528  18th  Ace. 

(98122) 
(Dr.  Saucage) 
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Present  Indications  for  L-Dopa 
and  Thalamotomy  in  the 
Treatment  of  Parkinson  s Disease 

GEORGE  A.  OJEMANN,M.  D. /ARTHUR  A.  WARD,  JR.,  M.D.,  Seattle,  Washington 


L-Dopa  is  a new,  cjfcctivc  remedy  for  Parkinson  s disease.  It  is  particularly 
indicated  when  major  disability  is  related  to  midline  symptom.s:  occular  signs, 
facial  masking,  speech  and  swallowing  disturbances,  and  disturbance  of  gait 
and  posture.  Its  use  is  frequently  complicated  by  nausea,  vomiting,  and  hypo- 
tension. It  is  relatively  le.ss  effective  against  extremity  tremor.  Improvement  is 
dependent  upon  continuous  use  of  the  drug,  which  at  pre.sent  represents  a 
considerable  economic  drain.  Thalamotomy  is  an  effective  operation  when 
symptoms  are  extremity  tremor,  rigidity  or  bradykinesia.  It  is  not  effective 
against  midline  .symptoms.  Thalamotomy  carries  a low  risk,  especially  when  per- 
formed on  the  nondominant  side  of  the  brain,  and  in  younger,  normotensive 
patients.  In  those  patients,  thalamotomy  offers  significant  chance,  not  only  of 
improving  the  extremity  symptoms,  hut  also  of  having  that  improvement  main- 
tained icithout  fiirther  therapy. 


Advent  of  a new,  effeetive 
. method  of  treatment  ushers 
in  a period  of  reappraisal  of 
other  forms  of  therapy  for  a 
disease.  This  is  done  with  some 
difficulty  during  the  first  flush 
of  enthusiasm  since  the  ultimate 
role  for  any  treatment  is  usually 
not  quite  so  all-encompassing  as 
that  proclaimed  by  its  initial 
prophets.  Thus  introduction  of 
L-Dopa  now  demands  review 
of  the  role  of  thalamic  surgery 
in  Parkinson’s  disease.  Among 
the  many  forms  of  treatment  of 
Parkinson’s  disease  these  two  are 
in  an  effectiveness  class  by  them- 


Dr.  Ojemann  is  Assistant  Professor  of 
the  Department  of  Neurological  Surgery. 
School  of  Medicine,  University  of  Wash- 
ington. 


Dr.  Ward  is  Professor  and  Chairman 
of  the  Department  of  Neurological  Sur- 
gery, School  of  Medicine.  University  of 
Washington. 


selves.  They  are  the  only  ones 
that,  under  certain  favorable 
circumstances,  can  occasionally 
produce  complete  reversal  of  the 
Parkinson  symptoms. 

Parkinson  patients  differ  rath- 
er widely.  For  convenience  in 
classification,  symptoms  in  a 
given  patient  can  be  divided 
into  those  involving  the  extre- 
mities and  those  involving  mid- 
line structures:  eyes,  face,  lips 
and  tongue,  pharynx,  and  truncal 
muscles  concerned  with  general 
body  posture  and  gait.  Either 
midline  or  extremity  symptoms 
are  a mix  of  tremor,  rigidity,  and 
bradykinesia.  The  mix  may  vary 
widely  from  patient  to  patient. 

differing  effects 

Efficacy  of  L-Dopa  is  now 
well  documented.  1-4  In  divided 
doses  of  3 to  8 g daily,  reached 
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by  increments  over  weeks  to 
months,  the  drug  will  produce 
substantial  improvement  in 
about  fifty  percent  of  patients 
with  Parkinson’s  disease  and 
some  improvement  in  an  addi- 
tional twenty-five  percent.  Pre- 
dominant effects  are  on  the  symp- 
toms of  rigidity  and  bradykine- 
sia, whether  they  involve  ex- 
tremity or  midline  structures. 
The  drug  is  less  effective  against 
Parkinsonian  tremor  and  then 
only  in  the  largest  doses. 

The  efficacy  of  ventrolateral 
surgical  thalamic  lesions  in  Par- 
kinsonism is  also  well  documen- 
ted. ^ >6  They  produce  immediate 
relief  of  tremor  and  rigidity 
in  the  contralateral  extremity 
in  about  nintey  percent  of  pa- 
tients. Although  it  has  been  com- 
monly accepted  that  bradykine- 
sia is  little  altered  by  thalamoto- 
my, it  has  been  our  experience 


Fig.  1.  Signature  of  patient  with  R upper  extremity  tremor, 
rigidity  and  bradykinesia:  A.  one  day  before  L ventrolateral 
thalamotomy,  B.  10  weeks  after  operation. 


that  some  element  of  improve- 
ment in  bradvkinesia  (as  meas- 
ured by  finger  dexterity)  occurs 
in  about  seventy  percent.  Oc- 
casionally this  improvement  may 
even  extend  to  improvement  in 
handwriting,  as  illustrated  in 
Figure  1.  (Impairment  of  hand- 
writing in  large  measure,  fol- 
lows bradykinesia.)'  Function  in 
the  extremity’  ipsilateral  to 
thalamotomy  is  not  usually  al- 
tered. And  ventrolateral  thala- 
mic lesions  usually  produce  no 
alteration  in  midline  symptoms. 

Thus,  on  the  basis  of  acute 
effects,  we  can  already  identify 
differing  roles  for  L-Dopa  and 
thalamotomy.  Patients  with  pre- 
dominantly midline  symptoms 
are  candidates  for  L-Dopa  ther- 
apy while  patients  with  extre- 
mity tremor  as  their  major  symp- 
tom seem  to  be  preferential  can- 
didates for  surgery. 

long  term  results 

.additional  separation  of  the 
roles  of  these  two  approaches  to 
Parkinsonism  are  found  in  long 
term  results,  .although  L-Dopa 
therapy  has  been  undergoing  ex- 
tensive trials  for  only  a few  years, 
it  has  become  clear  that  continu- 
ing benefit  requires  continual 
use  of  the  drug.  In  all  studies, 
symptoms  have  recurred  follow- 
ing withdrawal  of  the  drug.  They 
are  usually  back  to  pretreatment 
status  in  a period  of  several  days 
to  a week.'’2>4  Maximum  relief 
has  been  reported,  in  one  study, 
to  occur  within  several  weeks  of 
achieving  the  planned  dose.^ 
Others  have  noted  continuing 
improvement  for  as  much  as  3 to 
4 months  on  the  maximum  toler- 
ated dose.^ 

W'e  have  evaluated  the  long 
term  results  of  ventrolateral  thal- 
amotomies carried  out  bv  one  of 
us  (.\..\.\V.)  prior  to  1963.  This 
series  encompasses  47  thalamot- 


omies in  39  patients  followed  for 
a minimum  of  1 year,  with  an 
average  follow-up  of  4)i  years, 
the  longest  being  10  years.  Ex- 
tremity function  in  these  patients 
was  judged  on  a 0 to  3 -I-  scale 
for  each  of  tremor,  rigidity,  and 
bradykinesia.  Comparison  of 
contralateral  extremity  function 
immediately  prior  to  thalamot- 
omy, and  on  the  last  visit  in 
follow-up,  showed  improvement 
in  function  in  86  percent  of  the 
patients,  while  in  the  remaining 
14  percent  the  function  was 
either  the  same  or  worse.  During 
the  same  follow-up  period,  man- 
ifestation had  progressed  in  ipsi- 
lateral extremities  in  77  percent 
of  the  patients",  and  midline 
symptoms  had  progressed  in 
most,  but  not  all.  In  the  sub- 
group of  these  patients  who  had 
been  followed  over  5 years  (19 
thalamotomies  in  14  patients 
followed  an  average  of  7.2  years), 
77  percent  retained  better  func- 
tion in  the  contralateral  extremity 
on  the  last  visit,  than  prior  to 
thalamotomy.  Thus,  insofar  as 
contralateral  extremitv  function 
is  concerned,  the  vast  majority 
of  patients  retained  at  least  some 
improvement  long  after  thala- 
motomy. 

We  have  also  been  interested 
in  the  extent  to  which  improve- 


*Patients  who  had  a subsequent  thalamot- 
omy on  the  second  side  are  excluded  from 
this  computation. 


ment  occurring  at  the  time  of 
thalamotomy  remains  stable  in 
the  ensuing  years.  In  the  overall 
group  of  patients  function  was 
stable  in  40  percent.  This  repre- 
sents a group  of  18  thalamotomies 
in  as  many  patients.  Seventy  per- 
cent of  these  patients  showed 
progression  of  symptoms  in  the 
ipsilateral  extremitv. 

implications 

This  finding  has  considerable 
theoretical  interest.  A commonly 
accepted  model  for  the  patho- 
physiology of  Parkinson’s  disease 
assumes  that  progression  of  symp- 
toms implies  progressive  patho- 
logic process.®  We  are  very  hard 
pressed  to  account  for  the  long 
period  of  stability  following  a 
static  thalamic  lesion,  if  there  is 
indeed  an  underlying  progres- 
sive pathologic  process.  It  has 
been  suggested  that  there  is  a 
certain  select  group  of  Parkinson 
patients  who  have  an  unusually 
benign  form  of  the  disease  in- 
volving only  one  extremity  with 
little  progression.®  These  are  the 
patients  whose  Parinson  symp- 
toms can  be  totally  relieved  by 
thalamotomy.  However,  most  of 
our  patients  with  stable  contra- 
lateral extremity  symptoms  do 
not  seem  to  fall  into  that  group 
of  Parkinson  patients  because 
their  disease  continues  to  pro- 
gress on  the  opposite  side  and  in 
the  midline.  Rather,  the  under- 
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lying  pathophysiology  of  Parkin- 
sonism may  be  a static  lesion 
which,  insofar  as  the  contralater- 
al extremity  is  concerned,  is 
counterbalanced  by  the  static, 
ventrolateral  thalamic  lesion. 

These  findings  suggest  a sec- 
ond set  of  indications  for  thala- 
motomy as  the  treatment  of 
choice  in  Parkinsonism.  The  pro- 
cedure is  indicated  in  patients 
who  have  the  onset  of  extremity 
symptoms  at  a relatively  young 
age.  Treating  this  group  of  pa- 
tients with  L-Dopa  entails  com- 
mitment to  a lifetime  of  drug 
therapy  which,  in  our  present 
state  of  knowledge,  carries  an 
unknown  risk,  and  significant 
economic  consequences.®'’  Thal- 
amotomy offers  this  patient  the 
opportunity  for  significant  long 
term  improvement,  including  ar- 
rest of  the  disease,  without  fur- 
ther therapy. 

risks 

Unfortunately,  both  forms  of 
therapy  carry  significant  risk. 
Side  effects  of  L-Dopa  are  prin- 
cipally nausea  and  vomiting, 
hypotension,  cardiac  arrhyth- 
mias and  adventitious  move- 
ments of  choreic  nature.  The  L- 
Dopa  induced  nausea  and  vom- 
iting has  been  associated  with 
aspiration  and  death  on  occa- 
sion, the  hypotension  with  sig- 
nificant strokes  and  arrhythmi- 
as, some  fatal.  Nausea  and  vom- 
iting the  the  major  limiting  fac- 
tors. About  ten  to  twenty  per- 
cent of  patients  simply  are  not 
able  to  tolerate  therapeutically 
effective  doses.  The  adventitious 
movements,  which  tend  to  ap- 
pear later  in  therapy,"*  are  rarely 
so  serious  as  to  limit  drug  thera- 
py. Interestingly,  both  in  our 
experience,  and  in  the  reports 

•*At  present  L-Dopa  costs  at  least  14.5^ 
per  half  gram  tablet  — $2.32/day,  $847/year 
for  the  maximal  therapeutic  dose. 


of  others,^  the  adventitious 
movements  tend  not  to  appear 
in  the  extremities  contralateral 
to  a prior  successful  thalamot- 
omy. 

Risks  of  thalamotomy  depend 
on  whether  it  is  done  in  right 
or  left  brain.  The  reported  mor- 
tality from  thalamotomy  in  pa- 
tients who  do  not  have  systolic 
hypertension  is  on  the  order  of  a 
half  percent  or  less.^  Mortality 
is  so  much  higher  with  systolic 
hypertension  that  this  is  gener- 
ally considered  to  be  a contrain- 
dication unless  the  hypertension 
can  be  medically  controlled. 
Morbidity  from  right  brain  uni- 
lateral thalamotomy  is  very  small. 
It  carries  only  a one  to  two  per- 
cent risk  of  any  persisting  dis- 
turbance. Some  element  of  in- 
tellectual impairment  is  occas- 
ionally encountered  in  which 
memory  for  visual-spacial  forms 
may  play  some  role.  Occasional 
transient  hemiparesis  occurs. 
Morbidity  is  higher  for  opera- 
tions on  the  left  brain,  if  domi- 
nant. Transient  aphasia  occurs  in 
up  to  forty  percent  though  it 
nearly  always  clears  in  a few 
weeks.®  Significant,  persistent 
speech  and  verbal  memory  dis- 
turbances occur  in  perhaps  up  to 
ten  percent  of  these  patients, 
particularly  if  the  left  thalamot- 
omy represents  the  second  oper- 
ated side.  Persisting  dysarthria 
and  occasional  aphonia  are  dis- 
turbing complications.  Bilateral 
(but  not  unilateral)  thalamot- 
omies also  carry  a moderate  risk 
(on  the  order  of  about  fifteen 
percent)  of  significant  distur- 
bance of  balance  but  most  of 
these  also  clear  with  time.®  Risk 
of  thalamotomy  is  increased  in 
older  patients  and  in  patients 
with  severe  midline  disease. 

patient  selection 

Thus,  on  the  basis  of  the  risks 
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of  the  thalamic  procedure,  we 
can  also  derive  another  indica- 
tion for  patient  selection.  Pa- 
tients who  are  relatively  young, 
and  for  whom  the  operation  is 
performed  on  the  nondominant 
brain,  carry  a very  small  risk  to 
life  or  function.  Thus,  there  is  a 
group  of  Parkinson  patients  who 
are  disabled  by  predominantly 
extremity  disease  (especially 
tremor)  involving  the  left  side  of 
the  body,  who  are  relatively 
young,  in  whom  thalamotomy 
seems  clearly  to  be  the  treatment 
of  choice.  It  carries  very  low  risk 
and  a significant  chance  of  ar- 
resting symptoms  for  a long 
time.  Patients  with  severe  mid- 
line involvement  clearly  are 
candidates  for  L-Dopa  therapy 
and  not  for  surgery. 

In  the  large  group  of  patients 
who  fall  in  between,  a trial  of 
L-Dopa  therapy  is  warranted, 
with  the  dose  advanced  to  the 
therapeutically  efficacious  range, 
generally  between  3 and  8 grams 
a day,  if  they  are  able  to  toler- 
ate it.  If  they  are  unable  to  tol- 
erate it,  or  if  not  improved  after 
three  or  four  months  on  medica- 
tion, or  maximal  doses,  thala- 
motomy would  seem  to  be  a 
reasonable  consideration,  de- 
pending on  the  details  of  the  in- 
dividual patient’s  symptoms. 

Effectiveness  of  L-Dopa  ther- 
apy in  patients  with  previous 
thalamotomies  also  deserves  con- 
sideration. For  many  patients 
this  combination  may  be  indi- 
cated. Thalamotomy  modifies 
contralateral  extremitv  tremor, 
little  benefited  by  L-Dopa,  but 
does  not  alter  midline  derange- 
ment, where  L-Dopa  is  effective. 
There  are  a number  of  reports  on 
the  efficacy  of  L-Dopa  in  post- 
thalamotomy patients.*’*®’**  As 
reported  by  these  authors,  and  in 
our  experience,  patients  with 
previous  thalamotomy  respond 
to  L-Dopa  in  the  same  way  as 


those  unoperated,  with  the  addi- 
tional benefit  that  thalamotomy 
usuallv  prevents  development  of 
Dopa-induced  abnormal  move- 
ments. 

conclusions 

In  summaiy,  L-Dopa  is  a new 
and  effective  remedy  for  Parkin- 
son’s disease  that  seems  particu- 
larly indicated  when  major  dis- 
abilitv  is  related  to  midline 
symptoms,  occular  signs,  facial 
masking,  speech  and  swallow- 
ing disturbances,  and  disturb- 
ances of  gait  and  posture.  Its  use 
is  associated  with  a number  of 


problems,  principally  nausea, 
vomiting,  and  hypotension. 

Thalamotomy  remains  an  ef- 
fective foiTn  of  treatment  and 
nms  a very  good  chance  of  giv- 
ing long-term,  persisting  im- 
provement in  extremity  tremor, 
and  rigidity  and,  to  a lesser  ex- 
tent, in  bradykinesia.  Since  L- 
Dopa  is  relatiyely  less  effectiye 
against  Parkinson  tremor,  thal- 
amotomy seems  to  be  the  treat- 
ment of  choice  when  that  is  the 
predominant  extremity  symp- 
tom. Thalamotomy  carries  a yery 
small  risk  when  done  on  the 
nondominant  brain  in  younger, 
normotensiye  patients.  Thus, 


thalamotomy  is  especially  indi- 
cated in  patients  whose  disabil- 
ity is  confined  to  left  extremity 

y 

symptoms.  This  is  particularly 
true  in  the  younger  patient  for 
whom  L-Dopa  therapy  inyolyes 
life-long  use  of  the  drug.  Long 
term  effects  of  continuous  use 
are  unknown.  It  inyolyes  per- 
sisting economic  drain,  whereas 
thalamotomy  runs  a significant 
chance  of  arresting  the  progress 
of  extremity  symptoms  with  low 
risk  and  without  further  therapy. 

U.  ofW. 

School  of  Medicine 

(98105) 
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CALORIES  / 7 oz  Serving 


There’s  a soup 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


Beef  Broth 
Consomme 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


68 

69 

70 
76 

115 

116 

132 

133 


for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  it’s  made  by  vOmpOal 


OREGON 


Oregon  Medical  AsSOciation-^yM  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Robert  L.  Hare,  M.D.,  Portland 

SECY-TREAS.  DoiiaUI  F.  Kelhf,  M.D.,  Portland 

EXECUTIVE  DIRECTOR  Mr.  Rohot  L.  Dcmedde,  Portland 


Goal  72 


The  new  seven  story  basic  science  building  along  with  the  new’  hospital  wing  now  under  construction  will 
permit  the  school  to  enroll  116  additional  medical  students. 


University  of  Oregon  Medical  School  has  started 
a program  to  secure  funds  from  private  sources  to 
ecjuip  two  buildings  currently  under  construction  on 
campus. 

One  a nine-story,  115-bed  addition  to  the  teaching 
hospital  and  the  other  a seven-story  basic  science 


building  were  provided  in  1967  by  State  and  Federal 
matching  funds.  Scheduled  for  completion  in  the 
spring  of  1972  these  two  buildings  may  be  without 
necessary  equipment  unless  further  funds  can  be 
raised. 

The  program,  titled  Goal  72  needs  to  raise  $535,000 
to  provide  minimum  equipment  needed. 
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Merger  Announced 

On  January  1,  1971  the  merging  of  Good  Samari- 
tan Hospital  and  Medical  Center  and  the  Rehabili- 
tation Institute  of  Oregon  became  effective. 

During  the  past  two  years  there  has  been  a shar- 
ing of  expertise  between  Physical  Medicine  and 
Stroke  Rehabilitation  with  staffs  of  both  Institution 
participating. 

The  objective  of  the  merger  is  for  consolidation  of 
facilities  into  a single  organization  insuring  health 
care  service  at  a lower  cost  than  would  be  possible 
as  individual  hospitals. 


Two  Part  Series  to  Begin 

Good  Samaritan  Hospital  and  Medical  Center  is 
sponsoring  a series  of  programs  entitled  Adolescence 
and  Its  Problems.  The  two  part  series  will  take  place 
February  24  and  April  16  in  the  Portland  Civic 
Auditorium. 

The  guest  speakers  are  Haim  Ginott,  Ed.  D.  a 
clinical  psychologist,  and  Rudolf  Dreikurs,  a psychi- 
atrist and  Director  of  the  Alfred  Adler  Institute  in 
Chicago. 

Tickets  may  be  obtained  from  the  Department  of 
Medical  Education  at  Good  Samaritan  Hospital  and 
Medical  Center,  1015  NW  22nd  Ave.,  Portland, 
Oregon.  Cost  will  be  $3.50  for  either  program  or 
$6.00  for  both. 


PROGRAM 


Part  I 

February  24, 1971 

9:00-10:00  A.M.  The  Nuclear  Family: 
A Critical  Mass 
George  Saslow,  M.D. 

10:00-11:00  A.M.  How  To  Drive  Your 
Children  Sane 

Haim  Ginott,  Ed.  D. 


11:20-12:00  M. 


2:00-3:00  P.M. 


3:00-4:00  P.M. 


Dear  Dr.  Ginott 

Haim  Ginott,  Ed.  D. 

Feeling  In  The  Family:  Role 
to  Role  or  Person  to  Person? 
Robert  Crosby,  M.A. 

Here  and  Now:  What  Did 
We  Learn?  What  Can  We 
Change? 

George  Saslow,  M.D. 


Part  II 

April  16, 1971 

9:00-9:30  A.M.  Juvenile  Delinquency  - An 
Overview 
Kenneth  Polk,  Ph.D. 

9:30-10:45  A.M.  Juvenile  Delinquency  - A 
Cultural  Disease 

Rudolf  Dreikurs,  M.D. 


11:00-12:15  P.M.  How  Did  That  Grab  You? 

Perceptions  of  a Pluralistic 
Panel 

P.N.  Lowe,  Ed.  D. 

Police  Lieutenant  Edward  J. 
Carney 

Don  A.  Miller,  M.S.W. 

Art  Pearl,  Ph.D. 

Elizabeth  Preston,  J.D. 

Robert  Schwartz,  M.A. 


2:00-3:30  P.M.  Logical  Consequences 

Rudolf  Dreikurs,  M.D. 

3:30  P.M.  The  System:  Focus  on 

the  Future 
George  Saslow,  M.D. 
Rudolf  Dreikurs,  M.D. 
Neil  Goldschmidt,  J.D. 
Judge  Harlow  Lenon 
Kenneth  Polk,  Ph.D. 


Oregon  news  continued  on  page  110 


INEQUALITY 

1 never  quarreled  with  the  Creator  for  developing  man  in  infinite  variety.  In  an  econo- 
mic sense,  1 know  that  differences  are  essential  for  a highly  sophisticated  capitalistic 
society  in  which  specialized  workers  give  employment  to  one  another  by  exchanging  the 
products  of  their  day’s  labor.  If  we  all  had  precisely  the  same  bent,  the  opportunity  for 
give  and  take  at  the  marketplace  would  be  nil. 

Merryle  Stanley  Rukeyser,  in  the 
Freeman,  November  1970 
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Efudex^ 

(fluorouracil) 

cream/solution 


In  the  treatment  of  [ 

solar/actinic  keratoses-1 

An  alternative  f 

to  cold,  fire  and  steel  f 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68  I 

Ten  weeks  after  discontinuance  of  , 
therapy.  All  areas  have  healed  complete' 
Residual  mild  erythema  remains  in  son 
areas.  This  patient  also  had  seborrheic  I 
keratoses  which,  as  expected,  have  not  i 
reacted.  There  is  no  evidence  of  residua, 
lesions  oi  recurrences. 


! 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


alternative 

o conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
pical  alternative  to  cryosurgery,  electrodesiccation 
id  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
Itratoses.  It  is  effective,  comparatively  inexpensive  and 
ipecially  well  suited  for  treatment  of  these  multiple 
Isions.  Important,  too,  is  the  highly  desirable  cosmetic 
(suit.  Clinical  experience  demonstrates  that  treatment 
fith  Efudex  results  in  an  extremely  low  incidence  of 

Iarring. 

dighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
id  strength  used,  complete  involution  occurred  in 
' to  88  per  cent  of  lesions  following  treatment.  The 
te  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
nt  up  to  a year  after  completion  of  therapy.  When 
;w  lesions  appeared,  repeated  courses  of  Efudex 
erapy  proved  effective.* 

Vedictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
Efudex  therapy.  The  response  is  usually  characteris- 
: and  predictable.  After  three  or  four  days  of  treat- 
ent,  erythema  begins  to  appear  in  the  area  of  keratoses, 
lis  is  followed  by  an  intense  inflammatory  response, 
aling  and  occasionally  moderate  tenderness  or  pain. 
ie  height  of  the  inflammatory  reaction  generally  occurs 
JO  weeks  after  the  start  of  therapy,  and  then  begins 
subside  as  treatment  is  stopped.  Within  two  weeks  of 
scontinuing  medication,  the  inflammation  is  usually 
me.  A mild  erythema  may  remain  for  two  or  three 
onths  before  gradually  receding.  Since  this  response 
so  predictable,  lesions  which  do  not  respond 
lould  be  biopsied. 

(wo  strengths— two 
losage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
ith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
irtant  considerations : First,  please  consult  the  com- 
ete  prescribing  information  for  precautions,  warnings 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings : If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

,f.  " ■- 


- 


new 

Bfudex^ 

(fluorouracil) 

cream/solution 


)ata  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


TRUSTEES  HOLD  FIRST  1971  MEETING 


Oregon  Medical  Association  held  its  first  meeting  of  the  Board  of  the 
new  year  on  January  9th  at  Association  Headquarters. 

New  District  Ten  Trustee,  Mark  S.  Kochevar,  Klamath  Falls,  was 
introduced.  Dr.  Kochevar  replaces  the  late  Paul  Sharp,  also  of  Klamath 
F alls . 

The  Board  approved  election  of  Raymond  Adkisson,  Prineville;  and 
M.  W . Hemingway,  Bend,  to  Life  membership  in  the  Association. 

Kenneth  H.  Oakley,  Bend,  was  granted  Active  Emeritus  membership. 

In  other  action,  the  Country  Squire  Motel  north  of  Eugene  was 
selected  as  the  site  for  the  1972  Midyear  meeting  of  the  Oregon  Medical 
Association.  Dates  for  this  meeting  are  April  2-4,  1972.  A request  for 
the  Association  to  act  as  co-sponsor  with  the  American  College  of  Surgeons, 
Conference  on  the  Medical  Aspects  of  Winter  Sports  and  Traffic  Safety, 
March  25-28,  1971,  at  Sun  River  Lodge,  Bend,  was  also  approved. 

Trustees  approved  the  appointment  of  Howard  Kaliher,  Tillamook,  to 
the  Board  of  the  Oregon  Medical  Political  Action  Committee. 

Secretary-Treasurer  Donald  F.  Kelly  presented  an  unaudited  statement 
of  assets  and  liabilities  indicating  that,  as  of  December  31,  1970,  the 
Association  had  a surplus  of  slightly  over  $50,  000.  This  figure  reflected 
anticipated  expenses  chargeable  to  the  1970  fiscal  year. 

The  Board  referred  back  to  the  Committee  on  Health  Manpower  a 
report  which  recommended  the  Association  urge  the  Governor  of  Oregon 
to  grant  appropriate  funds  for  the  continuation  of  the  Health  Manpower 
Intelligence  Facility's  research.  The  Facility,  currently  operating  under  a 
Federal  grant  to  gather  information  regarding  the  State's  health  personnel 
needs,  and  to  determine  methods  whereby  such  needs  might  be  predicted, 
will  not  be  refunded  by  the  U.  S.  Department  of  Health,  Education  and 
Welfare. 

The  Board  felt  that,  regardless  of  the  value  of  the  project,  little  or 
nothing  could  be  done  by  requesting  operating  support  funds  from  the 
Governor  at  the  present  time,  and  that  the  Committee  should  determine 
what  more  accessible  funds  might  be  available. 

The  Report  of  the  Committee  on  Public  Policy  was  approved.  It 
contained  thirteen  legislative  proposals  or  matters.  As  approved  by  the 
Board,  these  proposals  will  be  supported  in  the  1971  State  Legislative 
A s sembly . 

Trustees  adopted  a recommendation  by  the  Committee  on  Publications 
which  read: 

"That  the  Oregon  Medical  Association  adopt  as  policy  the  following 
statement  with  respect  to  the  reporting  of  deaths  by  the  news  media  in 
Oregon  for  inclusion  in  the  revised"Code  of  Cooperation"  between  the 
Oregon  Association  of  Broadcasters,  the  Oregon  Newspaper  Publishers 
Association,  the  Oregon  Association  of  Hospitals  and  the  Oregon  Medical 
A s sociation: 


no 
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Death  of  a patient  is  a matter  of  public  interest  and  may  be 
released  by  the  hospital.  However,  every  effort  should  be  made 
to  notify  next  of  kin  prior  to  publication  or  broadcast  of  such 
item.  If  contact  cannot  be  made  immediately,  the  media  shall 
refrain  from  release  of  the  news  for  a reasonable  time  until 
notification  can  be  accomplished.'  " 

The  "Code"  is  a publication  which  is  periodically  revised  and 
distributed  to  physicians,  hospital  personnel,  and  radio,  television  and 
newspaper  reporters  to  provide  each  with  guidance  in  dealing  with 
professional  relationships  between  them. 

The  recommendation  of  the  Ad  Hoc  Committee  on  Laboratory  Quality 
Control  was  also  approved.  It  asked  the  Association  to  endorse  and 
authorize  the  committee  to  encourage,  by  mail,  membership  use  of  Peer 
Evaluation  Program  for  physicians  official  laboratory  proficiency  testing, 
developed  and  sponsored  by  the  College  of  American  Pathologists. 

The  Board  also  approved  a recommendation  of  the  Committee  on 
Conservation  of  Vision  requesting  the  membership  be  made  aware  of  an 
excellent  new  film  relating  to  amblyopia  screening  procedures.  "Before 
We  Are  Six,"  produced  by  the  National  Society  for  the  Prevention  of 
Blindness,  was  felt  by  the  Committee  as  an  excellent  visual  aid  for  use 
by  physicians  for  their  patients.  ^ 

The  Board  of  Trustees  adopted  the  following  recommendations  of  the 
Public  Policy  Committee  with  respect  to  possible  1971  legislative  proposal 
of  the  Association: 

That,  pursuant  to  House  of  Delegates  action,  legislation  be 
introduced  and  supported  by  OMA  to  permit  a minor  15  years 
of  age  or  older  to  give  legal  consent  for  medical  treatment; 

That,  pursuant  to  House  of  Delegates  action,  legislation  be 
introduced  and  supported  by  OMA  to  delete  Subsection  (1)  of 
ORS  676.  035,  thereby  deleting  the  3 years  of  practice  require- 
ment for  waiver  of  Basic  Science  Examination  in  medical  licensure; 

That,  pursuant  to  House  of  Delegates  action,  legislation  be 
introduced  and  supported  by  OMA  to  delete  the  90th  percentile 
requirement  in  Workmen's  Compensation  physician  fee  law  and 
permit  payment  for  medical  services  be  usual  fee  charged  by 
a vendor  for  similar  service; 

That,  OMA  have  introduced  and  support  legislation  deleting  existing 
language  specifying  the  procedures  to  be  performed  for  pre- 
marital examination  and  directing,  instead,  the  Board  of  Health 
to  specific  tests  and  procedures  to  be  performed  for  detection  of 
communicable  diseases;  bill  also  deletes  statutory  fee  of  $7.  50 
for  examination; 
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You  can't  fell  a redwood 
with  a hatchet 


with  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with;  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


Theragran 

High  Potency  Vitamin  Formula 

Theragiair-M 

High  Potency  Vitamin  Formula  with  Minerals 


.vit  i- 
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SQUIBB 


‘The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 

© E.R.  Squibb  & Sons,  Inc.  1970 
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That,  OMA  have  introduced  and  support  legislation  specifying  that 
written  reports,  notes  or  records  of  medical  utilization  review, 
grievance,  audits  and  peer  review  committees  are  not  admissible 
in  judicial  proceedings; 

That,  OMA  have  introduced  and  support  legislation  amending  ORS 
656.  Z52  (medical  reports  under  Workmen's  Compensation)  to 
prohibit  course  of  action  against  physician  for  submitting  reports 
as  required  by  Workmen's  Compensation  law; 

That,  OMA  have  introduced  and  support  legislation  specifying 
any  advance  payment  to  an  injured  party  in  a malpractice  case, 
is  no  admission  of  liability; 

That,  OMA  have  introduced  and  support  legislation  relating  to 
doctrine  of  res  ipsa  loquitur  directing  judge  to  instruct  jury  or 
plaintiff  of  burden  of  proving  negligence; 

That,  the  action  of  the  House  of  Delegates  (October  1970) 
relating  to  introduction  and  support  of  legislation  to  change  the 
nomenclature  in  State  statutes  of  "dangerous  drugs"  to  "controlled 
drugs"  be  re-referred  to  the  House;  •< 

That,  the  action  of  the  House  of  Delegates  (October  1970)  relating 
to  introduction  and  support  of  legislation  for  Health  Insurance 
Benefit  standards,  be  re-referred  to  the  House  with  the  suggestion 
that  the  Voluntary  Health  Insurance  Committee  be  instructed  to 
develop  a flyer  detailing  the  benefits  for  ideal  health  insurance 
policies  to  be  distributed  to  physicians,  media,  schools  and 
various  organizations  as  a guide  for  purchasing  health  insurance 
for  interested  individuals; 

That,  OMA  play  a "supportive  role"  to  legislation  relating  to 
State  Funds  for  psychiatric  care  in  general  hospitals  (resolution  13, 
October  1970,  House  of  Delegates  directed  development  of  legisla- 
tion) inasmuch  as  Mental  Health  Division  will  pursue  passage  of 
legislation  for  such  funding; 

That,  OMA  support  legislation  requiring  fluoridation  of  domestic 
water  supplies  and  that  the  Oregon  Dental  Association  be  encouraged 
to  initiate  fluoridation  legislation. 

There  being  no  further  old  business,  the  Trustees  heard  short  verbal 
reports  from  Max  H.  Parrott,  Chairman  of  the  Board  of  Trustees  of  the 
American  Medical  A s sociation  relating  to  current  Federal  legislation  of 
interest  to  the  profession,  and  Ernest  T.  Livingstone,  member  of  the 
AMA  Council  on  Legislation. 
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Dr.  Livingstone,  OMA  Representative  to  the  Oregon  Regional  Medical 
Program,  also  reported  on  the  desire  of  some  members  of  the  ORMP 
Board  to  devote  more  regional  grants  to  delivery  systems  for  health  care 
as  opposed  to  the  RMP's  current  emphasis  on  research  and  professional 
education  in  heart,  cancer,  stroke,  and  kidney  disease.  The  Board  asked 
Dr.  Livingstone  to  report  the  Association's  position  that  current  emphasis 
on  research  and  education  of  the  aforementioned  disease  would  be  considere 
most  advantageous  by  the  Oregon  Medical  Association. 

The  Board  was  adjourned  at  4:00  p.  m. 

1970  OMA  CENSUS  DETERMINES 
SOCIETY  DELEGATIONS  FOR  NEW  YEAR 

Official  figures  based  on  a census  of  Oregon  Medical  Association 
membership  on  December  31,  1970,  will  be  used  to  determine  each 
component  society's  representation  in  Association  House  of  Delegates 
sessions  for  1971. 

Total  Association  membership  at  the  end  of  the  year  was  ZZ69,  but 
this  figure  includes  active  emeritus,  associate  emeritus,  affiliate, 
honorary  and  inactive  members,  none  of  whom  count  toward  component 
society  representation  in  OMA  House  determination.  Only  active,  junior, 
associate  and  life  members  are  counted.  Members  in  these  categories 
totaled  Z 1 50. 

A component  society  in  the  Oregon  Medical  Association  is  entitled  to 
one  delegate  for  each  Z5  members  or  major  portion  (13  or  more)  of  Z5. 
However,  each  component  must  have  at  least  one  delegate. 

Organized  specialty  sections  are  also  entitled  to  one  delegate  each. 
Other  voting  members  of  the  House  of  Delegates  include  trustees, 
officers  and  past  presidents. 

Total  delegate-eligible  members  and  their  1971  representation  in  the 
House  for  1971  are  as  follows:  Baker  (1-8),  Benton  (3-65),  Central 

Oregon  (Z-50),  Clackamas  (3-85),  Clatsop  (1-19),  Columbia  (1-6), 

Douglas  (Z-39),  Grant  (1-1),  Hi-Desert  (1-6),  Jackson  (4-91),  Josephine 
(1-Z9),  Klamath  (Z-38),  Lake  (1-5),  Lane  (8-ZlZ),  Lincoln  (1-16),  Linn 
(1-34),  Malheur  (1-ZO),  Marion-Polk  (7-187),  Mid-Columbia  (1-Z7), 
Multnomah  (40-1003),  Southwestern  (Z-51),  Tillamook  (1-10),  Umatilla- 
Morrow  (1-36),  Union  (1-18),  Wallowa  (1-3),  Washington  (3-63), 

Yamhill  (1-Z8). 

Total  component  society  representation  for  1971  OMA  House  of 
Delegates  meetings  will  be  93. 


Please  turn  to  page  118  for 
the  President's  message 
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CROWN  HILL  HOSPITAL 

9010  - I3th  Avenue,  N.W.,  Seattle,  Washington  98107  TEL;  (206)  784-0781 
Medical  Director:  John  B.  Riley,  M.D. 

Administrator:  Marie  Dewey 

Treatment  Program: 

A closed  staff  hospital  whose  individual  staff  members  vary  exceedingly  in 
their  schools  of  thought.  Patients  are  admitted  upon  the  recommendation  of 
a staff  psychiatrist  who  will  be  in  attendance  of  the  patient  needing  care. 
Psychotherapy,  pharmacotherapy  and  electroconvulsive  therapy  are 
employed.  Occupational  therapy  is  maintained  daily. 


Licensed  by: 
Registered  by: 
Accredited  by: 
Certified: 

Year  Opened: 


State  of  Washington 
American  Hospital  Association 
Joint  Commission  on  Accreditation  of  Hospitals 
To  participate  under  Medicare 

1946  No.  Beds:  38  No.  Admissions  Annually : 413 

A proprietary  hospital,  operated  by  a corporation. 


Physical  Description: 

Located  on  the  comer  of  90th  Street  and  1 3th  Avenue,  N.W.  Seattle,  the 
building  is  two  stories  high,  with  automatic  sprinkler  system  throughout. 
There  is  a large  dining  room  for  patients,  a lounge  on  the  second  floor,  and  a 
large  recreation  room  in  the  basement,  with  a large  landscaped  area  at  the 
rear  of  the  building  with  a patio  area. 

Rates: 

Ward  rate,  two,  three  or  four  beds,  $45.00  per  day. 

Private  room,  $50.00  per  day. 

Rates  include  room,  board,  nursing  care. 

Safe  room,  $45.00  per  day. 

Alcoholics  are  charged  $45.00  per  day. 

Extra  charges  for  drugs,  occupational  therapy  material,  and  personal  items. 
Require  payment  of  one  week  in  advance. 

Method  of  Reporting  to  Referring  Physician: 

By  telephone  and  letter. 

Admissions: 

Upon  recommendation  of  a staff  psychiatrist 

Visiting  Regulations: 

Governed  by  the  attending  physician. 
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die  night  shift 
of  depression... 
insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke. 

Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100,  1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme.  Division  of  Merck&Co.,lnc.,  West  Point.  Pa.  19486 
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ROBERT  L.  HARE,  M.D. 


Therapeutics  — 

By  Headline  and  Edict 


Much  has  been  written  in  the  past  few  weeks 
about  the  “Tolbutamide  Affair.”  In  mv  opinion, 
much  more  should  be. 

One  of  our  most  prized  medical  heritages  is  the 
right  of  the  physician  to  select  what  he  considers  to 
he  the  proper  therapy  for  the  individual  patient 
based  on  the  most  widely  accepted  scientific  informa- 
tion availabile.  It  is  my  fear,  and  that  of  many  others, 
that  this  important  concept  is  seriously  threatened. 

Two  events  prior  to  the  present  controversy  were 
particularly  disconcerting.  The  first  was  the  arbitrary 
and  insensitive  handling  of  the  DMSO  problem.  Ad- 
mittedly the  structure  and  controls  over  the  research 
evaluation  of  this  drug  were  far  from  ideal,  and  the 
profession’s  awareness  of  this  removed  some  of  the 
sting  from  what  seemed  to  be  an  authoritarian  FDA 
action. 

The  cyclamate  ban  seemed  to  many  of  us  far  less 
justifiable  and  the  approach  more  disturbing.  Here 
a substance  that  had  been  used  for  more  than  20 
years  by  millions  of  patients  with  no  demonstrated 
adverse  effects  other  than  occasional  diarrhea  was 
banned  on  the  basis  of  a reported  tumorigenic  effect 


in  animals  when  given  in  amounts  many  times  that 
ordinarily  used  in  humans.  Again,  extenuating  facts 
were  present.  Substitutes,  although  inferior,  are 
available;  and  cyclamates  have  no  pharmacologic 
action.  Nevertheless,  the  FDA  action  developed  in  a 
series  of  steps  that  were  most  confusing  to  the  pro- 
fession and  to  the  public.  They  were  accompanied  by 
a barrage  in  the  public  press  in  contrast  to  the  scanty 
information  available  in  the  scientific  journals  leading 
to  much  doubt  as  to  the  validity  of  the  action. 

The  tolbutamide  controversy  is  much  more  serious 
and  the  implications  more  frightening. 

The  official  FDA  recommendation  to  the  profes- 
sion that  oral  agents  be  used  only  in  those  patients 
for  whom  “insulin  is  unacceptable  or  impractical” 
is  based  on  a single  University  Group  Diabetes  Study 
which  appears  to  show  a higher  death  rate  from 
cardiovascular  complications  in  those  treated  with 
tolbutamide  than  those  on  diet  alone  or  on  diet  and 
insulin. 

Despite  the  fact  that  these  conclusions  surprisingly 
received  some  support  from  special  committees  of 
the  American  Diabetic  Association  and  the  Council 
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on  Drugs  of  the  AMA,  the  fact  remains  that  this 
study  presents  many  obvious  and  serious  weaknesses, 
has  not  been  confirmed,  is  in  sharp  conflict  with 
many  other  studies  and  the  experience  of  large  seg- 
ment (perhaps  the  majority)  of  diabetologists  over 
the  yearsd 

The  diastrous  consequences  of  this  approach  to 
therapeutics  by  edict  — with  the  abandonment  of 
the  time-honored  unbiased  and  dispassionate  evalu- 
ation of  treatment  modalities  by  responsible  members 
of  the  profession  — are  obvious.  The  insecurity  of 
the  patient  and  the  physician,  the  minimization  of 
the  importance  of  the  treatment  of  adult  onset  di- 
abetes, and  the  threat  of  possible  medical-legal  com- 
plications are  not  lessened  a bit  by  the  FDA’s  reas- 
surance that  “only  recommendations  are  made.’’ 

And  again,  this  highly  important  and  potentially 
controversial  subject  is  ushered  in  by  a series  of  pre- 
mature “leaks  to  the  press”  and  barrage  of  publicity 
which  at  best  can  only  confuse  and  alarm. 

To  me,  the  implications  of  all  of  this  for  our  pro- 
fession are  far  greater  than  whether  oral  agents  will 


be  used  in  diabetes.  Certainly,  we  can,  and  should, 
commend  the  FDA  and  other  regulatory  agencies 
in  their  many  highly  worthwhile  activities.  On  the 
other  hand,  we  must  make  every  possible  ejfort  to  re- 
store the  concept  that  their  actions  must  be  based 
only  on  valid,  confirmed,  scientific  studies  that  have 
been  accepted  by  the  knowledgeable  and  responsible 
members  of  the  profession. 

If  we  cannot  do  this,  I fear  that  our  entire  scientific 
approach  to  the  practice  of  medicine  is  in  jeopardy. 


1 Treatment  of  Diabetes;  (Correspondence)  Northwest  Med 
l;8-9  (January)  1971 
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EQUIPMENT 

LEASING 

Specialists  in  Convalescent  or  General  Hospital  Equipment  and  Professional  Medical  Apparatus 


Call  or  write  . . . 


LOWELL  R.  CHANDLER,  Manager 


AMERICAN  FEDERAL  LEASE  CORP. 

(A  Division  of  Granning  & Treece  Financial  CorpJ 

805  S.  E.  HAWTHORNE  • PORTLAND,  OREGON  97214 
Telephone  (503)  234-0911 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  Seattle,  Washington  98115 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Wolfred  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


Preparations  Under  Way  For  1971 
WSMA  Annual  Meeting 

The  1971  Annual  Meeting  of  the  W'ashington 
State  Medical  Association  will  be  held  in  the  Olym- 
pic Hotel,  Seattle,  September  19-22.  Members  of  the 
Scientific  Program  Committee  are  interested  in  re- 
\ iewing  scientific  papers  as  early  as  possible  so  the 
preliminary  program  format  may  be  established.  Cur- 
rently planned  are  specialty  sessions  in  .Anesthesiolo- 
gy, Dermatology,  EXT,  Internal  Medicine,  General 
Practice,  Ophthalmology,  Orthopedics,  OB-GYX, 
Pediatrics,  Psychiatry  and  Surger\'.  The  scientific 
program  also  will  include  general  sessions,  special 
courses  and  round  table  discussions. 


Official  Call  for  Scientific  Papers 

Physicians  are  invited  to  submit  a brief  two  or 
three  paragraph  abstract,  with  title,  of  the  scientific 
paper  they  w'ould  like  the  Scientific  Program  Com- 
mittee to  consider  for  inclusion  in  the  program.  Ab- 
stracts should  be  sent  to  Joseph  \\'.  Eschbach,  M.D., 
Chairman,  WSMA  Scientific  Program  Committee, 
444  X.E.  Ravenna  Boulevard,  Seattle,  W'ashington 
98115. 

■Abstracts  can  be  received  for  consideration  no  lat- 
er than  April  15,  1971,  as  the  program  committee 
must  complete  the  preliminary  program  early  in 
May.  The  program  committee  will  review  all  ab- 
stracts submitted  and  those  accepted  will  be  sched- 
uled for  presentation  during  specialty  or  general 
sessions. 


Scientific  Exhibit  Applications 
Available 

■Applications  are  now  available  for  scientific  exhib- 
it space  at  the  1971  Washington  State  Medical  .As- 
sociation .Annual  Meeting,  September  19-22.  Exhib- 
its will  be  selected  on  the  basis  of  those  providing 
new  and  useful  techniques  for  practicing  physicians. 
■Applications  for  exhibit  space  may  be  obtained  by 
writing  to  Donald  R.  Silverman,  .M.D.,  Chairman, 
W’SM.A  Scientific  Exhibit  Committee,  444  X.E. 
Ravenna  Boulevard,  Seattle,  W'ashington  98115. 

The  elosing  date  for  the  receipt  of  completed  ap- 
plications is  .April  15,  1971.  The  Scientific  Exhibit 
Committee  will  meet  shortly  thereafter  to  select  ex- 
hibits to  be  shown. 

102nd  Meeting  To  Be  Held 

The  102nd  Meeting  of  the  North  Pacific  Pedi- 
atric Societ)'  will  be  held  at  the  W’ashington  Plaza 
Hotel  in  Seattle,  W’ashington,  March  3-6,  1971.  The 
scientific  chairman  of  the  Meeting  will  be  W’.O.  Rob- 
ertson of  the  University  of  W'ashington  School  of 
Medicine.  The  general  themes  of  the  Meeting  will  be 
Pediatric  Education  and  Infectious  Disease.  .A  ten- 
tative list  of  guest  speakers  includes  Paul  W^ooley, 
Chairman  of  Pediatrics  at  W’ayne  University;  Paul 
Quie,  Professor  of  Pediatrics  at  the  University  of 
■Minnesota;  and  Gerald  Hughes,  Seeretary  of  the 
■Academy’s  Committee  on  Medical  Education.  No 
advance  registration  is  required.  For  infomiation, 
write  to  Donald  Phillips,  209  Doneen  Building, 
Wenatchee,  W'ashington. 

Washington  continued  on  page  124 
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The  concert  was  just  underway, 
When  to  the  conductor's  dismay 


Cramps  and  diarrhea, 


Did  so  quickly  appear. 


The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  Winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job  . . . 

I® 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8V>. 


A'H\ 


[ROBINS 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 


T»  • _1 1 


4«C0Z. 


Robitussin^E 


cleaj*  the  tract 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

Robitussilf 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers” 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs; 


Robitussin^ 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

m 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

ROBITUSSIN-PE® 

m m 

COUGH  CALMERS™  ^ 

1 o 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


AH'OOBINS 


continued  from  page  120 


Seventh  Annual  LeCocq  Lecture 


J.  I.  P.  JAMES 


British  surgeon  and  academician,  J.  I.  P.  James, 
will  be  guest  speaker  at  the  Seventh  Annual  LeCocq 
Lecture  February'  18,  1971  at  8;00  p.m.  at  the 
Washington  Athletic  Club.  He  is  the  orthopedic 
surgeon  in  charge  of  the  Royal  Infirmary,  the  Royal 
Hospital  for  Sick  Children,  and  the  Princess  Mar- 
garet Rose  Orthopaedic  Hospital  in  Edinburgh, 
civilian  consultant  to  the  Royal  Navy,  and  advisor 
in  orthopedic  surgery  for  the  Department  of  Home 
and  Health  in  Scotland. 

Mr.  James  attended  medical  school  at  the  Univ- 


ersity College  and  University  College  Hospital  in 
London,  receiving  his  Licentiate  of  the  Royal  College 
of  Physicians,  M.B.  and  B.S.  degrees  in  1940  and 
M.S.  degree  in  1942. 

He  was  appointed  Assistant  Director  of  the  In- 
stitute for  Orthopaedics  in  1948.  In  this  capacity 
Mr.  James  organized  a Scoliosis  Clinic,  and  a Hand 
Service,  and  from  his  experience  added  classic  publi- 
cations to  world  medical  literature.  In  1958  he  was 
appointed  Professor  of  Orthopaedics,  and  to  the  chair- 
manship at  the  University  of  Edinburgh. 


a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

ACCREDITED  BY  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Give  vour  patients 

rest  from  pain  Empiritf  Compound 

with  Codeine 
Phosphate  gr.l/2,No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warn- 
ing-May be  habit  forming),  Phenacetin  gr.  2 Vi,  Aspirin 
gr.  3 Vi,  Caffeine  gr.  Vi. 


B.  W.  & Co.  narcotic  products  are  Class  “B”,  and  as  such  are  available  on 
oral  prescription,  where  State  law  permits. 


Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


fiU BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,N.Y. 


Safety  isn’t 
everything  in  ai 
antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  tooth  staining  becomes  a matter 
of  consideration. 

Or  the  patient  has  impaired  kidney  function. 

Or  there  is  a potential  for  a severe  allergic  reaction  with 
a penicillin-sensitive  patient. 

There  is  no  guarantee  of  safety,  even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions  are 
extremely  rare.  And  after  18  years,  there  are  no  known 
toxic  effects  on  vital  organs,  bone,  blood,  nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a severe  reaction  with  Erythrocin?  101281 


ERYTHROCIN* 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need 
-the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin* 

(ERYTHROMYCIN,  ABBOH) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL:  In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg./lb./day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg./lb./day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  (1  ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  loiasi 
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IDAHO 


Idaho  Medical  Association-^oy  west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  William  R.  Tregoning,  M.D.,  Boise 

SECRETARY  /.  Govdon  Daiues,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armarxd  L.  Bird,  Boise 
Annual  Meeting,  Jidy  1-5,  1970,  Sun  Valley 


Appointed 

Governor  Cecil  Andrus  has  appointed  the  wife  of 
a Nampa  surgeon  as  his  Executive  Secretary.  She 
is  Mrs.  Sam  C.  Taylor.  Mrs.  Taylor,  long  active  in 
the  Democratic  Party,  served  as  Democratic  Chair- 
man in  Legislative  District  No.  12  and  is  a member 
of  the  Democratic  State  Executive  Committee. 

Mrs.  Taylor  managed  the  Andrus  for  Governor 
Headquarters  in  Boise  during  the  recent  campaign. 
She  is  a member  of  the  Canyon-Nampa  Medical 
Auxiliary  and  the  Woman’s  Auxiliary  to  the  Idaho 
Medical  Association. 

Medical  Societies  Elect  New  Officers 

New  officers  for  the  following  component  medical 
societies  for  the  coming  year  have  been  elected. 

Shoshone  County  Medical  Society:  President; 
Robert  J.  Revelli,  Wallace;  President-Elect:  H.  E. 
Bonebrake,  Kellogg;  Secretary-Treasurer:  E.  |.  Eitz- 
gerald,  Wallace  (re-elected). 

Southwestern  Idaho  District  Medical  Society:  Pres- 
ident; Donald  D.  Price,  Caldwell;  President-Elect: 
Wilfred  E.  Watkins,  Nampa;  Secretary:  Gerald  C. 
Bauman,  Caldwell  (re-elected);  Treasurer;  Robert 
C.  Olding,  Nampa;  Council  Member-at-Large:  R. 
George  Wolff,  Caldwell. 

Delegates:  Gerald  C.  Bauman,  Caldwell;  Wayne 
F.  Allen,  McCall;  Donald  D.  Price,  Caldwell,  terms 
expiring  in  1971.  Jack  R.  Farber,  Nampa;  Harmon  E. 
Holverson,  Emmett;  R.  George  Wolff,  Caldwell, 
terms  expiring  in  1972.  Robert  F.  Malison,  Caldwell; 
John  D.  Ross,  Nampa,  and  John  R.  Nielsen,  Caldwell, 
terms  expiring  in  1973. 

Idaho  Falls  Medical  Society:  President:  Hal  W. 
Davis,  Idaho  Falls;  President-Elect:  Thomas  W. 


Higgs,  Idaho  Falls;  Secretary-Treasurer:  Warren  T. 
Sutton,  Idaho  Falls;  Council  Member-at-Large:  Le- 
land  K.  Krantz,  Idaho  Falls. 

Delegates:  Philip  D.  Affleck;  Warren  T.  Sutton; 
Hal  W.  Davis;  Thomas  W.  Higgs;  Donald  Tl.  Bjom- 
son,  and  G.  Curtis  Waid,  all  of  Idaho  Falls. 

Alternate  Delegates:  Glenn  W.  Corbett;  Lyman 
B.  Knutson;  Reid  H.  Anderson;  Charles  R.  Boge; 
John  B.  Sawver,  and  Kim  O.  Johnson,  all  of  Idaho 
Falls. 

Upper  Snake  River  Medical  Society:  President; 
Zach  A.  Johnson,  Salmon;  Vice-President:  Aldon 
Tall,  Rigby;  Secretary-Treasurer:  A.  Lloyd  Barrott, 
St.  Anthony. 

Delegates:  Zach  A.  Johnson,  Salmon;  Aldon  Tall, 
Rigby. 

Alternate  Delegates:  O.  D.  Hoffman,  Rexburg,  and 
A.  A.  Krueger,  Ashton. 

A number  of  specialty  societies  have  met  recently. 
New  officers  are  as  follows: 

Idaho  Orthopedic  Society:  President:  William  H. 
Woodson,  Twin  Falls;  Secretary-Treasurer;  William 

R.  Tregoning,  Boise;  Delegate;  Keith  A.  Taylor, 
Boise. 

Idaho  Society  of  Ophthalmology:  President;  Terrv 
L.  Hansen,  Pocatello;  President-Elect;  John  D.  Ross, 
Nampa;  Secretary-Treasurer;  Eugene  J.  Baldeck, 
Lewiston;  Delegate:  Roy  Toyama,  Coeur  d’Alene. 

Idaho  Radiological  Society:  President;  David  W. 
Bennett,  Caldwell;  Secretary-Treasurer;  Hugh  P. 
Smith,  Jr.,  Boise;  Delegate:  Paul  B.  Heuston, 

Ketchum. 

Idaho  State  Pediatric  Society:  President:  Robert 

S.  McKean,  Boise;  Secretary-Treasurer:  Bert  T.  Reed, 
Boise;  Delegate;  Robert  S.  McKean,  Boise. 

Idaho  Society  of  Anesthesiologists:  President: 
Charles  D.  Collins,  Idaho  Falls;  Secretary:  Richard  R. 
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Kendrick,  Pocatello;  Delegate:  Robert  D.  Jenkins, 
Boise. 

Idaho  Psychiatric  Society:  President:  Joseph  F. 
Grismer,  Coeur  d’Alene;  President-Elect:  W’illiam 
H.  Cone,  Lewiston;  Secretarv-Treasurer:  Kenneth 
R.  Briggs,  Twin  Falls;  Delegate:  Williiim  H.  Cone, 
Lewiston. 

New  Officers 

The  Boise  \’alley  Chapter  of  the  American  College 
of  Surgeons  recently  held  their  mid-winter  session  in 
Boise  with  an  excellent  attendance  of  members  and 
guests.  New  officers  for  the  coming  year  include: 
President:  John  R.  Nielson,  Caldwell;  President- 
Elect:  Quentin  \\’.  Quickstad,  Boise;  Secretary:  Rob- 
ert F.  Holdren,  Boise  (re-elected);  District  Governor; 
Robert  S.  Smith,  Boise;  Councilors:  Quentin  E.  How- 
ard, 1971,  and  William  R.  Tregoning,  1972,  both  of 
Boise,  and  Arthur  M.  Pahang,  1973,  Caldw'ell. 

The  next  meeting  of  the  group  will  be  in  May, 
1971. 

New  Committee  Announced 

With  the  August  Xew's  Letter,  a list  of  committees 
serving  the  Idaho  Medical  Association  for  1970-71 
was  included.  Last  month  the  new’  Budget  and 
Finance  Committee  w’as  announced.  President  Tre- 
goning reports  two  changes  in  the  association’s  In- 
dustrial .Medical  Committee. 

Russell  Tigert,  Jr.,  Soda  Springs,  has  been  appoint- 
ed Chairman  of  the  Committee,  and  Claude  M’. 
Barrick,  Boise,  radiologist,  has  been  appointed  to 
complete  the  unexpired  term  of  the  late  Quentin 
W.  Mack.  Dr.  Barrick  will  serve  until  1974. 

Physician  Serves  in  VietNam 

Mark  Baum,  Idaho  Falls,  departed  January  8, 
1971,  for  a 60-day  tour  of  dutv  as  a \ olunteer 
Physician  in  Wet  Nam.  Dr.  Baum  will  be  the  fifth 


Idaho  physician  to  serve  under  the  program,  which 
is  administered  by  the  .\merican  Medical  Association. 
Others  who  have  served  are:  James  H.  Stewart, 
Cascade;  W’arren  B.  Ross,  Nampa;  George  B.  Saviers, 
Sun  \’alley,  and  Lauren  M.  Neher,  Jerome,  who 
has  serv’ed  two  tours. 

Board  of  Medicine  Section 

A Temporary  License  w’as  granted  in  November 
to  Joe  E.  McCary,  Caldwell.  Graduate,  Universitv' 
of  \’irginia  School  of  Medicine,  Charlottsville,  June 
1954.  Internship,  Universitv'  of  Iowa  Hospitals,  Iowa 
City,  1955.  Practiced  in  Princeton,  \irginia,  from 
1955  to  present.  Granted  TL-465,  November  27, 
1970.  General  Practice. 

The  Special  Meeting  of  the  Board  of  Medicine  in 
Boise,  November  14  resulted  in  final  approv'al  of 
new'  general  Rules  and  Regulations  for  graduates  of 
U.S.  and  Canadian  Medical  Schools  as  provided  for 
under  the  Medical  Practice  .Act,  and  new  Rules  and 
Regulations  for  graduates  of  Foreign  Medical  Schools. 
The  Board  approved  use  of  the  Federation  of  State 
Medical  Boards  FLEX  Examination  for  physicians 
applying  to  write  the  examination  and  established  a 
weighted  grade  average  of  75  as  the  minimum  pass- 
ing grade.  Both  sets  of  rules  and  regulations  must  be 
processed  through  the  State’s  Administrative  Proced- 
ures Law  before  they  become  effective.  It  is  antici- 
pated that  they  will  be  in  force  within  60  days. 

The  regular  meeting  of  the  Board  was  held  in 
Boise,  Januarv'  9-11,  1971.  .Approximately  40  physi- 
cians applied  for  licensure  at  that  time. 

Special  Tribute 

The  communitv  of  Meridian  held  a special  tribute 
to  John  T.  Brunn,  who  practiced  in  Meridian  for  21 
V'ears  prior  to  suffering  a massive  cerebral  hemorrhage 
three  vears  ago.  The  tribute  featured  Steve  Baker, 
an  escape  artist,  with  several  prominent  Idahoans 
appearing  as  guests,  and  was  presented  September 
19  at  the  Meridian  High  School. 
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WELCOME  TO  NEW  MEMBERS 


The  following  physicians  have  been  elected  to  membership  in  their 
component  medical  societies: 

Ada  County  Medical  Society:  Ardean  J.  Ediger,  Lennary  E.  Aimer, 

Don  G.  Griffith,  Stanley  W.  Moris,  Jimmie  C.  Starck,  and  Bernard  A. 
Bodmer,  all  of  Boise. 

Southwestern  Idaho  District  Medical  Society:  Edward  R.  Wheeler, 

Weiser;  David  L.  Matheson,  Thomas  E.  Dillon,  and  Curtis  W.  Sande,  all 
of  Caldwell;  Clarence  A.  McIntyre,  William  F.  Crepps,  Roger  D.  Quinn, 
Darrell  A.  Kammer,  and  Robert  J.  Emerson,  all  of  Nampa. 

North  Idaho  District  Medical  Society:  Jerry  E.  Scyphers,  D.O., 

Lewiston. 

ANNUAL  SESSION  TO  BE  HELD 

Donald  D.  Price,  Caldwell,  Chairman  of  the  Winter  Clinics  for  the 
Southwestern  Idaho  District  Medical  Society  and  the  Ada  County  Medical 
Society,  reports  the  program  for  the  annual  session  to  be  held  at  Shore 
Lodge,  McCall,  March  5-7,  1971,  is  complete.  Physicians  planning  to 
attend  are  urged  to  make  reservations.  Advance  announcement  and 
reservation  request  will  be  in  the  mail  next  month  to  all  members. 

Brundage  is  reported  to  be  in  excellent  condition  with  more  than  ample  snow. 

COMMITTEES  MEET 

The  association's  Nurses  Advisory  Committee  met  December  10,  in 
Boise,  with  Chairman  Joseph  W.  Marshall,  Twin  Falls;  Robert  H.  Morrell, 
Boise;  Arthur  S.  Dole,  Caldwell;  and  Duane  A.  Daugharty,  Coeur  d'Alene, 
attending.  Also  present  were  President  William  R.  Tregoning,  Boise, 
and  John  A.  Edwards,  Council,  Chairman  of  the  Professional  Assistants 
Development  Committee. 

A number  of  matters  were  considered  including  the  Physician's 
Assistant  Nurse -Practitione r Program  of  Stanford  University,  and  the 
legal  status  of  Joint  Statements  in  the  Dependent  Areas  of  Nursing  Practice, 
which  the  committee  has  been  developing  in  cooperation  with  the  Idaho 
Nurses  Association. 

Members  of  the  Professional  Assistants  Development  Committee  met 
in  Boise,  December  11,  1970,  to  review  results  of  a questionnaire  mailed 
to  Idaho  physicians  regarding  interest  in  the  MEDEX  Program.  Attending 
were  John  A.  Edwards,  Council,  Chairman;  O.  Graeber,  Boise,  Secretary, 
and  Fred  Marienau,  Sandpoint.  Unable  to  attend  were  Zach  A.  Johnson, 
Salmon,  and  James  R.  Kircher,  Burley. 

On  the  basis  of  interest  expressed  in  the  questionnaire,  four  Idaho 
physicians  were  recommended  by  the  Committee  as  possible  preceptors  in 
the  program.  They  are:  Royal  G.  Neher,  Shoshone;  C.  Stamey  English, 

Lewiston;  Carter  V.  Beghtol,  Orofino;  Frank  J.  Coram  and  C.  J.  Edwards, 
Bonners  Ferry. 
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Under  the  program,  former  military  medical  corpsmen  undertake  a 
period  of  training  at  the  University  of  Washington,  followed  by  a year 
with  a physician  preceptor. 

Chairman  G.  E.  Rosenheim,  Boise,  and  members  of  the  Association's 
Program  Committee  met  in  Boise  January  8 to  discuss  plans  and  arrange- 
ments for  the  scientific  and  social  program  of  the  79th  annual  meeting  at 
Sun  Valley,  June  30-July  3,  1971.  Members  of  the  Committee  are  G,  E. 
Rosenheim,  Boise,  Chairman;  Elmer  M.  Wright,  Twin  Falls;  Richard  B. 
Gresham,  Pocatello,  and  Duane  A.  Daugharty,  Coeur  d'Alene. 

Richard  O.  Vycital,  Chairman,  Boise,  called  a meeting  of  the 
Disaster  and  Highway  Safety  Committee  January  16,  in  Ketchum,  at  the 
cabin  of  Max  W.  Carver,  Twin  Falls.  Members  of  the  committee  are; 

Max  W.  Carver,  Twin  Falls;  H.  Kent  Staheli,  Pocatello;  Mark  Baum, 

Idaho  Falls,  and  Donald  M.  Gumprecht,  Coeur  d'Alene. 

APPOINTED 

Wayne  B.  Carte,  Shelton,  Washington,  has  been  appointed  director 
of  the  South  Central  Idaho  Health  District,  with  headquarters  in  Twin  Falls. 
Dr.  Carte,  who  will  assume  duties  on  May  1,  1971,  graduated  from  Idaho 
State  University,  Pocatello,  and  received  his  M.  D.  degree  from  the 
University  of  Michigan  Medical  School,  Ann  Arbor.  He  practiced  in  Tacoma 
until  1951  and  served  in  the  US  Air  Force  at  Fairchild  AFB  until  1953. 

He  has  been  in  general  practice,  with  some  anesthesiology,  at  Shelton 
from  1953  to  the  present  time. 

James  R.  Kircher,  Burley,  has  accepted  appointment  to  the  Governing 
Board  of  the  Cassia  Memorial  Hospital,  Burley.  Dr.  Kircher,  a Past 
President  of  the  Idaho  Medical  Association,  currently  serves  as  Speaker 
of  the  House  of  Delegates. 

Clayton  C.  Morgan,  Boise,  has  been  appointed  to  the  American 
Hospital  Association's  Committee  on  Physicians.  Dr.  Morgan,  one  of  15 
physicians  to  serve  on  the  national  committee,  is  President-Elect  of  the 
St.  Luke's  Hospital  medical  staff. 

ELECTED 

E.  V.  Simison,  Pocatello,  Dean  of  the  College  of  Medical  Arts  at  Idaho 
State  University,  has  been  elected  to  the  National  Board  of  Directors  of  the 
Association  of  Schools  of  Allied  Health  Professions  at  the  association's 
third  annual  meeting  recently  in  Chicago. 

HONORED 

Erwin  C.  Sage,  Nampa,  was  honored  December  19  when  the  hospital 
facility  at  the  Idaho  State  School  and  Hospital  at  Nampa  was  officially 
named  the  Erwin  C.  Sage  Memorial  Hospital  during  a special  ceremony. 

Dr.  Sage  was  superintendent  of  the  school  and  hospital  from  I960  until 
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1966.  The  honor  was  approved  by  resolution  of  the  1970  Legislature, 

BOARD  OF  MEDICINE  SECTION 

The  regular  meeting  of  the  Board  of  Medicine  was  held  in  Boise, 
January  9-11,  1971,  for  the  purpose  of  conducting  board  business, 
including  licensure  of  physicians  to  practice  medicine  and  surgery, 
registration  of  physical  therapists,  disciplinary  problems,  and  other 
matte  rs . 

Members  of  the  Board  are;  Robert  E.  Lloyd,  Boise,  Chairman; 
Orland  B.  Scott,  Kellogg,  Vice-Chairman;  G.  Curtis  Waid,  Idaho  Falls; 
Dan  E.  Stipe,  Lewiston;  FredH.  Helpenstell,  Nampa;  Ben  E.  Katz,  Twin 
Falls,  and  Arthur  S.  Cudmore,  Boise. 
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Widowed  and  alone 

(with  irritable  colon  syndrome ) 

Loss  of  a loved  one.  Loneliness.  Job  insecurity.  The  high  correlation 
between  stress  factors  in  a patient’s  life  and  irritable  colon  syndrome  is 
a matter  of  clinical  experience. 

Deal  with  the  stress  factor 

Drug  therapy  for  these  patients  might  therefore  be  expected  to  do  two  things: 

(1)  allay  anxiety  associated  with  the  irritable  colon  syndrome,  and 

(2)  relax  colonic  spasm  while  checking  hypermotility. 

These  are  precisely  the  actions  that  define  the  effect  of  Librax.® 

Librax:  more  than  an  antispasmodic 

Librax  is  the  only  drug  that  delivers  the  tranquilizing  action  of  Librium® 

(chlordiazepoxide  HCl)  plus  the  potent  anticholinergic  action 
of  Ouarzan®  (clidinium  Br).  The  anticholinergic  helps  control  gastrointestinal 
hypermotility  and  spasm— the  immediate  cause  of  the  patient’s  complaint.  At  the 
same  time,  the  action  of  Librium  helps  ease  the  anxiety  that  may  have 
triggered  the  G.I.  distress  in  the  first  place. 

1 or  2 capsules,  3 or  4 times  daily 

The  dosage  of  Librax  should  be  adjusted  to  achieve  optimum  individual 
response— within  the  range  of  1 or  2 capsules,  3 or  4 times  daily. 

In  most  cases,  a satisfactory  effect  is  obtained  with  1 capsule  before  each  meal 
and  2 at  bedtime.  Librax:  #60,  sig.  1 a.c.  and  2 h.s. 


Before  prescribing,  please  consult 
:omplete  product  information,  a summary 
>f  which  follows: 

Indications:  Indicated  as  adjunctive 
herapy  to  control  emotional  and  somatic 
actors  in  gastrointestinal  disorders. 

Contraindications:  Patients  with 
’laucoma;  prostatic  hypertrophy  and 
>enign  bladder  neck  obstruction;  known 
lypersensitivity  to  chlordiazepoxide 
lydrochloride  and/ or  clidinium  bromide. 

Warnings:  Caution  patients  about 
Dossible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
DNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
:omplete  mental  alertness  (e.g.,  operating 
Tiachinery,  driving).  Though  physical  and 
Dsychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
jse  caution  in  administering  Librium 
(chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions;  In  elderly  and  debili- 
tated, limit  dosage  to  smallest  effective 
amount  to  preclude  development  of 
gtaxia,  oversedation  or  confusion  (not 
bore  than  two  capsules  per  day  initially: 


increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potenti- 
ating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 

Adverse  Reactions:  No  side  effects 
or  manifestations  not  seen  with  either 
compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dosage 


reduction;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment:  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinaiy  hesitancy  and 
constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low 
residue  diets. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche,  Inc. 

Nutley,  N.J.  07110 

As  adjunctive 

therapy 

Dual-action 

Librax* 

Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 

Calms  anxiety,  calms  the  G.I.  tract 
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lEDICAL  EDUCATION 

igon  Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be 

individually 

arranged 

None 

Postgraduate  Preceptorships 
Project,  Washington/Alaska 
Regional  Medical  Program, 
530  “U”  District  Building, 
Seattle  98105 

4 Vi  hours 

February  15-16 
7:30-9:45  p.m. 

None 

Charles  S.  Campbell.  M.D. 
Salem  Hospital,  Memorial  Unit 
665  Winter  Street  Southeast 
Salem,  Oregon  97301 

1 V2  days 

February  19,  20 
February  19 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5: 15  p.m. 
February  20 

Session:  9:00  a.m. -12:45  p.m. 

None 

Mr.  M.  Donald  Harmon,  Executive  Secretary 
Oregon  Thoracic  Society 
1020  S.  W.  Taylor  Street 

Portland,  Oregon  97205 

4 >-2  hours 

February  17,  18,  23,  24 
February  17 
1:30-6:00  p.m. 
February  18 
1:30-6:00  p.m. 
February  23 
1:30-6:00  p.m. 
February  24 
4:00-9:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

None 

Two  days 
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Registration:  8:30  a.m. 
Session:  9:00-5:00  p.m. 
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One-half  day 
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1 : 30  p.m. 
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Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine, 
Seattle  98105 

None 

Two  days 
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Session:  9:00  a.m. -5:00  p.m. 

$20 

Pre-registration  requested. 

Contact  Division  of  Continuing 
Medical  Education.  University 
of  Washington  School  of  Medicine 

4-'/2  hours 

March  3, 

1: 30-6:00  p.m. 
March  4. 

1:30-6:00  p.m. 
March  24. 
1:30-6:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland.  Oregon  97201 

One-half  day 

March  6 

Session:  8:00  a.m.-l:00  p.m. 

None 

Preregistration  requested. 
Contact  Richard  1.  Crone.  M.D.. 
Director  of  Medical  Education. 
1600  East  John,  Seattle  98102 

None 

One-half  day 

March  23 

Session;  1:00  p.m.-5:00  p.m. 

None 

Rodney  Brown,  M.D., 

St.  Peter  Hospital,  Olympia 

25  minutes 

March  2:  Part  11 
March  9:  Part  1 1 1 

Programs  are  broadcast  at  7:35  a.m. 
and  again  at  8:05  a.m.  and 
at  10:30  p.m.  or  1 1:00  p.m. 

(check  local  listing) 

25  minutes 

Every  Tuesday  at  7:35  a.m.; 

1 ucaua^  ai  u.iii., 

repeat  programs  at  8:05  a.m. 
and  at  10:30  p.m.  or  1 1:00  p.m. 
(check  local  listing) 
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in  C2u*diac  edema 


gets  the  waiter  out 
spaires  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 


Contraindications:  Concurrently  with  MAO  Inhibitors,  In  patients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  sofer  then  the  amphetamines,  use  with  greot  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentlol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycordia,  precordiol  pain, 
arrhythmia,  polpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  chonges  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  and  erythema.  Gosfro/ntestino/  effects  such  as  diarrhea, 
constipation,  nauseo,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoletic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  heodoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  toblet 
daily,  swallowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  dally,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  t-io3  / 2/71  / u.s.  patent  no.  s.ooi.sto 
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DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Quinamnri 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism,  , 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visuol  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144  ^ 

Specific  therapy  for  night  leg  cramps  j 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain/’^  yet  unlikely  to  cause  the  gastric  irritation^’^  or  in- 
creased bleeding  time"*  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders^’ 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


( McNEIl ) 


Contraindications:  Sensitivity  to  either  component.  Warnings:  Usage 
in  Preg7iancy— Use  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances,  Para/?ea;  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  tab- 
lets q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  J4:316. 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Britten, 
A.  F.  H.:  New  Engl.  J.  Med.  232:1270,  1970  (Corresp.).  5.  Kestler,  O.  C.,  and 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster.  S.,  et  al.:  Amer.  J. 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories,  Inc.  8.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Hematologic  Problems  in  Surger>.  By  Harold  Laufman.  M.D.. 
Ph.D..  Director,  Institute  for  Surgical  Studies,  and  Attending 
Surgeon.  Montefiore  Hospital  and  Medical  Center;  Professor  of 
Surgery,  Albert  Einstein  College  of  Medicine.  New  York;  and 
Robert  B.  Erichson,  M.D.,  Adjunct  Attending  Physician.  Depart- 
ment of  Medicine  (Hematology).  .Montefiore  Hospital  and 
-Medical  Center.  New  York;  Hematologist.  St.  Joseph's  Hos- 
pital and  Hematologist  Laboratory  Division.  Stamford  Hospital. 
Stamford,  Connecticut.  249  pp.  Price  SIO.OO.  W.B.  Saunders 
Company.  Philadelphia.  Pa.  1970. 

A Synopsis  of  Pharmacology.  Second  Edition.  By  V.C.  Sutherland. 
Ph.D.,  Professor  of  Pharmacology,  University  of  California,  San 
Francisco.  720  pp.  Illustrated.  Price  S10.75.  W.B.  Saunders 
Company.  Philadelphia.  Pa.  1970. 

Progesterone:  Its  Regulatory  Effect  on  the  Myometrium.  Ciba 
Foundation  Study  Croup  No.  34.  In  memory  of  Brenda  M. 
Schofield.  Edited  by  G.  E.  W.  Wolstenholme  and  Julie  Knight. 
193  pp.  Illustrated.  Price  S7.00.  J.  & A.  Churchill.  London.  1969. 
Copies  of  this  book  may  be  bought  from  The  Williams  & Wilkins 
Co..  Baltimore.  Md.  21202. 

The  Frozen  Cell.  A Ciba  Foundation  Symposium.  Edited  by 

G.  E.  V\ . Wolstenholme  and  .Maeve  O’Connor.  316  pp.  Illustrated. 
Price  S12.25.  J.  & A.  Churchill,  London,  1970.  Copies  of  this 
book  may  be  bought  from  The  Williams  & Wilkins  Co..  428  E. 
Preston  Street,  Baltimore.  Md.  21202. 

Breathing:  Hering-Breuer  Centenary  Symposium.  .A  Ciba  Founda- 
tion Symposium.  Edited  by  Ruth  Porter.  402  pp.  Illustrated. 
Price  S14.50.  J.  & A.  Churchill,  London.  1970,  Copies  of  this 
book  may  be  bought  from  The  Williams  & Wilkins  Co.,  Baltimore. 
Md.  21202. 

Control  Processes  in  Multicullular  Organisms.  A Ciba  Foundation 
Symposium.  Edited  by  G.  E.  E.  Wolstenholme  and  Julie  Knight. 
424  pp.  Illustrated.  Price  S14.50.  J.  & A.  Churchill.  London. 
S970.  Copies  of  this  book  may  be  bought  from  The  Williams  & 
Wilkins  Co.  Baltimore.  Md.  21202. 

The  Earlier  Gain  and  the  Later  Loss  of  Cortical  Bone:  In  Nutri- 
tional Perspective.  By  Stanley  M.  Garn.  Ph.D.,  Fellow  of  the 
Center  for  Human  Growth  and  Development;  Professor  of  Health 
Development.  School  of  Public  Health,  University  of  Michigan. 
-Ann  .Arbor,  Michigan.  146  pp.  Illustrated.  Charles  C Thomas. 
Springfield.  111.  1970. 

Corneal  and  External  Diseases  of  the  Eye:  First  Inter-American 
Symposium.  Compiled  and  Edited  by  Frank  M.  Polack.  M.D.. 
Associate  Professor  of  Ophthalmology.  University  of  Florida; 
Consultant  in  Ophthalmology,  Veterans  .Administration  Hospital. 
Gainesville.  Florida.  383  pp.  Illustrated.  Price  S24.00.  Charles 
C Thomas.  Springfield.  111.  1970. 

Upper  Gastrointestinal  Hemorrhage.  By  Eddy  D.  Palmer,  M.S., 

M. D.,  F.A.C.P.,  Professor  of  Medicine,  Director  of  Division  of 
Gastroenterology,  New  Jersey  College  of  Medicine;  Chief.  Gastro- 
enterology Section.  Veterans  Administration  Hospital,  East  Orange, 

N. J.,  410  pp.  Illustrated.  Price  S22.75.  Charles  C Thomas.  Spring- 
field.  111.  1970. 

Surgery  and  Biology  of  Mound  Repair.  By  Erie  E.  Peacock.  Jr., 
M.D..  Professor  and  Chairman.  Department  of  Surgery.  The  Uni- 
versity of  .Arizona  College  of  Medicine;  and  Walton  Van  Winkle. 
Jr..  M.D..  Professor  of  Surgical  Biology,  Department  of  Surgery, 
The  University  of  Arizona  College  of  Medicine;  Formerly  Vice 
President,  Medical  Affairs,  Ethicon.  Inc..  Somerville,  N.J.  630  pp. 
Illustrated.  Price  S21.50.  W.B.  Saunders  Company.  Philadelphia, 
Pa.  1970. 

Healers  in  Uniform.  By  Edward  Edelson.  184  pp.  Price  S3. 95. 
Doubleday  & Company.  Inc..  Garden  City,  New  York.  1971. 

Adventures  in  Medical  Mriting.  Compiled  and  Edited  by  Robert 

H.  Moser,  M.D..  Maui  Medical  Group,  Wailuku.  Maui,  Hawaii, 
and  Department  of  Medicine.  University  of  Hawaii,  College  of 
.Medicine.  Honolulu.  Hawaii;  and  Erwin  Di  Cyan.  Ph.  D.,  Director. 
Di  Cyan  and  Brown,  Drug  Consultants,  New  York.  New  York. 
67  pp.  Price  S6.00.  Chariest'  Thomas,  Springfield,  111.  1970. 


Your  Child  and  Ileal  Conduit  Surgery:  A Guidebook  for  Parents. 

Prepared  by  The  Health  Education  Department,  The  Children’s 
Hospital  Medical  Center,  Boston.  Massachusetts.  Collaborators 
Alan  D.  Perlmutter.  M.  D..  Director.  Urology  Clinic,  The 
Children’s  Hospital  Medical  Center,  Clinical  Associate  in  Sur- 
gery. Harvard  Medical  School.  Boston.  Massachusetts;  and 
William  M.  Crowell,  M.D..  Associate  in  Psychiatry,  Department 
of  Psychiatry.  The  Children’s  Hospital  Medical  Center,  Boston, 
Massachusetts.  99  pp.  Price  S4.25.  Charles  C Thomas,  Springfield, 
111.  1970. 

So  You're  Going  to  Have  Surgery.  By  James  Graha,  M.D.,  Chair- 
man of  the  Department  of  Surgery  at  the  Springfield  (Illinois) 
Clinic;  and  Donald  G.  Cooley.  Editor  of  the  Better  Homes  & 
Gardens  Family  Medical  Guide.  280  pp.  Price  S6.95.  Hawthorn 
Books.  Inc..  70  Fifth  Avenue.  New  York,  N.  Y.  1970. 

Emergency  Treatment  and  Management.  4th  Ed.  By  Thomas 
Flint.  Jr.,  M.D..  formerly  Senior  Consultant,  Emergency  Depart- 
ment and  Director,  Division  of  Industrial  Relations,  Permanente 
Medical  Group  and  Kaiser  Foundation  Hospitals,  Oakland.  Rich- 
mond and  Vallejo.  California;  and  Harvey  D.  Cain.  M.D..  Chief 
of  Industrial  Medicine  and  Rehabilitation,  Permanente  Medical 
Group  and  Kaiser  Foundation  Hospital.  Sacramento.  California. 
733  pp.  Price  SI  1.50.  W.  B.  Saunders  Company,  Philadelphia, 
Pa.  1970. 

Interviewing  and  the  Health  Professions.  By  Lewis  Bernstein, 
Ph.D.,  Professor  and  Head.  Psychology  Section,  Department  of 
Psychiatry,  Marquette  School  of  Medicine;  Chief,  Psychology- 
Service.  Wood  Veterans  Administration  Center;  Director  of  Psy- 
chology. Milwaukee  Psychiatric  Hospital.  Milwaukee.  Wisconsin; 
and  Richard  H.  Dana,  M.D..  Professor,  Department  of  Psychology, 
University  of  Arkansas,  Little  Rock.  Arkansas.  170  pp.  Price  S8.50. 
Appleton-Century-Crofts,  Educational  Division/Meredith  Corpora- 
tion. New  York.  1970. 


Gon- 

yen- 

ience! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

li'^rARCH  LABORATORIES 

A 111  319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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CLASSIFIED  ADVERTISEMENTS 

All  clattified  odvertiiements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.  — is  losing  his 
associate.  Have  fully  equipped  large  office  space  available  in 
this  seacoast  fishing  and  tourist  area.  Separate  waiting  rooms, 
share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Excellent 
25-bed  hospital  2-miles  away.  Above  average  income.  Rent  or 
association  considered.  Have  workable  plan  for  beginning 
physician.  A delightful  place  to  live.  Call  collect  or  write,  J.L. 
Campiche,  M.D.,  12th  & Pacific,  Long  Beach.  Wa.,  98631. 
Phone:  office  (206)  642-2700.  home  642-2701. 


GENERAL  PRACTITIONER  WANTED—  Beautiful  Olympic  Penin- 
sula. Year  round  sports,  itcean,  mountains,  rivers.  Growing 
community  of  1,500.  surrounding  population  6,000.  Contact  Mr. 
Willard  Perry,  Administrator.  Forks  Community  Hospital,  Forks. 
Wa„  98331.  Phone  374-6271. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
100  man  clinic  of  specialists  associated  with  250-bed  hospital.  Ten 
man  department.  Starting  salary  is  $30,000  with  increments  and 
many  fringe  benefits.  Harold  R.  Cohen.  M.D.,  Chief,  Department 
of  OB-Gyn.  The  Permanente  Clinic,  5055  N.  Greeley,  Portland. 
Ore.  97217. 


GP-INTERNIST  — Wanted  for  growing  Wisconsin  community. 
Outstanding  opportunity,  patient  service  urea  exceeds  10.000. 
Desirable  locations  for  family  living  — good  schools  — doorway 
to  Horicon  Recreational  area.  Contact  Executive  Secretary,  May- 
ville  Chamber  of  Commerce.  Box  86,  Mayville,  Wise.  53050. 


URGENT  NEED  — For  two  general  practitioners.  Washington  license 
required.  Position  openings  in  group  practice,  pre-payment  plan 
organization.  Contact  F.  L.  Van  Veen,  M.  D.,  Chief  of  Staff,  Tri 
County  Hospital,  Deer  Park,  Wa.  99006. 


SUPERINTENDENT  & ONE  STAFF  PHYSICIAN  — Needed  for 
Galen  State  Hospital  in  western  Montana  — 240  bed  modern  fa- 
cility — about  one-half  of  patient  load  are  patients  with  various 
chest  diseases  — other  half  of  patient  load  are  geriatric  cases. 
Appropriation  request  to  up-coming  Legislature  to  implement 
program  of  rehabilitation  for  certain  selected  cases  on  neuro- 
muscular programs.  Good  housing,  good  hunting,  fishing  in  the 
mountain  west.  Fringe  benefits  include  vacation  with  pay,  retire- 
ment plan  and  Social  Security.  Salary  for  superintendent  $25,000 
plus  maintenance  and  housing.  Salary  for  staff  physician  $18,000 
to  $22,000  depending  on  qualifications.  Contact  K,  A.  Tyler,  M.D., 
Acting  Superintendent  — Galen  State  Hospital,  RFD  No.  1.  Deer 
Lodge,  Montana  59722.  Phone  (406)  693-2281. 


GP,  OB-GYN,  INTERNIST,  PEDIATRICIAN  — Excellent  oppor- 
tunity to  establish  practice  with  general  surgeon  in  an  expanding, 
long  established  clinic.  Facilities  include  a newly  remodeled  clinic, 
centrally  located  in  a city  of  17,000,  serving  a community  of  45,000. 
Suburban  atmosphere  midway  between  Seattle  and  Tacoma.  Clinic 
equipment  includes  x-ray,  lab,  EKG,  and  an  emergency  room.  Two 
hospitals  with  excellent  facilities  in  all  fields,  located  within  five 
minutes  of  the  clinic.  Mild  year-round  climate  offers  unlimited  re- 
creational activities  including  fishing,  hunting,  boating,  snow  and 
water  skiing,  mountain  climbing,  and  golf.  Please  send  complete 
resume  to  Box  19-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


ACTIVE  GENERAL  PRACTICE  AVAILABLE  — July  1971.  College 
community  with  excellent  schools,  ample  free  time.  An  investment. 
Write  Box  21-B,  Northwest  Medicine,  500  Wall  St,,  Seattle,  Wa. 
98121. 


ANESTHESIOLOGIST  — Chief  of  service  to  be  selected  for  Ever- 
green General  Hospital,  which  is  to  open  late  in  1971.  For  medical 
staff  application  write  P.  O.  Box  576,  Kirkland,  Wa.,  98033  or 
phone  (206)  822-0686. 


NORTH  END  SEATTLE  CLINIC  — Fully  equipped  has  opening  for  a 
GP  or  specialist  who  will  do  GP.  Salary  open  and  commensurate  to 
experience.  Partnership  offer  may  be  available  after  a year’s  ex- 
perience. Write  Box  17-B,  Northwest  Medicine,  500  Wall  St,,  Seattle, 
Wa.  98121. 


SITUATIONS  WANTED 


GP-SURGEON  — With  successful  solo  practice,  wishes  to  relocate 
in  Seattle  or  environs.  Association  in  busy  office  practice  with  little 
or  no  hospital  work  is  preferred.  Age  40.  Write  Box  20-B.  North- 
west Medicine.  500  Wall  St.,  Seattle,  Wa.  98121. 


PHYSICIAN'S  ASSISTANT  — Navy  Hospital  Corps  veteran  and 
graduate  of  Cleveland  Clinic  Physician's  Assistant  Training  Pro- 
gram wishes  employment  with  overworked  physician  in  office  or 
clinic.  For  further  information  write,  Michael  L.  Remington, 
5623  Erlands  Point  Road,  Bremerton,  Wa.  98310 


M.D.  DESIRES  GENERAL  PRACTICE  — Locum  tenens  in  the  Port- 
land-Vancouver  area,  4-6  weeks  in  May  - June  1971.  Phone  (518) 
561-2086. 


REAL  ESTATE 


CASE  INLET,  WESTERN  EXPOSURE  — No  bank  waterfront,  $310 
per  foot.  Tacoma  JU  8-7815. 


OFFICE  SPACE 


OFFICE  FOR  RENT — Attractive  Medical-Dental  Building  lo- 
cated in  East  Wenatchee,  directly  across  Columbia  River  from 
Wenatchee.  offers  excellent  opportunity  for  physicians  in 
growing  community.  Share  waiting  room  with  well-established 
GP.  Excellenl  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician,  GP  or  internist.  Population  close  to  30, 000. 
Good  skiing,  hunting,  fishing  and  other  outdoor  recreation. 
Contact  Paul  H.  Lyon,  M.D..  101  N.  E.  Ilth,  East  Wenatchee, 
Wa.  98801. 


BEND  OREGON  MEDICAL  BUILDING  — For  sale  or  lease.  Suite  of 
9-rms,  1,300  sq.  ft.  Excellent  downtown  location.  Parking.  Practice 
in  Vacationland.  Write  Box  15-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


YOUTH  MEDICAL-DENTAL  CENTER  — Now  leasing  office  space, 
available  spring  1971,  in  Portland,  three  minutes  from  city  center 
on  freeway,  southwest  area.  Suitable  for  child  psychiatrists,  ortho- 
pedists, dermatologists,  urologists,  plastic  surgeons.  For  further 
information  contact  Alvin  D.  Wert,  M.D.,  1440  S.W,  Taylor  St., 
Portland,  Ore.  97205.  phone  (503)  222-9421. 


FULLY  EQUIPPED  OFFICE  — (Building  vintage  1970)  hospital  adja- 
cent, vintage  1969,  records,  goodwill,  and  office  equipment  will 
go  with  assumption  of  office  lease.  Phone  (206)  426-4613. 
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The  pain 
of  arthritis 


relieved  wHti 

MEASURIN  q.  8h.  dosage 

Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


THE  MUSCLE 
RELAXANT  THAT 
DOES  WHAT’S 
EXPECTED 


Some  skeletal  muscle  relaxants  cause  generalized  muscle  weakness.  Not 
Norflex.  Some  require  dosages  as  high  as  eight  tablets  a day  for  effective 
relief.  Norflex  relaxes  only  the  muscles  in  spasm  on  one  tablet  b.i.d.  Norflex 
checks  pain.  Reduces  rigidity.  Restores  mobility.  Has  less  side  effects  too. 
So  Norflex  does  what’s  expected.  And  does  it  with  less  inconvenience. 

Indications:  Acute  spasm  of  voluntary  muscles,  regard- 
less of  location;  especially  post-traumatic,  discogenic, 
and  tension  spasms. 

Dosage:  Two  tablets  per  day  for  adults,  regardless  of 
weight  or  sex;  one  in  the  morning  and  one  in  the 
evening. 

Contraindications:  Contraindications  for  Norflex  are 
due  to  the  anticholinergic  action  of  orphenadrine. 

Norflex  should  not  be  used  in  patients  with  glaucoma, 
pyloric  or  duodenal  obstruction,  stenosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder  neck,  cardio- 
spasm (megaesophagus)  and  myasthenia  gravis.  It  should  be  used  with  caution  in  patients  with  tachycardia. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene 
concurrently,  it  is  recommended  that  Norflex  not  be  given  in  combination  with  propoxyphene  (Darvon'®). 

Side  Ettects:  Side  effects  of  Norflex  (orphenadrine  citrate)  are  mainly  due  to  the  mild  anticholinergic  action  of  orphen- 
adrine, and  are  usually  associated  with  higher  dosage.  Dryness  of  the  mouth  is  the  first  side  effect  to  appear.  When  the 
daily  dose  is  increased,  possible  side  actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation, 
drowsiness  and,  rarely,  urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may  experience  some  degree  of 
mental  confusion.  These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  Two  cases  of  aplastic  anemia 
associated  with  the  use  of  Norflex  tablets  have  been  reported.  No  causal  relationship  has  been  established. 

For  full  information,  see  Package  Insert  or  P.D.R. 

Riker  Laboratories,  Inc.  Sqm 

NORTHRIDGE.  CALIFORNIA  91324  iiilSm^ 
Sponsor  of  Riker-Service  — The  Complimentary  Classified  Service  for  Physicians 


IMorflex 

(ORPHENADRINE  CITRATE) 

1 TABLET  (100  mg.)  B.I.D. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic Cit>:  June  18-22,  1972,  San 

Francisco, 

AMA  Clinical — Nos,  28-Dec,  1,  1971, 
Ne«  Orleans. 

Oregon  Medical  Association — Annual 
Meeting.  September  22-26,  1971,  Hilton 
Hotel.  Portland. 

Washington  State  Medical  Association — 
Annual  Meeting.  Sept.  19-22.  1971, 
Seattle. 

Idaho  Medical  Association — Annual 
Meeting,  June  30 — July  4.  1971,  Sun 
3 alley. 

Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct..  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth.  Portland 
Sec.,  David  Brown,  Portland 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Matthew  Pilling.  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres.,  Robert  S.  Johnson,  Spokane 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  V3  ash- 
ington  Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 

Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — 

Pres.,  W' alter  R.  MacLaren,  Pasadena 
Sec..  Alvin  D.  Wert,  Portland 
Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971,  Princess 
kaiulani  Hotel,  Honolulu.  Hawaii; 
Information:  Eldon  E.  Smith.  M.D., 
2270  kalakaua  Avenue,  Suite  804, 
Honolulu.  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson.  Ariz. 
Sec.,  Murray  G.  Atnikov,  Vancouver. 
B.C. 


OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  May  5-7.  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort.  W emme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel.  4th  Tues..  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 
Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan. -Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine.  Portland 

Oregon  District  Branch  of  .American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres..  W'illiam  Thompson,  Portland 
Sec.,  Thomas  T,  Bennett,  Portland 


Northwest  Physical  Medicine  and  Re- 
habilitation - Annual  Meeting,  April 
23-24,  1971,  Salishan  Lodge,  Oregon 
Pres.,  Justus  F.  Lehmann 
Sec.,  Donald  R.  Silverman,  Seattle 

Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  .May.  Portland 
Sec.,  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October-April.  L'niversity  Club.  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock.  Portland 


Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct..  Nov.,  Jan.,  through 
.May),  Heathman,  Portland. 

Pres..  Alfred  Marshal,  Portland 
Sec.,  Ernest  Watterman,  Portland 


Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren.  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept.,  3 illage  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15.  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings.  Congress  Hotel,  Portland. 

Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman,  Portland 

Portland  .Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd,  Friday  . 

Pres.,  Oloff  Hansen.  Vancouver 
Sec.,  -Maurice  McDowell.  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building. 
Portland. 

Pres.,  Daniel  Billmeyer.  Oregon  City 
Sec.,  Richard  Sleeter,  Portland 

Portland  Academy  of  Psychiatry — Jth 
Tues.  (Jan.-May,  Sept.-N'ov.). 

Pres.,  Ira  Pauly.  Portland 

Sec..  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society— 4th  Tues. 
(Sept.-.May).  Annual  Meeting — May 
13-14.  1971,  Thunderbird  Motor  Inn, 
Portland,  Oregon. 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 
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WASHINGTON 
King  County  Academy  General  Practice — 
4th  Mon.  (except  June,  July,  Aug., 
Dee.) 

Pres.,  James  Dahlen.  Seattle 
Sec.,  Robert  McClean,  Auburn 

Puget  Sound  Academy  Ophthalmology 
& Otolaryngology — 3rd  Tues.  (Oct.- 
Apr.); 

Pres.,  Louis  Hungerford,  Seattle 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  .Allergy  Society — 1st  Mon. 
(Jan..  Mar.,  May,  July,  Sept.,  Nov.). 
Annual  Meeting,  .March  1971. 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  VVilliam  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin.  Seattle 
Sec.,  David  Figge,  Seattle 

Seattle  Pediatric  Society  — 3rd  Fri. 
(Sept.-May,  except  Dec.). 

Pres.,  Robert  W'.  Deisher,  Seattle 
Sec.,  Constance  MacDonald,  Seattle 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May). 

Pres.,  Dean  Crystal,  Seattle 
Sec.,  K.arl  J.  May.  Seattle 

Spokane  Surgical  Society — Quarterly. 
Annual  Meeting — Spokane,  April  3rd. 
1971,  Davenport  Hotel. 

Pres.,  Edward  Johnson.  Spokane 
Sec.,  John  Sonneland,  Spokane 
Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. — Annual  Meeting,  March. 
1971. 

Pres.,  James  Billingsley,  Tacoma 
Tacoma  Surgical  Club — 3rd  Tues.  (Sept. 
—May). 

Pres.,  William  W.  Mattson  Jr..  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital.  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting.  May  13-15, 
1971,  Holiday  Inn.  Everett. 

Pres..  Leeon  F.  Aller,  Jr.,  Snohomish 
Sec.,  Paul  M.  Tueffers,  Seattle 
Washington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  .March,  May,  Seattle. 
Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 
Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.,  Edward  C.  Smith.  Spokane 
Sec.,  Yukio  kumasaka,  Seattle 
Washington  State  Society  of  Anesthesi- 
ologist— Quarterly  meetings,  location 
varies.  Mar.,  May,  Sept..  & Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Donald  P.  Schumacher,  Seattle 
Yakima  Surgical  Society — Last  Thurs. 
(Sept.-May). 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-667T 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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When  the 
stage  is  set  for 
diarrhea... 

Diarrhea  . . . thwarted  once  again! 

Time  after  time  . . . just  when  plans  seem  sure 
to  be  shattered  . . . the  effective  and  prompt  action  of 
Lomotil  comes  to  the  rescue. 

Here  is  an  antidiarrheal  with  a performance  record 
that  few  can  challenge.  A versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper- 
motility, regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a major  role  in  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . . when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil" 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride. . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Show 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable 
caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be 


kept  out  of  reach  of  children.  Signs  of 
accidental  overdosage  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort, 
headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows; 


Children: 

3-6  mo.  ...  ’/2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  ..V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  . . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


Research  in  the  Service  of  Medicine 
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anxiety: 
the  aggressor 


Unless  dealt  with  promptly,  excessive  anxiety  can  move  in  and 
take  over  the  anxious  patient's  thinking  and  behavior,  disrupting 
normal  ability  to  function.  In  many  patients,  such  anxiety  can 
contribute  to  illness,  exacerbate  symptoms  and  retard  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD— used 
adjunctively  or  alone  — has  demonstrated  clinical  usefulness  in 
virtually  every  field  of  medical  practice  where  anxiety 
complicates  the  patient's  condition. 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


Diviston  ol  Hotlmann-La  Roche  Inc 
Nuiley  New  Jersey  07n0 
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Roche 

LABORATORIES 


for  the  patient 
overwhelmed  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 
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Widowed  and  alone 

(with  irritable  colon  syndrome ) 


Loss  of  a loved  one.  Loneliness.  Job  insecurity.  The  high  correlation 
between  stress  factors  in  a patient’s  life  and  irritable  colon  syndrome  is 
a matter  of  clinical  experience. 

Deal  with  the  stress  factor 

i Drug  therapy  for  these  patients  might  therefore  be  expected  to  do  two  things; 

( 1 ) allay  anxiety  associated  with  the  irritable  colon  syndrome,  and 

(2)  relax  colonic  spasm  while  checking  hypermotility. 

These  are  precisely  the  actions  that  define  the  effect  of  Librax.® 

Librax:  more  than  an  antispasmodic 

Librax  is  the  only  drug  that  delivers  the  tranquilizing  action  of  Librium® 
(chlordiazepoxide  HCl)  plus  the  potent  anticholinergic  action 
of  Ouarzan®  (clidinium  Br).  The  anticholinergic  helps  control  gastrointestinal 
hypermotility  and  spasm— the  immediate  cause  of  the  patient’s  complaint.  At  the 
same  time,  the  action  of  Librium  helps  ease  the  anxiety  that  may  have 
triggered  the  G.I.  distress  in  the  first  place. 

1 or  2 capsules,  3 or  4 times  daily 

The  dosage  of  Librax  should  be  adjusted  to  achieve  dptimum  individual 
response— within  the  range  of  1 or  2 capsules,  3 or  4 times  daily. 

In  most  cases,  a satisfactory  effect  is  obtained  with  1 capsule  before  each  meal 
and  2 at  bedtime.  Librax;  #60,  sig.  1 a.c.  and  2 h.s. 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Indicated  as  adjunctive 
therapy  to  control  emotional  and  somatic 
factors  in  gastrointestinal  disorders. 

Contraindications:  Patients  with 
glaucoma;  prostatic  hypertrophy  and 
benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide 
hydrochloride  and/ or  clidinium  bromide. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  Librium 
(chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similarto  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debili- 
tated, limit  dosage  to  smallest  effective 

f’"’''unt  to  preclude  development  of 
a,  oversedation  or  confusion  (not 


increase  gradually  as  needed  and 
tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potenti- 
ating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending 
depression:  suicidal  tendencies  may  be 
present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 

Adverse  Reactions:  No  side  effects 
or  manifestations  not  seen  with  either 
compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 

In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dosage 


reduction;  changes  in  EEG  patterns  (low- 
voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anti- 
cholinergic agents,  i.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred 
most  often  when  Librax  therapy  is  com- 
bined with  other  spasmolytics  and/or  low 
residue  diets. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche,  Inc. 

Nutley,  N.J.  07110 

As  adjunctive 

therapy 

Dual-action 

Librax' 

Each  capsule  contains 
5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 

Calms  anxiet>^  calms  the  G.I.  tract 
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What  tock> 
until ..  . 
suppositories 

work:  ' 


Read 
‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.i-3  Some- 
times two/  Sometimes  more/  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus/ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C B fleet  CO  INC 
Lynchburg,  Va.  24505 


Warning;  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 

References:  1.  Blumberg,  N.:  Med  Times  91:45.  Jan..  1963.  2.  Sweeney,  W.  . 

n m Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295,  Mar  , 1964  4^  Baydoun.  A a 
pharmaceuticals  Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A^and  Weiss,  J : Arner  J GasUoent 
i J 33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 
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Regularity- 
for  about  half  the 
regular  cost. 

Especially  for  your  patients  on 
fixed  incomes  there  is  ample 
reason  to  recommend  Regutol.  It 
costs  about  half  what  the  other 
stool  softeners  with  dioctyl  sodium 
sulfosuccinate  cost.  Yet  it  offers 
the  same  quality  and  advantages 
as  the  more  expensive  brands. 

Regutol  is  gentle.  It  works 
without  laxative-type  irrita- 
tion. It  enables  the  natural 
moisture  in  the  colon  to 
soften  or  prevent  hard 
stools.  There’s  no  cramping 
or  urgency.  Just  a comfort- 
able return  to  easier,  normal 
evacuation. 

Regutol.  For  older 
patients  or  any  patient  with 
constipation.  It’s  the  gentle 
approach  to  therapy... phys- 
iologically and  economically. 

Regutor 

Dioctyl  Sodium 
Sulfosuccinate,  100  mg. 
Calcium  Pantothenate, 

50  mg. 


Pharmaco,  Inc. 

Division  of  Sobering  Corporation 
Kenilworth,  New  Jersey  07033 


and  P*"®/ 
constipa**^ 

^ It  a laxativa 
habit  tottfn* 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Incredible  Editorial  Comment 

Seattle,  Washington 

Editor,  NORTiTL\’EST  medicine: 

It  wasn’t  until  I read  a letter  to  the  editor  in  the 
Januar\-  1971  issue,  that  I realized  that  northwest 
MEDiciN"E  accepted  cigarette  advertising.  This  in  it- 
self bothered  me,  but  vour  incredible  reply  bothers 
me  even  more.  There  is  no  question  but  that  Medi- 
cine regards  cigarette  smoking  as  harmful.  It  there- 
fore follows  that  an\thing  which  damages  health 
should  be  vigorouslv  treated  bv  the  medical  profes- 
sion, and  the  use  of  damaging  agents  should  not  be 
in  anv  wav  condoned,  and  certainly  not  urged  by  ad- 
vertising bv  the  medical  profession  or  by  any  of  its 
official  organs. 

Again,  I find  vour  replv  to  Dr.  Harlin’s  letter  in- 
credible, to  the  point  of  being  almost  unbelievable. 
There  can  be  no  room  for  cigarette  advertising  in  a 
professional  medical  journal  and  I wish  to  strongly 
voice  mv  objection  to  its  continued  appearance  in 

NORTHWEST  MEDICINE. 

Sincerely, 

ROBERT  L.  .NIELSEN,  M.D. 

P.S.  The  more  I think  about  it,  the  more  irresponsible 
I believe  vour  reply  is. 


Editor’s  Rationale  Questioned 

Seattle,  Washington 

Exlitor,  .NORTm\’EST  medicine: 

1,  too,  wish  to  have  mv  script  recorded  among  the 
small  number  of  letters  expressing  similar  displeasure 
upon  seeing  cigarette  advertisements  in  northwest 
medicint;. 

It  is  gratibing  that  the  editor  feels  that  any  at- 
tempt to  promote  cigarette  smoking  should  be  con- 
demned. I also  agree  with  him  in  that  smoking  of 
cigarettes,  just  like  the  drinking  of  ethanol,  is  each 
individual’s  responsibiliU'.  It  is  the  duty  of  his  physi- 
cian to  objectivelv  apprise  each  individual  so  that  an 
informed  decision  is  possible. 


The  scientific  articles  on  smoking  have  been  suc- 
cessful, as  evidenced  that  we  are  now  able  to  visual- 
ize the  speaker’s  podium  at  medical  meetings.  It 
is  truly  remarkable  that  over  100,000  physicians  (an 
acknowledged  refractoiy’  group  to  self-healing)  hav'e 
kicked  the  habit.  The  presence  of  these  informed 
practitioners  will  help  reduce  cigarette-induced  ill- 
nesses; whose  ravages  currently  include  the  fact  that 
63  percent  of  all  patients  admitted  to  Seattle  Veter- 
ans Administration  Hospital  demonstrate  physiologi- 
cally detectable  obstructive  lung  disease. 

I fail  to  understand  the  rationale  which  the  editor 
suggests  that  letter  writing  deploring  physician 
smoking  will  nullib’  the  cigarette  advertising  within 
his  journal.  This  novel  philosophy  ignores  the  beauti- 
fully illustrative  subliminal  advertising  bv  the  tobac- 
co industiy.  Perhaps  the  editor  should  address  him- 
self to  why  cigarette  companies  want  to  advertise  in 
medical  journals.  Certainly  they  do  not  entice  physi- 
cians to  smoke,  for  the  practitioner  has  been  informed 
and  polarized.  The  presence  of  a cigarette  adver- 
tisement within  a medical  journal  rapidly  implies  to 
the  physician’s  staff,  his  family  and  his  patients,  that 
cigarettes  aren’t  reallv  that  hazardous  to  health. 
Hopefully,  the  liquor  industiv  will  not  seize  upon 
this  opportunity  which  would  allow  them  to  ride 
upon  the  coattails  of  medical  respectabiliU'. 

Sincerely  yours, 

KENT  .N.  SULUVAN,  M.D. 

Pulmonar\'  Disease  Service 

Seattle  \’eterans  Adminis- 
tration Hospital 

Abortion  Issue  Temporarily  Buried 
But  Far  From  Dead 

Seattle,  Washington 

Editor,  NORTm\’EST  medicine: 

Unpopular  as  election  post-mortems  may  be,  the 
comments  of  William  E.  M atts  (“Now  Up  do  Us, 
Correspondence,  .northwest  medicine,  December 
1970)  demands  a response.  The  connotation  of  his 
remarks  suggest  that  he  is  writing  the  final  words  on 
abortion.  I can  almost  hear  a benediction  being  pro- 
nounced. At  the  risk  of  being  accused  of  doing  the 
same,  I hasten  to  add  that  I realize,  as  must  he, 
that  the  final  words  on  abortion  in  Washington  will 
not  be  said  for  a long,  long  time,  if  ever. 

Dr.  M’atts  labels  the  vote  on  Ref  20  as  “decisive”. 
The  opposition  does  not  so  regard  it,  as  evidenced 
bv  the  fact  that  nearly  half  the  voters  rejected  the 
concept  of  unlimited  abortion  on  demand.  Mere 
approval  of  a law  which  sanctions  the  wanton  de- 

Correspondence  continued  on  page  161 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola^ 
products. 


i 


mtickMS 


pf^  tiiiuW 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 


Hygieia 

fciiew 

what 

every 

Goddess 

and  Doctor  and  Nurse 

should 

know 


HYGIEIA,  goddess  of  health  in  An- 
cient Greece,  came  from  an  illustrious 
and  powerful  family.  Her  great-grand- 
father was  Zeus  and  her  granddad  the 
dashing  Apollo,  both  gods  of  healing; 
and  her  father.  Asclepius.  was  also  a 
revered  god  of  healing  and  medicine 
to  Greeks  and  Romans  for  fourteen 
centuries. 

Hygieia  and  her  doctor  father  made 
the  nightly  rounds  of  the  temple-hos- 
pitals — sometimes  with  Hygieia’s  sister 
Panacea,  goddess  of  remedies  and  heal- 
ing— often  curing  people  in  their  sleep. 
Hygieia  cared  for  the  sacred  serpents 
as  well  as  for  her  father's  awestruck 
patients. 

The  Asclepius  family  knew  the  wis- 
dom of  wine,  of  course.  Wine  had 
already  been  mankind’s  best  and 


Wine  aids  in  acquiring  wisdom,  we 
believe;  and  therefore,  having  made 
wine  for  your  pleasure  for  more  than 
two  centuries,  we  have  also,  for  the 
past  thirty  years  or  more,  been  con- 
stantly encouraging  worldwide  scienti- 
fic research  on  wine  to  aid  you  in  your 
professions  of  healing  and  nursing. 

May  we  send  you  the  latest  news 
about  wine  in  patient  care,  with  our 
compliments? 

May  we  also  send  you  some  facts 
about  wine  tasting  and  wine  serving 
and  some  recipes  for  delicious  wine 
cooking  that  every  nurse  and  doctor's 
wife  would  enjoy  having?  Just  circle 
the  desired  numbers  below.  We'll  fill 
your  prescription  for  literature  at  no 
charge. 


gentlest  tranquilizer  and  therapeutic- 
aid  for  at  least  twenty-five  centuries,  as 
it  still  is  today. 

About  the  time  of  the  siege  of  Troy. 
Hygieia's  two  doctor  brothers.  Macha- 
on  the  surgeon  and  Podalarius  the 
diagnostician  and  pioneer  of  phlebot- 
omy. prescribed  wine  to  soldiers  with 
the  good  results  reported  later  by 
Homer,  the  renowned  war  correspond- 
ent, Wine  gives  strength  to  weary 
men.” 


■T^  ■ T'. 


- FATHER:  Asclepius, 
J God  of  Medicine 
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Reading  Prescription  for:  Doctor,  Nurse,  Administrator,  Technician,  Dietician,  etc.  (Sent  free  to  members  of  the  medical  profession.) 


Name. 

Title 

Address 
City 


Circle  each  number  wanted : 1.  Wine  and  Tranquility,  a 7-page  reprint  by  Salvatore  R Lucia,  i 
M.D.  2.  The  Use  of  Wine  in  Hospitals  and  Nursing  Homes,  a panel  discussion,  especially  of 
wine  in  convalescent  and  geriatric  care,  patient  and  staff  morale.  3.  Wine  Brightens  the  Hospital 
Diet  and  the  Hospital,  reprint,  with  practical  ideas  for  use  when  installing  w'ine  in  hospital, 
nursing  home.  4.  Uses  of  Wine  in  Medical  Practice,  a 64-page  booklet  with  research  findings, 
summaries  of  Indications/Contraindications  for  Wine,  bibliography.  5.  For  your  personal 
pleasure:  California  Wine  Cookery  and  Drinks  (88  recipes,  ideas).  6.  For  entertaining;  Wine 
Tasting  Party.  7.  For  your  own  “cellar”:  Storage  and  Care  of  Wine  in  your  Home. 


State 


Zip 


Please  print  your  name,  title  as  member  of  medical  profession,  address  and  zip  and  mail  to: 


DEPART.MENT  L-11  WINK  ADVISORY  BOARD.  717  .MARKET  STREET,  SAN  FRANCISCO,  CALIFORNIA  94103 


TepanihTen 

■ (continuous  release  form) 

(diethylpropion  hydrochloride/N.R) 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 


and  jltteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscular  effects  reported  Include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  pfienomeno  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostrointestinof  effects  such  as  diarrhea, 
constipation,  nousea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  end  leukopenia.  A voriety  of  miscelloneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  toblet 
doily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-ios  / 2/71  / u.s.  patent  no.  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instonces,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessory, 
dosage  may  be  Increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  CX)MPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


GKnnamm 

(quinine  sulfate  260  mg.,  aminaphylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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struction  of  a segment  of  our  soeiety,  the  unborn 
ehildren,  will  never  alter  the  deep  feelings  relevant 
to  the  sanctity  of  human  life,  which  most  people 
must  still  hold,  regardless  of  how  they  voted.  An 
issue  so  vital  can  never  be  swept  away,  and  because 
of  this,  the  mechanisms  to  ultimately  make  the  law 
self-defeating  were  unwittingly  built  in  and  even- 
tually it  will  prove  to  be  its  own  undoing.  In  my 
opinion,  Ref  20  won  approval  by  a narrow  margin 
because  of  some  voters  of  both  sexes,  regardless  of 
marital  status,  who  did  not  have  the  courage  to  vote 
their  convictions.  Often  did  I hear  the  opinion  ex- 
pressed that  while  they  were  opposed  to  abortion 
on  demand  on  moral  and  other  grounds,  they 
thought  it  might  be  a nice  law  to  have  around  in 
case  one  needed  it.  In  other  words,  personal  respon- 
sibility was  sacrificed  for  personal  expediency.  What 
a sad  commentary  on  a certain  segment  of  our  cur- 
rent society. 

The  opposition  campaign  accomplished  much. 
First,  the  public  became  informed  as  to  what  abor- 
tion was  really  all  about.  Secondly,  the  electorate 
demonstrated  in  convincing  fashion  that  it  did  not 
regard  it  as  a religious  (Catholic)  issue,  as  proven  by 
a simple  analysis  of  the  vote.  A smashing  back  of  the 
hand  rebuke  was  thereby  rendered  to  Dr.  Watts 
and  many  others,  individuals  and  groups,  all  of  whom 
particularly  in  the  last  weeks  of  the  campaign,  by 
means  of  television  (KCTS-9,  Nov.  1,  ’70;  KTNT-11, 
Oct.  25,  ’70;  KOMO-4,  Oct.  28,  ’70),  radio  broad- 
casts, press  releases,  speeches  and  seminars,  tried 
valiantly  to  distort  the  abortion  issue  so  as  to  make 
it  appear  to  be  mainly  a Catholic  issue. 

Dr.  Watts  continues  to  emphasize  the  alleged  over- 
whelming support  by  Washington  physicians  for  un- 
limited abortion.  This  is  a gross  distortion  of  the 
facts  and  hundreds  of  physicians  across  the  State 
continue  to  resent  it.  Dr.  Watts  knows,  and  every 
physieian  should  know,  that  the  only  valid  and 
accurate  appraisal  of  opinion  at  the  physician  grass- 
roots level  was  the  written  ballot  poll  taken  in  the 
summer  of  ’69,  wherein  nine  percent  voted  for  no 
change  in  the  law,  39  pereent  voted  for  modified 
reform  with  controls,  totaling  48  percent  and  52 
percent  voted  for  abortion  on  demand,  basically  a 
50/50  division  of  opinion  and  certainly  not  an  over- 
whelming mandate  from  Washington  physicians. 

Mention  should  be  made  here  and  eternal  credit 
given  to  the  hundreds  of  nurses  statewide,  who, 
loyal  to  their  professional  motivation  and  objectives, 
training  and  dedication,  publicly  laid  their  names 
on  the  line  as  being  unalterably  opposed  to  unlimited 
abortion.  If  Dr.  Watts  remains  insensitive  to  the 
widespread  combined  opposition  of  nurses  and 
physicians,  may  I suggest  that  he  stroll  in  the  sur- 
gieal  and  maternity  suites  of  hospitals  where  “volun- 
tary abortions’’  are  being  performed,  often  where  in 


an  adjacent  room  a struggle  may  be  on  to  ensure  the 
life  and  well-being  of  a newborn,  and  experience  for 
himself  the  deep  and  bitter  feelings  of  revulsion 
and  resentment  against  abortion  which  pervades 
the  atmosphere.  He  just  may  come  away  a hum- 
bled man. 

The  abortion  law  is  now  being  implemented  with 
great  dispatch.  It  is  obvious  that  problems  for  pa- 
tients, physicians,  hospitals  and  public  have  just 
begun.  On  December  10,  1970,  a so-called  publie 
hearing  was  held  in  Olympia  by  the  State  Board  of 
Health,  a body  comprised  of  six  members,  three  of 
them  physicians,  none  of  them  an  obstetrician-gyne- 
cologist. “Proposed  Regulations,”  prepared  by  the 
Washington  State  Department  of  Social  and  Health 
Services,  serving  as  agent  for  the  Board  of  Health, 
were  read.  These  were  no  doubt  written  with  the 
help  of  the  abortion  interests  (and  a rather  amateurish 
effort  at  best),  who  in  turn  must  have  borrowed  some 
of  their  ideas  from  New  York,  where  they  are  having 
such  horrendous  problems  with  their  ghastly  law. 
Some  of  us  present,  including  social  workers,  at- 
torneys, physicians  and  interested  and  eoncerned 
laymen,  made  eonstructive  critieisms,  suggestions 
and  recommendations  which  were  met  with  stony- 
faced  silenee. 

The  Board  then  proceeded  to  adopt  in  rubber- 
stamp  fashion,  the  regulations  which  are  as  full  of 
ambiguities,  loop-holes  and  deficiencies  as  is  the 
abortion  law  itself. 

The  main  impact  of  these  regulations  is  that  now, 
so-called  “licensed”,  but  non-accredited  hospitals, 
and  private  physieians  aeting  singly  or  in  groups 
may  perform  abortions  in  their  own  facilities,  provid- 
ing they  meet  relatively  simple  basic  requirements 
which  can  be  developed  with  relatively  little  capital 
outlay.  No  provision  is  made  requiring  the  latter 
category  to  identify,  diagnose  and  keep  reeords  on 
tissues  removed  at  the  time  of  abortion.  Obviously, 
there  are  to  be  multiple  standards  and  regulations, 
some  for  accredited  hospitals,  some  for  “license'd” 
hospitals  and  some  to  serve  the  speeial  interests  of 
private  abortion  groups.  If  the  Department  of  Social 
and  Health  Serviees  grants  but  one  such  license  to  a 
private  facility  they  would  be  legally  hard  put  to 
deny  it  to  any  other  group  which  qualified.  No 
doubt  such  abortion  clinics  will  be  springing  up  all 
over  the  State.  Thus,  will  have  come  full  eircle  in 
a very  short  time,  the  pre-election  predictions  as 
to  how  the  practice  of  abortion  would  be  achieved  in 
Washington,  actually  a situation  not  too  far  removed 
from  the  better  “abortion  parlors”  of  old.  Only  now, 
it’s  legal  and  in  the  minds  of  some,  whatever  is  legal 
is  now  ethical  and  moral!  Personally,  I consider 
the  approval  of  these  regulations  by  the  Board  of 
Health  to  be  a breach  of  faith  with  the  publie. 
While  within  their  legal  rights,  in  view  of  the 
“fine  print”  deep  in  the  substanee  of  the  Referendum, 
providing  for  abortions  to  be  done  “in  other  facili- 
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ties,”  the  fact  remains  that  during  the  campaign, 
the  public  was  led  to  believe  by  the  abortion  in- 
terests, that  abortions  would  be  permitted  primarily, 
if  not  exclusively,  in  the  safest  surgical  environment 
possible;  namely,  the  fully  accredited  hospital. 

The  day  after  approv'al  of  private  abortion  clinics 
bv  the  Washington  State  Board  of  Health,  the  Seattle 
Post-Intelligencer,  under  date  of  Dec.  11,  ’70,  re- 
corded the  following:  “A  group  of  Seattle  doctors 
who  activ'ely  campaigned  for  passage  of  Referendum 
20,  said  they  would  attempt  to  establish  a clinic  on 
First  Hill.  A spokesman  for  that  group.  Dr.  Richard 
M.  Soderstrom,  said  the  clinic  would  be  ‘for  private 
patients,  with  capabilities  for  accepting  charity  pa- 
tients as  well.’  He  said  the  group  hopes  to  open  the 
facility  by  Jan.  20.  Others  involved  in  the  plans  for 
the  Seattle  clinic  are  Dr.  Donald  M.  McIntyre,  Dr. 
W’illiam  E.  Watts,  Dr.  Julius  Butler  and  Dr.  Nathaniel 
Wagner.” 

The  involvement  of  Dr.  William  E.  Watts,  Intern- 
ist, and  Nathaniel  N.  Wagner  Ph.D.,  Psychologist, 
did  raise  some  eyebrows  in  local,  professional  and, 
lav  circles.  Howev'er,  in  view  of  their  veoman  efforts 
in  behalf  of  Ref.  20,  such  action  would  be  under- 


standable. For  those  who  followed  the  campaign 
closely,  the  announcement  of  this  clinic  really  sur- 
prised no  one,  but  the  brazen  promptness  thereof 
was  a bit  startling. 

Dr.  Watts,  in  his  letter,  made  some  suggestions, 
expressing  favorable  thoughts  about  alternatives  to 
abortion:  sex  education,  contraception,  family  plan- 
ning, etc.  One  would  think  that  he  was  a tardv  new- 
comer to  the  legions  opposing  unlimited  abortion. 
His  comment  that  “they  (the  voters  approving  abor- 
tion) believed  that  physicians  could  handle  this  dif- 
ficult problem,  with  dignity,  compassion  and  respect 
for  life  in  its  broader  sense,”  really  touched  me,  par- 
ticularly the  last  seven  words.  In  the  final  analysis, 
respect  for  life  surely  must  encompass  the  most  ba- 
sic concept  of  the  protection  and  preservation  of  hu- 
man life,  rather  than  its  destruction.  Was  not  the 
choice  of  one  or  the  other  of  these  concepts,  what 
abortion  in  general  and  Ref.  20  in  particular,  was 
really  only  all  about? 

Gerh.\rd  Ahnquist,  M.D. 

Correspondence  continued  on  page  164 


Professional  - JSledical 

EQUIPMENT 

LEASING 

Specialists  in  Convalescent  or  General  Hospital  Equipment  and  Professional  Medical  Apparatus 


Call  or  write  . . . 

LOWELL  R.  CHANDLER,  Manager 

AMERICAN  FEDERAL  LEASE  CORP. 

(A  Division  of  Grannmg  & freece  Finoncia/  Corp.) 

805  S.  E.  HAWTHORNE  • PORTLAND,  OREGON  97214 
Telephone  (503)  234-0911 
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Multivitamins 
with  pyridoxine 
can  impair 
ievodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing  B^. 

Vitamin  reportedly  reduces  the  benefits  of 
Ievodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B^)...and  helps  ensure 
that  your  Ievodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information; 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B12) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 

Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  Ievodopa  therapy  in  patients 
with  Parkinson's  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B6)  which  has  been  reported''^  to  reduce  the 
clinical  benefits  of  Ievodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications:  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  Ievodopa. 

Warning:  Administration  of  vitamin  B<,  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B12. 

Dosage  and  Administration:  One  or  two  tablets  daily,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1.  Duvoisin,  R.  C.,  etal.:  Trans.  Amer.  Neurol.  Assoc.,  94:81, 

1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  210:1255,  1969. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Dr.  Watts  Replies: 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

I am  not  so  insensitive  as  to  be  unresponsive  to 
Dr.  Ahnquist’s  letter,  which  was,  1.  A criticism  of 
mv  letter  to  the  editor,  2.  An  essay  on  his  feelings 
about  Referendum  20,  and  3.  A personal  attack 
on  me. 

Regarding  his  criticism  of  my  letter,  I can  only 
sav  that  my  letter  was  (as  I saw  it)  non-inflammatory. 

Regarding  his  feelings  about  Referendum  20,  he 
has  expressed  them  ably,  emotionally,  and  repeat- 
edlv.  Further  argument  or  rebuttal  is  now  superflu- 
ous. 

In  personal  attack,  and  a low  blow  it  was,  he  re- 
ferred to  a Seattle  press  article  regarding  a group 
that  was  soon  to  open  an  abortion  facility  and  fol- 
lowed with  comments  about  “raised  eye-brows”  in 
the  profession,  and  “the  involvement  of  William 
E.  Watts,  Internist,  and  Nathaniel  N.  Wagner  Ph.D., 
Psychologist,  did  raise  some  eyebrows  in  local,  pro- 
fessional and  lay  circles.  However,  in  view  of  their 
veoman  efforts  in  behalf  of  Ref.  20,  such  action  would 
be  understandable.” 

The  fact  is  that  this  alleged  group  had  never  met, 
but  each  by  phone  had  approved  a concept.  This 
concept  was  that  were  abortion  to  be  done,  it  should 
be  done  with  maximum  safety  and  skill,  a minimum 
cost,  with  minimum  stress  on  hospital  facilities,  with 
full  social,  psychological  and  medical  screening  pre- 
operativelv,  and  with  post-operative  counselling.  In 
the  one  phone  conversation  I had  regarding  this 
“group”,  I stressed  that  it  should  be  non-profit.  Thus 
the  “group”  did  not,  and  does  not,  exist.  There  was 
no  intention  to  exploit. 

Is  it  appropriate  that  northwest  medicine  should 
serv'e  as  a vehicle,  1.  For  personal  attack,  2.  To  per- 
petuate the  mistakes  of  the  daily  press,  and  3.  To 
impugn  the  motives  of  the  physicians  it  serv'es? 

Yours  sincerely, 

WILLIAM  E.  WATTS,  M.D. 

Editor's  note:  See  statement  under  the  correspon- 
dence department  heading  - “Responsibility  for  state- 
ments rests  with  the  authors  of  these  communications.’’ 


Solutions  for  Annoyed  Obstetricians 

Seattle,  Washington 

Editor,  NORTHWEST  medicine: 

I read  Dr.  Demming’s  facetious  remarks  about 
“aborticare”  and  Referendum  20  published  in  the 
correspondence  section  of  the  January  ’71  issue.  As 
you  recall,  he  wrote  of  his  “undue  annoyance  by  fe- 
males who  are  pregnant”  and  who  are  requesting 
abortion,  and  of  his  nurses’  “embarrassment”  at  having 
to  ask  patients  whether  they  are  planning  to  carry 
their  pregnancy  to  term  or  are  seeking  an  abortion. 

To  weigh  the  really  desperate  distress  of  a woman 
who  has  conceived  when  she  is  not  ready  or  willing 
to  be  pregnant  against  Dr.  Demming’s  undue  an- 
noyance is  ludicrous.  If  Dr.  Demming  would  con- 
sider his  patients  as  human  beings  with  their  own 
set  of  values  instead  of  delinquents  with  whom  he  is 
annoyed,  if  he  would  take  the  time  to  really  listen  to 
what  these  patients  with  unwanted  pregnancies  are 
saying,  and  if  he  would  have  an  open  mind  to  what 
they  go  through  he  might  decide  his  course  of  action 
differently. 

Some  obvious  solutions  to  Dr.  Demming’s  dilemma 
are  offered  below. 

1.  He  could  place  a sensible,  professionally  cor- 
rect sign  at  his  receptionist’s  counter  stating  what 
his  position  on  abortion  is. 

2.  He  could  find  out  where  to  refer  these  women 
in  Tacoma  and  do  a sensitive  supportive  job  of  such 
referral.  Although  Referendum  20  had  a “conscience 
clause”  allowing  individuals  to  not  perform  abortions, 
this  shouldn’t  be  construed  to  mean  that  physicians 
would  obstruct  or  embarrass  women  who  are  seek- 
ing an  abortion. 

I’m  sure  that  any  woman  seeking  an  abortion 
wouldn’t  force  a physician  to  do  anything  against 
his  will,  nor  would  she  embarrass  him  if  she  knew 
his  position.  I also  suspect  she  would  be  grateful  to 
him  if  he  would  handle  her  with  respect  even  though 
he  referred  her  to  another.  Isn’t  it  time  we  started 
behaving  as  physicians  of  the  whole  person  and  not 
just  arbitrary  judges  within  our  specialties? 

Yours  sincerely, 

C.  GLENT>I  CLEMENTS,  M.D. 
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NOTES 


AMA  recommends  obtaining;  sip;ned.  acknowledg;ment  that  in- 
formation has  been  given  when  contraceptive  pills  have  been 
prescribed.  More  than  500  suits  have  been  filed  against 
pharmaceutical  manufacturers.  Physicians  have  not  yet  been 
involved  in  the  suits  but  they  well  may  be  in  future  actions. 

If  consent  forms  or  acknowledgments  are  not  signed,  the  patient' 
record  should  carry  a note  about  information  having  been 
provided . 

Zinc  is  essential  to  normal  growth  and  sexual  development 
of  children  but  zinc  deficiency  in  adults  leads  to  poor 
healing  of  wounds,  among  other  abnormalities.  Patients  with 
cirrhosis  show  changes  similar  to  those  found  in  zinc  de- 
ficient individuals.  Prasad,  one  of  the  first  investigators 
to  call  attention  to  the  need  for  zinc,  and  Oberleas  are 
authors  of  a compact,  authoritative  review  on  zinc  in  the 
October  issue  of  Annals  of  Internal  Medicine. 

Pharmaceutical  manufacturers  may  soon  be  providing  most 
of  the  laboratory  service  in  this  country.  Most  recent  entry 
into  the  laboratory  field  is  the  American  Cyanamid  Company. 
Lederle  Laboratories  division  will  operate  the  new  subsidiary, 
Chem  Lab  Corporation,  with  plants  in  Miami  and  Columbus,  Ohio. 

Electronic  gadgets  have  lost  their  glamour.  Recent 
studies  reported  in  Advertising  Age  indicate  only  one  viewer 
in  six  notes  the  commercials  and  only  one  in  twelve  can 
identify  sponsors  correctly.  Phenomenon  is  called  mental 
tune-out.  But  there  is  more  woe  to  come.  Cable  television, 
home  videotape  outfits,  and  cassette  video  will  syphon  off 
important  segments  of  the  audience.  Television  loses 
S225,CCC,CCC  in  cigarette  advertising  this  year.  And,  now 
that  the  novelty  has  worn  off,  some  people  may  rediscover 
reading. 

If  you  hit  a solid  barrier  at  1C  miles  per  hour,  the 
repair  cost  will  be:  Chevrolet  Impala,  Ford  Galaxie , 

S459.C5;  Plymouth  Fury,  S6CC.C5;  AMC  Ambassador,  S615.75; 
Volkswagen,  S522.35;  Maverick,  $^27.35.  Figures  are  apprais- 
als after  tests  conducted  by  the  Insurance  Institute  for 
Highway  Safety  and  are  for  197C  models.  Bills  in  Congress  and 
before  some  state  legislatures  may  require  construction  to 
withstand  crashes  at  5 1C  miles  per  hour  without  damage. 

Insurance  rates  will  be  based  on  crash  resistance.  Look  for 
changes  in  automobile  design  in  the  near  future. 

Users  of  contraceptive  pills  had  fewer  positive  cervical 
smears  than  women  in  a non-family-planning  clinic,  according 
to  a report  in  New  York  State  Journal  of  Medicine,  November  1. 
Pill  users  had  C.96  carcinomas  in  situ  per  1,CCC.  Rate  from 
other  clinics  was  1.68. 

H.  L.  H. 
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EDITORIAL 


Structured,  Problem-Oriented  Records 

in  Office  Practice 


A yf  odern  medicine  has  become  more  and  more 
■*"a  group  function.  Even  solo  practitioners  ar- 
range to  have  colleagues  co\er  for  vacations, 
medical  meetings,  courses,  or  when  thev  become 
ill  or  leave  practice.  Under  these  circumstances, 
a medical  record  that  summarized  the  patient’s 
histon-  at  a glance  is  of  utmost  importance.  The 
problem-oriented  record  helps  the  busv  phvsi- 
cian  keep  in  mind  all  the  patient’s  problems  and 
makes  it  easier  to  treat  each  appropriatelv  as  it 
relates  to  the  others  and  to  the  whole  patient. 

Phvsicians  mav  lose  time  looking  for  infomia- 
tion  hidden  in  charts  arranged  only  chronological- 
1\’  and  can  all  too  easilv  overlook  important  prob- 
lems that  ought  to  be  considered  before  directing 
a new  or  changed  regimen.  To  help  a\  oid  such 
errors,  Lawrence  Weed,  now  at  the  Universitv 
of  \’ermont,  has  developed  a svstem  of  medical 
record  keeping — the  problem-oriented  medical 
record— that  organizes  records  to  facilitate  pa- 
tient care  and  chart  review.  However,  in  a re- 
cent suiA’ev  of  Washington  State  general  prac- 
titioners, 77  percent  of  the  phvsicians  responding 
were  not  familiar  with  this  excellent  svstem.* 
Since  references  to  date  are  somewhat  lengthv,^“* 
some  of  the  kev  concepts  of  the  problem-oriented 
medical  record  will  be  outlined  in  this  editorial. 

Problem  is  defined  as  “any  aspect  of  the  pa- 
tient which  requires  further  attention  for  diagno- 
sis, treatment  or  obsen  ation.” 

■\  simplified  \ ersion  of  a structured,  problem- 
oriented  medical  record  can  easily  be  adapted. 
For  office  records  there  are  five  important  com- 
ponents: 

1.  Patient  profde:  This  page  is  placed  on  the 
inside  cover  of  the  chart  and  contains  in- 
formation regarding  age,  sex,  address, 
religion,  employment,  insurance,  etc. 
Many  physicians  alreadv  have  standard 
foiTns  for  this  infonuation. 

2.  Problem  sheet:  This  sheet  lists  the  major 
problems  of  the  patient,  giving  dates  of 
occurrence  and  resolution.  The  problem 
sheet  is  the  first  page  of  the  record  and 
ser\  es  as  a continuous  tallv  of  problems. 


past  and  present.  As  problems  accumu- 
late over  the  years,  the  problem  sheet 
must  be  kept  up-to-date.  The  entries  are 
usually  diagnoses  but  may  be  lab  values, 
signs,  symptoms,  or  social-personal  prob- 
lems. Freed  of  the  need  to  list  only  cod- 
able  diagnoses,  the  physician  can  be  total- 
ly honest  and  list  problems  exactly  as  he 
understands  them.  This  reduces  the  chanc- 
es of  losing  track  of  a problem  that  does 
not  fit  neatly  into  a diagnostic  categoiw, 
and  also  reduces  the  chances  of  labeling 
the  patient  with  a convenient,  but  pos- 
sibl\’  incorrect,  diagnosis. 

3.  Treatment  sheet:  Page  two  gives  a run- 
ning account  of  medications  and  treat- 
ments and  must  be  kept  current.  This  al- 
lows the  physician  to  review  his  treat- 
ment at  a glance  instead  of  fumbling 
through  the  chart. 

4.  Data  base:  This  includes  a complete  his- 
ton’  and  physical  along  with  special  re- 
ports and  flow  sheets  (e.g.  anticoagulant 
flow  sheets).  Special  reports  (ECG’s,  X- 
ravs)  are  in  chronological  order  within 
their  appropriate  categories.  Much  of  the 
general,  historical,  data  base  can  be  ob- 
tained with  the  aid  of  a self-administered 
questionnaire  or  use  of  a computerized 
histon'  system. 

0.  Progress  notes:  Office  records  are  basical- 
ly progress  notes.  In  progress  notes  the 
separate  problems  should  be  titled  and 
underlined  at  the  left  margin  to  make 
them  easilv  identifiable.  This  organizes 
thinking  and  makes  the  information  easy 
to  retrieve.  Narration,  lab  data,  impres- 
sions and  plans  are  under  the  appropriate 
problem  heading,  making  information 
relative  to  particular  problems  easy  to 
find. 

Phvsicians  have  always  been  concerned  about 
patient’s  problems,  so  stmeturing  medical  rec- 
ords to  make  them  problem-oriented  would  seem 
to  be  a logical  outgrowth.  W'hat  is  suggested  by 
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the  structured,  problem-oriented  approach  is 
not,  then,  a radical  development  for  practicing 
physicians.  It  is,  rather,  a refinement  of  record- 
keeping and  thinking  directed  at  helping  the 
physician,  his  colleagues  and  assistants  keep 
track  of  the  whole  patient.  It  is  a systematic  ap- 
proach to  the  patient  and  his  problems  that 
should  reduce  errors  of  oversight  and  improve 
the  qualitv  of  care.  It  is  a tool  with  which  the 
conscientious  physician  can  demonstrate  on  pa- 
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per that  he  is  providing  quality  care  and  it  may 
even  make  it  a little  easier  for  the  physician  to 
leave  his  practice  to  a colleague  in  order  to  get 
away  for  a medical  meeting,  a continuing  educa- 
tion program  or  a vacation! 

Stephen  R.  Yarnall,  M.D. 
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The  Surgeon,  Sterilization  And  Abortion 


\T  oluntary  sterilization  is  on  the  increase. 

* Abortion  reform  has  forced  today’s  physi- 
cian to  reappraise  his  population  awareness. 
Ecologists  are  bombarding  our  nation  with  cries 
of  “zero  population  growth.”  For  the  first  time 
in  my  career,  patients  without  children  are  asking 
for  sterilization.  Heretofore,  our  country  has 
thrived  on  the  family  image.  Now  patients  are 
asking  “Why  must  I have  children?”  — Why 
indeed! 

Last  year  the  American  College  of  Obstetri- 
cians and  Gynecologists  liberalized  guidelines 
regarding  sterilization  and  abortion.  Prior  to 
1969,  the  recommendation  was  that  no  woman 
could  be  voluntarily  sterilized  unless  her  age 
times  her  parity  exceeded  125.  Today  the  College 
states  — “Voluntary  sterilization  and  abortion 
are  decisions  between  the  physician  and  the 
patient  in  accordance  with  state  law.”  Consulta- 
tion is  required  onlv  for  medical  indications. 

The  other  day  a patient  with  eight  living 
children  requested  information  regarding  tubal 
ligation.  Mechanical  contraception  had  failed 
repeatedly.  Because  of  puerperal  phlebitis,  oral 
contraceptives  were  withheld.  After  our  discus- 
sion, she  said  she  would  make  arrangements  for 
the  operation  as  soon  as  she  had  paid  for  her 
cholecystectomv  two  months  earlier.  About  the 
same  time,  a man  limped  into  a urologist’s  office 


Prepared  from  a paper  presented  at  the  Annual  Meeting  of 
the  Seattle  Surgical  Society,  Seattle,  Washington,  January  22, 
1971. 


for  an  outpatient  vasectomy  — his  limp  was 
caused  by  a recent  herniorrhaphy. 

It  would  seem  that  the  surgeon  should  be 
asking  questions  about  family  planning  desires 
when  scheduling  patients  for  elective  surgery. 
I’ve  had  patients,  immediately  post-radical  mas- 
tectomy, referred  for  an  I.U.D.  insertion;  — why 
wasn’t  she  sterilized  at  the  time  of  the  mastecto- 
my? Tubal  resection  by  the  operating  laparoscope 
would  have  been  efficient,  simple  and  would 
have  provided  the  added  bonus  of  abdominal 
exploration  for  silent  metastasis. 

The  surgeon  will  soon  find  patients  requesting 
infoiniation  about  abortion.  Few  will  perform 
the  operation  but  all  should  know  certain  basic 
facts:  The  risk  of  abortion  accelerates  with  each 
week  of  gestational  age.  Beyond  the  tenth  week 
(gestational  age)  the  ri.sks  exceed  those  of  a 
term  delivery.  The  simplicity  of  abortion  has 
been  casually  over-emphasized  — it  just  isn’t 
so!  The  patient  seeking  abortion  needs  immediate 
counseling. 

Abortion  is  a lousy  contraceptive.  Family 
planning  education  is  an  integral  part  of  ever\' 
physician’s  responsibility  to  his  patients.  I should 
like  to  encourage  all  surgeons  to  discuss  family 
planning  desires  while  taking  preoperative  his- 
tories. Contraceptive  techniques  used  should  be 
reviewed  and,  if  sterilization  seems  appropriate, 
it  should  be  discussed.  I think  I can  .speak  for 
most  obstetricians  and  gynecologists  when  I 
say  — “We  need  your  help!” 

Richard  M.  Soderstrom,  M.D. 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilo^W  Liquid  250 

hlrythromycin  ELstc^e 

(equivalent  to  250  mg.  of  base  per  5-ml  teaspoonful) 

Additional  inlormation  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Rubella-Induced  Congenital 
Defects  and  Rubella  Immunization 

D.R.  PETERSON,  M.D./NINA  CHINN,  R.N.,  Seattle,  Washington 


assessment  of  the  after- 
math  of  the  1965  rubella  epi- 
demic in  King  County,  Wash- 
ington, reveals  a modest  num- 
ber of  children  with  congenital 
defects  attributable  to  maternal 
infection  with  rubella  virus.  Re- 
cently licensed  rubella  vaccine 
may  prevent  such  tragedies,  pro- 
vided we  respect  current  limita- 
tion in  its  use. 

I ’’  he  mbella  epidemic  that 
spread  over  most  of  the 
United  States  in  1964  did  not 
reach  King  County,  Washington, 
in  full  force,  until  1965.  As 
shown  in  Figure  1,  rubella  epi- 
demics of  comparable  magni- 
tude occurred  previously  in  1927, 
1936,  1941  and  1957.  We  at- 
tempted to  ascertain  the  num- 
ber of  children  with  rubella- 
induced  congenital  defects  ac- 
quired just  before,  during,  or 
just  after  the  1965  epidemic 
(1963  through  1968)  for  two  rea- 
sons: 1.  The  number  would  pro- 
ject the  target  for  future  immuni- 
zation programs  to  prevent  the 
tragic  consequences  of  uncon- 
trolled rubella  and,  2.  The  num- 
ber still  living  represents  the 
target  for  rehabilitation  and  ed- 
ucation programs. 

We  sought  cases  of  congenital 
rubella  syndrome  that  were  di- 
agnosed at  birth  by  reviewing 
the  diagnostic  index  of  eveiy 
hospital  in  King  County  having 
an  obstetrical  unit  as  well  as  by 
reviewing  all  birth  certificates 

Dr.  Peterson  is  Director  of  the  Epi- 
demiology Division,  Seattle-King  County 
Department  of  Public  Health. 


Fig.  1 

filed  from  1963  through  1968. 
We  studied  the  medical  record 
of  every  suspected  case  we  so 
identified,  and  discarded  cases 
that  did  not  have  at  least  two 
diagnostically  significant  attri- 
butes. We  discovered  that  every 
case  of  congenital  rubella  syn- 
drome diagnosed  at  birth  was 
eventually  studied  at  either  the 
University  of  Washington  Hos- 
pital or  the  Children’s  Orthoped- 
ic Hospital.  Rubella  virus  was 
recovered  from  two  thirds  of 
these. 

We  identified  cases  of  mbella- 
induced  congenital  defects  that 
were  belatedly  diagnosed  weeks 
or  months  following  birth  by 
canvassing  records  of  the  Seattle 
Hearing  and  Speech  Center,  Inc., 


the  University  of  Washington 
Speech  and  Hearing  Clinic,  the 
Seattle/King  County  Depart- 
ment of  Public  Health  Crippled 
Children’s  Program,  and  the 
Congenital  Defects  Clinic  at 
the  University  of  Washington. 
The  Washington  State  Depart- 
ment of  Health  surveyed  oto- 
laiyngologists,  ophthalmologists, 
special  education  teachers,  and 
state  institutions  throughout 
Washington  State  for  cases  that 
might  have  been  missed  by  our 
canvass.  We  checked  death  cer- 
tificates for  cases  ascribed  di- 
rectly or  indirectly  to  rubella. 
Collection  and  analysis  of  these 
data  required  about  one  year. 

We  show  our  results  in  Table 
1.  We  took  care  to  count  each 
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TABLE  1 

Rubella-induced  Congenital  Defect  Cases  Found  by  Survey 


When  Recognized  Calendar  Year  of  Birth 


1963 

1964 

1965 

1966 

1967 

1968 

At  birth 

1 

0 

11 

4 

0 

2 

Later 

1 

8 

26 

7 

1 

2 

Deaths 

0 

0 

2 

1 

0 

0 

Total 

2 

8 

39 

12 

1 

4 

Annual  Incidence 

0.10 

0.44 

2.27 

0.67 

0.05 

0.20 

per  1000  live  births 

TABLE  2 

Number  of  Therapeutic  Abortions  Performed  Because  of 
Rubella  Exposure  During  Early  Pregnancy  By  Year 

Calendar  year  1963  1964  1965  1966  1967  1968 

Number  of  abortions  0 2 7 2 3 3 


case  only  once  in  this  tabulation, 
even  though  we  encountered 
them  at  several  institutions,  and 
we  include  only  children  born  in 
King  County  to  permit  calcula- 
tion of  the  rates  shown.  Practical- 
ly all  the  subject  children  had 
multiple  defects.  Deafness  was 
the  most  common,  followed  in 
order  of  decreasing  frequency 
by  hepatosplenomegaly,  heart 
defects,  “celery  stalking”  of  bone, 
ocular  lesions,  purpura,  develop- 
mental retardation  and  central 
nerv  ous  system  maldevelopment. 
These  cases,  though  few,  loom 
large  in  terms  of  personal  trag- 
edy and  expense  to  their  families 
and  to  the  community  for  reha- 
bilitation, training  and  other 
special  services. 

We  analyzed  fetal  death  rates 
and  immature  birth  rates  for  the 
period  1963-1968,  but  found  no 
increase  that  we  could  ascribe 
to  the  rubella  epidemic.  A 
month  by  month  tally  revealed 
that  rubella-induced  spontane- 
ous abortions  were  not  suffi- 
ciently numerous  to  cause  a 
downward  trend  in  live  births. 
We  concluded  that  these  pro- 
cedures were  too  crude  to  re- 
veal the  proportionately  small 
numbers  of  antenatal  losses 
known  to  result  from  fetal  infec- 
tion with  rubella  virus. 

Termination  of  pregnancy  be- 
cause of  exposure  to  rubella  dur- 
ing early  pregnancy  adds  to  the 
spectrum  of  adverse  effects. 
Table  2 shows  the  trend  of  ther- 
apeutic abortion  in  nine  Seattle 
hospitals  from  which  data  could 
be  obtained.  The  epidemic  peak 
stands  out  despite  the  small 
numbers  in  the  distribution  over 
the  years.  Doubtless,  more  were 
performed  in  King  County  than 
.shown  in  the  table. 

The  spectrum  of  adverse  ef- 
fects from  rubella  infection  in 
early  pregnancy  can  be  meas- 
ured only  in  part  by  retrospect- 


ive assessment,  such  as  we  have 
attempted.  However,  we  feel  we 
have  illuminated  at  least  the 
bull’s  eye  of  the  target  at  which 
immunization  programs  with 
newly  licensed  vaccines  can  be 
aimed.  This  information  may  al- 
so be  useful,  subsequently,  for 
evaluating  such  programs. 

Immunization  of  susceptible 
women  of  childbearing  age  with 
the  newly  licensed  rubella  vac- 
cine requires  that  pregnancy  be 
avoided  for  at  least  two  months 
after  immunization.  In  the  few 
months  that  rubella  vaccine  has 
been  on  the  market,  we  have 
learned  of  two  instances  in 
which  early  pregnancy  was  not 
diagnosed  until  after  vaccina- 
tion. Therapeutic  abortion  was 
performed  in  both — a risky,  ex- 
pensive, and  ironic  consequence 
of  prophylaxis. 

Both  the  American  Academy 
of  Pediatrics  and  the  Advisory 
Committee  on  Immunization 
Practices,  USPHS,  HEW,  rec- 
ommend immunization  of  young 
school  children  as  a first  step  in 


reducing  exposure  of  women 
whose  unborn  babies  are  at  risk 
to  rubella  infection.  Both  pre- 
school and  older  elementary 
school  children  should  also  be 
immunized,  as  soon  as  possible 
after  those  with  first  priority,  to 
achieve  sufficient  “herd  immun- 
ity” among  children  to  reduce 
transmission  effectively. 

Only  careftd  surveillance  of 
instances  in  which  rubella  vac- 
cine is  inadvertently  given  to 
susceptible  women  early  in 
pregnancy,  will  answer  the  ques- 
tion of  vaccine  safety.  Until  we 
know  this,  we  must  pursue  the 
more  cumbersome  and  circui- 
tous indirect  attack.  In  King 
County  we  estimate  that  ap- 
proximately 200,000  children  be- 
tween 1 and  12  years  of  age  must 
be  vaccinated  to  protect  approx- 
imately 40,000  rubella  suscept- 
ible women  of  childbearing  age, 
a 5 for  1 ratio! 

1510  Public  Safety  Bldg. 

(98104) 
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Dipyridamole  (Persantine)  was 
introduced,  in  1962,  as  a cor- 
omarv  artery  dilator.  This  effect 
has  been  clearly  demonstrated  in 
animal  experiments.  Dipyridamole 
has  also  been  shown  to  decrease 
platelet  adhesiveness.  Its  use  in 
preventing  arterial  thrombosis  has 
been  suggested.  It  has  been  studied 
in  several  clinical  situations.  The 
purpose  of  this  report  is  to  present, 
briefly,  current  experience  with  this 
interesting  new  drug. 

angina  pectoris 

Evidence  concerning  the  effec- 
tiveness of  dipyridamole  in  the 
anginal  syndrome  due  to  coronary 
arteriosclerosis  is  conflicting.  Some 
studies  report  improvement  in  a 
significant  number  of  treated  pa- 
tients as  compared  to  control  pa- 
tients. Other  studies  fail  to  show 
any  difference  between  treated  and 
control  groups.  The  study  of  ef- 
ficacy of  any  treatment  in  angina 
is  always  difficult.  It  is  under- 
standable that  results  with  dipy- 
ridamole are  not  yet  clear. 

It  has  been  suggested  that  dipy- 
ridamole might  benefit  patients 
with  angina,  if  given  over  longer 
periods,  by  opening  up  collateral 
circulation.  Again,  there  are  no 
good  data  available,  as  yet,  to 
support  this  suggested  use. 


Drug  Therapy 

XI.  DIPYRID.IMOLE 


N.  AAGAARD,  M.D.,  Seattle 


acute  myocardial  infarction 

Studies  available  to  date  do  not 
show  any  significant  effect  of  dipy- 
ridamole treatment  on  the  out- 
come of  acute  myocardial  infarc- 
tion. It  is  possible  that  hiture  re- 
ports involving  larger  numbers  of 
treated  patients  and  controls  may 
clarify  this  situation. 

Perhaps  the  most  interesting  re- 
port on  the  use  of  dipyridamole 
was  one  showing  significantlv  de- 
creased incidence  of  thromboem- 
bolic complications  in  patients  who 
had  had  cardiac  valve  replace- 
ments.' Sullivan  compared  patients 
receiving  sodium  warfarin  only 
with  those  receiving  sodium  war- 
farin plus  dipyridamole,  400mg  per 
day.  The  study  did  not  include 
any  data  on  platelet  adhesiveness 
or  coagulation,  a feature  that  future 
studies  will  undoubtedly  provide. 
At  present  it  appears  that  dipy- 
ridamole may  be  useful  in  pre- 
venting thrombus  formations  on 
cardiac  valve  replacements,  and  in 
reducing  the  incidence  of  thrombo- 
embolic complications  in  patients 
following  such  procedures. 

summary 

Dipyridamole  is  an  interesting 
and  relatively  safe  drug  that  has 
been  tried  in  anginal  syndrome 


, Washington 


with  arteriosclerotic  heart  disease, 
acute  myocardial  infarction,  and 
in  patients  who  have  received  car- 
diac valve  replacements. 

Reports  now  available  do  not 
justify  its  use  in  angina  or  acute 
myocardial  infarction.  At  present, 
this  interesting  drug  appears  to  be 
useful  in  preventing  thromboem- 
bolic complications  in  patients  who 
have  received  cardiac  valve  re- 
placements. One  might  expect  that 
it  would  prevent  or  inhibit  arterial 
thrombus  formation.  However,  this 
has  not  yet  been  clearly  demonstrat- 
ed in  clinical  studies.  Additional 
well-controlled  clinical  trials  are 
needed  before  dipyridimole’s  place 
in  therapy  is  established. 

U.  ofW.  School  of  Medicine 
(98105) 
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Pulmonary  Embolism  Prophylaxis 
in  Surgical  Cases 

ROBERT  S.  Smith,  M.  D.,  Boise,  Idaho 


Analysis  of  a community  experience  underscores  the  inade- 
quacy of  measures  now  being  generally  applied  in  this  country 
for  prevention  of  postoperative  pulmonary  embolism.  Thrombo- 
embolic complications  after  surgery  continue  to  be  attended  by  a 
significant  fatality  rate,  and  increased  morbidity  in  patients  sur- 
viving. The  most  important  etiological  coriimon  denominators  in 
cases  of  postoperative  pulmonary  embolism  are  well  known.  It  is 
recommended  that  a surgeon  intending  the  performance  of  a high 
risk  operation  on  a high  risk  patient  give  consideration  to  the  em- 
ployment of  some  form  of  prophylactic  anticoagulation,  to  sup- 
plement basic  protective  procedures  more  commonly  accepted. 


1%^  cLachlin  has  estimated  that 
pulmonar\'  embolism  is  the 
cause  of  death  of  1 in  500  to 
1,000  surgical  patients,  the  first 
postoperative  embolus  causing 
death  in  20  percent  of  cases.* 
With  aggressive  treatment, 
which  may  include  interruption 
of  the  inferior  vena  cava,  rarelv 
embolectomy,  a patient  may  sur- 
vive pulmonary  embolization  af- 
ter surgeiy',  but  usually  at  a cost 
of  greatly  increased  morbidity, 
both  early  and  late.  There  is 
presently  international  interest 
in  the  prevention  of  this  compli- 
cation,2  and  various  approaches 
are  under  investigation  at  major 
surgical  centers.  It  now  appears 
that  determined  efforts  to  reduce 
the  incidence  of  postoperative 
pulmonary  embolism  should  also 
be  made,  in  this  countr\%  in  com- 
munity hospitals. 

To  evaluate  the  efficacy  of 
current  practices  in  pulmonary 

Dr.  Smith  is  Attending  Surgeon  to  St. 
Luke's  and  St.  Alphonsus  Hospitals. 
Boise.  Idaho. 


embolism  prophylaxis  in  one 
community’,  a sur\  ey  was  made 
of  all  cases  in  which  thrombo- 
embolic phenomena  were  re- 
ported during  a 32  month  period 
(January',  1967,  through  August, 
1969)  at  St.  Alphonsus  and  St. 
Luke’s  Hospitals,  Boise,  Idaho. 
In  a group  of  168  cases  having 
presumptive  pulmonary’  embol- 
ization, 151  patients  were  over 
40  years  of  age;  17  were  under 
40.  In  each  case,  the  diagnosis 
was  made  by  the  attending  phy- 
sician on  the  basis  of  clinical 
evidence.  The  diagnosis  did  not 
seem  to  be  .substantiated  in 
every  respect  in  18  cases,  chiefly 
on  the  medical  services;  but  it 
was  confirmed  by  autopsy  in  34. 
When  all  records  had  been  an- 
alyzed, it  appeared  logical  to 
make  a case  classification  ac- 
cording to  etiologic  background 
as  follows: 

Surgery',  47;  trauma,  10;  vascular 
disease,  72  (deep  femoral  thom- 
bophlebitis,  33;  arteriosclerosis, 
with  cardiac  involvement,  39) 


no  obvious  source  for  embolus, 
39. 

During  the  32  month  period 
under  survey,  21,360  operations 
were  performed  in  the  surgical 
suites  of  St.  Alphonsus  and  St. 
Luke’s  Hospitals,  .\mong  the  47 
surgical  patients  exhibiting  signs 
and  symptoms  of  pulmonary'  em- 
bolism after  operation,  there 
were  three  deaths,  a fatality  in- 
cidence of  6.4  percent  for  those 
patients  having  emboli,  and  .014 
percent  for  the  entire  operative 
experience.  Postoperative  pul- 
monary’ embolism  shoyved  the 
folloyving  incidence  according 
to  surgical  area  iny'olved:  L’pper 
abdominal,  14;  lower  abdominal, 
9;  orthopedic,  10;  gynecologic, 
4;  hernioplasty,  4;  radical  mas- 
tectomy, 2;  eye  operations,  4.  In 
5 of  the  23  abdominal  operations 
complicated  by  pulmonary'  em- 
bolism, multiple  major  surgical 
procedures  had  been  carried 
out. 

In  Table  I,  hospital  deaths 
due  to  pulmonary’  embolism  on 
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TABLE  1 


Post-Embolic  Hospital  Deaths 
Surgical  Services:  1967-69 


Diagnosis 

Treatment 

Age 

1.  Gallstones,  hiatal 
hernia 

Cholecystectomy, 
hiatal  hernioplasty 
appendectomy 

64 

2.  Diverticulitis  of 
sigmoid 

Resection,  sigmoid 

67 

3.  Volvulus  of  signoid 

Resection,  sigmoid 

70 

4.  G.S.W.-Head 

Support  only 

33 

5.  Fracture  of  pelvis 

Support  only 

77 

6.  Multiple  rib  frac- 
tures, severe  chest 

Support  only 

60 

contusions 


CASE  REPORTS 


the  surgical  services  of  St.  Al- 
phonsus  and  St.  Luke’s  Hospitals 
are  presented  in  brief.  The  three 
operative  deaths  followed  ab- 
dominal procedures.  In  the  three 
post-traumatic  cases,  severity  of 
injuries  precluded  anything 
more  than  supportive  treatment. 

In  general,  the  following  clini- 
cal entities  have  appeared  to  in- 
crease patient  susceptibility  to 
pulmonary  embolism:  old  age; 
heart  disease;  obesity;  blood 
dyscrasia;  previous  thrombo- 
phlebitis or  other  peripheral  cir- 
culatory defect;  systemic  infec- 
tion; malignancy;  severe  trauma; 
shock;  complicated  operations; 
prolonged  immobilization;  and 
drug  induced  changes  in  coagu- 
lability of  blood.  One,  or  more, 
of  these  etiologic  common  de- 
nominators was  present  in  each 
case  of  the  present  report.  Com- 
munity practice  with  regard  to 
management  of  pulmonary  em- 
bolism after  surgery  ordinarily 
included  preventive  routines  of 
passive  and  active  leg  exercises, 
and  early  ambulation.  Anticoag- 
ulants were  used  after  the  devel- 
opment of  gross  phlebitis,  or 
lung  infarct.  Elastic  stockings  or 
elastic  bandages  were  applied  to 
the  lower  extremities  before  and 
after  operation  by  a few  sur- 
geons; and  there  was  limited 
prophylactic  use  of  heparin  and 
dextrans.  The  community  hos- 
pital death  rate  for  postopera- 
tive pulmonary  embolism  does 
not,  on  first  consideration,  seem 
excessive.  In  averting  a fatality 
in  44  cases,  however,  intensive 
and  expensive  hospital  treat- 
ment was  required,  and  the  full 
extent  of  permanent  vein  dam- 
age in  many  of  these  patients 
has  yet  to  be  determined. 

In  their  clinical  courses,  the 
three  patients  suffering  fatal 
postoperative  pulmonary  em- 
bolism, Table  I,  present  note- 
worthy similarities. 


Case  1.  Male,  64,  with  a history 
of  angina  pectoris.  Operation  No- 
vember 9,  1967:  cholecystectomy, 
hiatal  hernioplasty,  appendectomy. 
Elastic  bandages  were  applied  to 
legs  before  surgery.  After  operation, 
bandaging  of  the  lower  extremities 
was  continued;  and  on  November 
10,  1967,  ambulation  was  begun, 
with  the  bandages  in  place.  Early 
in  the  morning,  November  11, 
1967,  the  patient  suddenly  expired. 
At  autopsy,  the  pulmonary  artery 
was  found  occluded  by  a large 
snake-like  clot;  generalized  arterio- 
sclerosis was  evident. 

Case  2.  Female,  67,  with  diabe- 
tes mellitus.  After  bowel  prepara- 
tion, sigmoid  resection  for  diverti- 
culitis was  performed  February  24, 
1969.  Elastic  stockings  were  applied 
to  the  legs  on  February  25,  1969, 
and  ambulation  was  begun.  On 
March  2,  1969,  sudden  death  oc- 
curred when  patient  was  on  com- 
mode. Autopsy  showed  a massive 
pulmonary  embolus,  bowel  suture 
line  loosely  adherent  with  local 
peritonitis  obvious,  coronary  arteri- 
osclerosis. 

Case  3.  Male,  70,  with  history  of 
angina  pectoris.  Emergency  opera- 
tion July  29,  1969:  obstructing 
volvulus  of  sigmoid  reduced;  sig- 
moid segment  then  resected.  Elas- 


tic bandages  were  applied  to  lower 
extremities  on  day  of  surgery.  On 
July  30,  1969,  patient’s „legs  were 
“dangled,”  and  ambulation  begun. 
Patient  walked  each  day,  with  elas- 
tic bandages  in  place,  until  August 
7,  1969,  when  death  occurred  sud- 
denly in  his  bathroom.  Autopsy 
showed  a massive  pulmonary  em- 
bolus; bowel  suture  line  was  loose, 
and  associated  with  local  abscesses; 
generalized  arteriosclerosis. 

The  course  of  a case  subjected 
to  prophylactic  anticoagulation 
stands  in  contrast  to  the  forego- 
ing cases: 

Case  4.  Female,  80,  presented 
grossly  infected  ulcers,  left  leg,  of 
ten  months  duration;  generalized 
arteriosclerosis;  hypertensive  heart 
disease;  post-traumatic  arthritis, 
both  knees;  old  ununited  fracture, 
right  hip.  This  patient,  admitted  to 
the  hospital  on  September  15,  1969 
was  kept  on  bed  rest  for  local 
wound  care.  Operation  October  13, 
1969:  dermatome  skin  grafts  taken 
from  the  right  thigh  were  applied, 
unsutured,  to  ulcerated  areas  of 
left  leg.  Figures  1 and  2.  After  op- 
eration a prophylactic  heparin  reg- 
imen was  instituted.  By  deep  sub- 
cutaneous administration  of  20  mg. 
heparin  every  4 hours,  the  patient’s 
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Fig.  1.  Chronic  ulcers  of  left  leg  in  80  year  old  female  patient  (Case  4). 

Fig.  2.  Case  4,  unsutured  skin  grafts  show  good  "take"  at  first  dressing  on  5th  day  of  prophylactic 
anticoagulation. 


coagulation  time  was  rapidly  ex- 
tended to  14  minutes,  and  main- 
tained at  14-17  minutes  until  her 
discharge  from  the  hospital  on  Oc- 
tober 27,  1969.  There  was  no  bleed- 
ing from  the  wounds,  skin  graft  do- 
nor site  or  recipient  area,  at  any 
time,  and  no  thrombotic  complica- 
tions. The  grafts  survived  well. 

comment 

In  Cases  1-3,  the  patients  were 
all  over  60  years  of  age,  and  had 
extensive  abdominal  operations. 
They  were  out  of  bed  and  walk- 
ing shortly  after  operation,  but 
the  beneficial  effects  of  early 
ambulation  may  have  been  nulli- 
fied by  postoperative  compres- 
sion of  the  leg  veins,  by  elastic 
bandages  in  Cases  1 and  3,  and 
by  elastic  stockings  in  Case  2. 
The  timing  of  the  fatal  accident 
in  Case  1 would  suggest  that  the 
thromboembolic  process  had  its 
origin  on  the  day  of  surger)',  in 
all  probabilit)'  during  anesthesia. 
In  Cases  2 and  3,  post-surgical 
inflammatory  tissue  reactions 
ordinarily  associated  with  clean 
operations  were  undoubtedly  in- 
creased considerably  by  the  de- 
yelopment  of  gross  infection. 


with  adyerse  effects  on  the  cir- 
culation of  blood  in  contiguous 
yeins  in  the  pelyis.  In  Case  4, 
the  patient  was  considered  be- 
fore operation  to  present  an  es- 
pecially high  risk  from  the  stand- 
point of  postoperatiye  pulmon- 
ar\’  embolization,  since  she  was 
adyanced  in  years,  and  had  been 
rendered  almost  completely  im- 
mobile by  a yariety  of  disease 
processes.  Xeyertheless,  by  a 
regimen  of  prophylactic  heparin- 
ization begun  immediately  after 
operation,  coagulation  time  was 
effectiyely  extended,  preyenting 
thrombosis  in  yeins  of  the  lovyer 
extremities.  Dose  was  adjusted 
to  ayoid  hemorrhage  from  the 
operativ'e.  \younds. 

discussion 

Recent  studies  by  Altemeier 
and  his  associates  have  suggest- 
ed that  infection  by  “L”  type 
bacteria  may  play  a specific, 
etiologic  role  in  thrombophle- 
bitis and  pulmonary'  embolism.^ 
For  practical  purposes,  howeyer, 
yenous  stasis,  intimal  injury,  and 
alteration  in  coagulability  of  the 
blood  (“Mrchow’s  triad”)  must 


still  be  considered  the  most  im- 
portant causes  of  yenous  throm- 
bosis. In  surgical  patients,  prop- 
agating thombi  commonly  orig- 
inate in  the  deep  yeins  of  the 
lower  extremities,  which  tend  to 
dilate  and  become  saccular  with 
adyancing  age.^  Under  ordinary' 
operatiye  conditions,  sub-clini- 
cal injuries  to  these  yeins  can 
occur.  When  a patient  is  ren- 
dered inert  by  anesthesia,  the 
lower  extremities  are  pressed  by 
their  dead  weight  against  the 
operating  table  — and  damaging 
pressure  on  the  calf  yeins  may  be 
increased  considerably  if  a re- 
taining strap  is  used.  The  inci- 
dence of  embolic  complications 
is  increased  after  such  lower  ab- 
dominal operations  as  hysterec- 
tomy and  resections  of  distal 
segments  of  the  colon,  when 
heayy  packs  and  retractors  used 
during  surgery  oyer  an  extended 
period  of  time  may  interfere 
with  blood  flow  in  the  inferior 
yena  caya  and  iliac  yeins. 

Widespread  adoption  of  early 
ambulation  routines  has  un- 
doubtedly reduced  the  incidence 
of  thromboembolic  disease  in 
surgical  patients  in  this  countr\'. 
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TABLE  2 

Thrombolembolism  Alert! 

High  Risk  Patients.  High  Risk 
Operations. 

1.  Reduce,  hydrate,  keep  active. 

2.  Avoid  calf  pressure  during  op- 
eration. 

3.  “Down-hill”  venous  drainage. 

4.  Minimal  operative  procedures. 

5.  Exercise  legs;  walk  early. 

6.  Anticoagulate  day  of  surgery. 


More  attention  should  be  paid, 
however,  to  the  emptying  of  the 
deep  veins  of  the  lower  extremi- 
ties when  active  patient  cooper- 
ation is  impossible,  at  the  time 
of  operation  and  immediately 
thereafter.  While  application  of 
elastic  stockings  to  the  legs  has 
had  some  ardent  advocates,®’®’’’ 
this  practice  would  seem  to  hold 
potential  hazards  if  the  stock- 
ings are  ill-fitting.  The  experi- 
ences of  McLachlin  and  his  as- 
sociates® have  indicated  that 
emptying  of  blood  from  the  deep 
veins  of  the  legs  of  the  surgical 
patient  may  be  accomplished 
much  better  by  a 15  degree  ele- 
vation of  the  foot  of  the  operat- 
ing room  table,  and  the  foot  of 
the  recovery  room  bed.  The 
practically  invariable  applica- 
tion of  this  simple  prophylactic 
measure  is  recommended.  Con- 
sideration might  well  be  given 
also  to  supporting  the  legs  of 
the  anesthetized  patient  by  one 
of  the  hyper-resilient  plastic 
sponge  pads  presently  available 
(Bio-Foam“).  Passive  leg  exer- 
cises should  be  carried  out  by 
recovery  room  attendants  im- 
mediately after  operation. 

Measures  of  a more  general 
nature  for  the  prevention  of 
thromboembolism  may  be  very 
important.  When  feasible,  excess 
weight  should  be  taken  off  be- 
fore surgery,  and  muscle  tone 
improved  by  exercise.  The  pa- 
tient should  come  to  operation 
well  hydrated,  and  his  fluid  re- 
quirements after  surgery  should 
receive  constant  attention.  In 
the  aged  and  depleted  patient, 
lengthy  operations  should  be 
avoided  as  much  as  possible. 
Consideration  should  be  given 
to  staging  of  procedures,  and  to 
use  of  local  or  regional  anes- 
thesia. While  some  authorities 


*Product  of  Bio-Clinic  Company,  P.O. 
Box  1505,  Saugus,  California,  91350. 


would  dissent,®  routine  prophyl- 
actic anticoagulation  in  high 
risk  patients,  using  readily  avail- 
able agents,  would  appear  to  be 
reasonably  safe.  Positive  pres- 
sure breathing  exercises  have 
been  shown  to  increase  the 
speed  of  blood  flow  in  the  deep 
veins  of  the  lower  extremities,’® 
and  should  be  part  of  the  post- 
operative program.  Supervision 
of  leg  exercises  by  physiothera- 
pists, and  employment  of  cir- 
culation stimulating  mechanical 
or  electric  devices  would  appear 
to  be  impracticable  in  most  com- 
munity hospitals  at  this  time.’R’^ 
Anticoagulants,  which  have 
been  proven  to  be  effective  in 
the  treatment  of  postoperative 
pulmonary  embolism,  are  now 
being  used  more  frequently  on  a 
prophylactic  basis.  Prophylactic 
anticoagulation  appears  to  have 
a definite  indication  in  manage- 
ment of  patients  past  the  age  of 
sixty  undergoing  extensive  pro- 
cedures, in  the  absence  of  com- 
plicating illnesses  increasing  the 
likelihood  of  hemorrhagic  side 
effects.  Heparin  and  warfarin 
have  been  employed  in  this 
country  for  prophylactic  antico- 
agulation with  generally  good 
results;  and,  in  Great  Britain, 
clinicians  have  had  a favorable 


experience  with  phenindione.’®’” 
A strong  case  for  the  superiority 
of  heparin  over  the  coumarin  de- 
rivatives in  the  management  of 
thromboembolic  complications 
has  been  made  by  Laufman,  and 
McLachlin.’®’’®  When  heparin  is 
used,  an  anticoagulant  effect  is 
obtained  very  rapidly  and  pre- 
dictably; and,  if  abnormal  bleed- 
ing occurs,  it  may  be  readily  cor- 
rected by  the  administration  of 
protamine  sulfate,  or  fresh, 
whole  blood.  Atik  and  his  asso- 
ciates have  reported  success 
with  the  prophylactic  use  of  the 
dextrans,  both  dextran  70  (Mac- 
rodex)  and  dextran  40  (Rheoma- 
crodex).20’2i  These  glucose  poly- 
mers have  unique  antithrombo- 
genic  properties,  and  do  not  in- 
terfere with  normal  clotting 
mechanisms  or  hemostasis,  un- 
less given  in  excessive  amounts. 
The  only  serious  disadvantages 
reported  from  their  use  have 
been  interference  with  blood 
typing  in  some  prospective  trans- 
fusion recipients,  and  an  occa- 
sional anaphylactoid  reaction. 

summary 

When  a surgeon  is  confronted 
with  the  necessity  of  performing 
a hazardous  operation  on  a high 
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risk  patient,  prophylaxis  against 
pulmonary  embolism  should  be 
carefully  planned,  Table  2.  After 
the  patient  has  been  prepared  as 
well  as  time  will  allow,  measures 
should  be  taken  during  opera- 
tion and  immediately  afterward 
to  prevent  stasis  of  blood  in  the 
lower  extremities.  Considera- 
tions paramount  at  this  time  are 
avoidance  of  calf  pressure,  and 
provision  of  “downhill”  venous 
drainage.  In  the  high  risk  case, 
operative  procedures  carried 


out  should  be  as  minimal  as  is 
consistent  with  the  patient’s  clin- 
ical requirements.  In  many  in- 
stances, surgical  treatment  in 
stages  may  be  less  dangerous  for 
the  patient  than  one,  prolonged 
operation.  Anticoagulation  on 
the  day  of  surgery,  and  carried 
out  at  least  during  the  patient’s 
stay  in  the  hospital,  seems  ad\  is- 
able  in  the  high  risk  case.  Hep- 
arin appears  to  be  the  most  gen- 
erally satisfactory'  anticoagulant 
agent  at  this  time,  but  results  re- 


ported for  use  of  dextrans  are 
impressive.  Passive  exercises  in- 
stituted immediately  after  opera- 
tion should  be  succeeded  as  soon 
as  possible  by  a program  of  ac- 
tive exercises  and  ambulation. 

312  West  Idaho  St. 

(83702) 

CHEMICAL  NOMENCLATURE 
generic  name  trade  name 

warfarin  Coumadin 

Panwarfin 

phenindione  Danilone 

Eridone 
Hedulin 
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Acute  Iliofemoral  Venous  Thrombosis 

and 

Polycythemia  Vera 

EDWARD  ROCKWELL,  M.D.,/JONN  SONNELAND,  M.D. 

Spokane,  Washington 


Faced  with  deep  vein  thrombosis  in  a case  of  polycijthemia  vera,  the  authors 
blocked  escape  of  clot  to  the  lungs  by  introducing  a Fogarty  catheter  through  the 
opposite  femoral  vein  during  thrombectomy.  They  used  heparin  and  hemodilution 
to  prevent  recurrent  clotting.  In  many  cases,  edema  of  an  extremity  after  throm- 
bectomy is  due,  not  only  to  vein  and  valve  damage,  but  also  to  perivascular  lymph- 
angitis. There  is  current  interest  in  avoiding  necessity  for  thrombectomy  by  use  of 
streptokinase. 


This  is  the  first  reported  case  of 
polycythemia  vera  associated 
with  acute,  iliofemoral,  venous 
thrombosis.  The  following  aspects 
of  iliofemoral  thrombosis  are  re- 
viewed: historical  background,  di- 
agnostic modalities  of  venography 
and  electromagnetic  square-wave 
flowmeter,  and  the  technique  of 
surgery.  While  early  diagnosis  is 
frequently  missed,  it  is  highly  im- 
portant for  a successful  outcome. 
Prompt  surgical  intervention  has 
seemed  necessary  to  avoid  serious 
immediate  and  late  sequelae,  but 
recently  nonoperative  lysis  with 
streptokinase  is  achieving  increas- 
ing credibility.  Finally,  a rational 
explanation  is  offered  for  the  devel- 
opment of  late,  post-operative 
edema. 

While  thrombophlebitis  is  noted 
in  the  literature  as  a common  se- 
quel of  polycythemia  vera,  iliofe- 
moral venous  thrombosis  has  not 
been  mentioned  as  a complication 
of  that  disease,  as  confirmed  by  a 
MEDLARS  search. 

historical  background 

In  1938,  Lawen  initially  de- 
scribed thrombectomy  for  iliofe- 
moral venous  thrombosis.'  Ma- 


homer’s  description  of  the  proced- 
ure in  this  country  followed  in 
1954.2  These  cases  were  performed 
under  local  anesthesia.  Clot  ex- 
traction was  done  by  suction,  with 
distal  manual  or  elastic  compres- 
sion, accompanied  by  a Valsalva 
maneuver  to  increase  intra-abdomi- 
nal pressure. 

In  1965  Fogarty  and  Krippaehne 
announced  their  imaginatively  con- 
ceived thrombectomy  catheters. ^ 
The  longer  tipped,  more  flexible 
venous  catheter  permits  passage 
between  valve  leaflets  as  it  is 
passed  distally.  Upon  withdrawal 
its  inflated  balloon  not  only  crowds 
clot  ahead  of  it  toward  the  venot- 
omy site,  but  separates  the  valve 
leaflets  through  distention  of  the 
vein.  The  danger  of  pulmonary 
embolism  can  be  avoided,  aceord- 
ing  to  Fogarty,  by  occlusion  of  the 
vena  cava  with  a balloon  catheter 
passed  up  the  opposite  iliac  vein. 

predisposing  factors 

Essentially,  no  new  etiologic 
factors  have  been  described  since 
Virchow’s  report  over  100  years 
ago:  local  intimal  damage,  changes 
in  blood  flow  (stasis)  and  changes 
in  blood  coagulability.  Acute  ilio- 


femoral venous  thrombosis  often 
has  no  apparent  precipitating  cause, 
but  is  more  commonly  seen  among 
those  at  bedrest  following  trauma, 
surgery  or  parturition.  These  pa- 
tients with  clearly  correctable 
thrombosis  should  obviously  be 
distinguished  from  those  in  whom 
the  thrombosis  is  secondary  to  pel- 
vic or  pancreatic  malignancy.  Ta- 
ble 1. 

TABLE  1 

Predisposing  Causes  in  89  Cases  of 
Femoral  Venous  Thrombosis^ 


No  Activating  Cause  31 

Trauma  and  Fracture  18 

Prior  Operation  14 

Malignant  Tumor  8 

Pneumonia,  Other  Illness  5 

Pregnancy  4 

Congestive  Failure  4 

Paralysis  3 

After  Caval  Ligation  3 

Extremity  Infection  3 


The  diagnosis  of  acute  throm- 
bosis in  those  who  have  previously 
suffered  deep  vein  thrombosis  can 
be  clarified  through  preoperative 
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and  intraoperative  venography,  con- 
firmed by  electromagnetic  square- 
wave  flowmeter  studies. 

CASE  REPORT 

A 72-year-old  female  was  ad- 
mitted to  the  Spokane  \’alley  Gen- 
eral Hospital,  October  1969,  with 
dvspnea,  diaphoresis  and  syncope. 
She  had  had  no  chest  pain.  Mild 
diabetes  was  adequatelv  controlled 
with  an  oral  agent  and  diet. 

She  was  afebrile  and  in  no  acute 
distress  upon  admission.  Her  blood 
pressure  was  90/60,  pulse  104,  and 
respirations  20.  Fine  inspirator\' 
rales  were  heard  at  the  left  base. 
The  liver  could  not  be  felt.  Periph- 
eral pulses  were  intact  and  there 
was  no  edema. 

Chest  x-ray  showed  a small  in- 
filtrate at  the  left  base  that,  in  ret- 
rospect, mav  have  been  due  to 
small  emboli.  Hematrocrit  was  60, 
hemoglobin  20,  and  the  leukocyte 
count  was  21,100,  with  a left  shift. 

Three  davs  after  admission  the 
patient  noted  mild  cramping  pain 
in  the  left  groin,  thigh  and  leg. 
There  was  some  swelling.  The  leg 
pain  was  intensified  bv  ambulation 
and  decreased  by  elevation. 

Six  days  after  admission  she  com- 
plained of  tightness  in  the  anterior 
chest.  We  observed  dyspnea,  pallor 
and  diaphoresis.  The  blood  pres- 
sure was  78/60.  With  morphine 
and  oxvgen  the  blood  pressure  rose 
and  the  svmptoms  promptly  sub- 
sided. Sodium  warfarin  was  begun. 
Two  days  later,  chest  x-ray  dem- 
onstrated an  increase  in  infiltrate 
at  the  left  base,  with  elevation  of 
the  left  diaphragm  and  fluid  in  the 
costophrenic  sulcus. 

Surgical  consultation  was  ob- 
tained on  the  eleventh  hospital 
dav  at  which  time  the  left  leg  was 
diffuselv  swollen  and  slightly  pale. 
There  was  mild  tenderness  at  the 
groin.  Pedal  pulses  were  intact. 
The  diagnosis  was  phlegmasia  alba 
dolens. 

Polycythemia  vera  was  con- 
firmed in  the  immediately  preop- 
erative period  bv  use  of  albumen 
tagged  '31J;  total  volume  111.4 
ml  per  kg  (normal  66-68);  red  cell 
volume  58.9  ml  per  kg  (normal  38- 
38);  and  plasma  volume  52.4  ml 
per  kg  (normal  39-44). 

We  isolated  the  common,  deep 
and  superficial  femoral  veins  and 
removed  clots  through  a common 


femoral  venotomy.  Distal  throm- 
bectomy was  obtained  by  multiple 
passages  of  a Fogartv  catheter,  ac- 
companied by  Esmarch  bandage 
compression.  Once  heparin  had 
been  injected  distallv,  the  deep 
and  superficial  veins  were  clamped, 
and  attention  directed  toward  prox- 
imal thrombectomy.  Protection 
against  pulmonary  emboli  was  ob- 
tained by  occluding  the  distal  vena 
cava  with  the  distended  bag  of  a 
Foley  catheter,  of  size  20,  intro- 
duced through  the  right  superficial 
femoral  v'ein.  Iliac  vein  thrombec- 
tomy was  accomplished  with  some 
difficulty  owing  to  rather  marked 
adherence  of  the  clot.  Intraopera- 
tive venography  was  helpful  in  as- 
sessing completeness  of  the  throm- 
bectomy. By  the  time  we  were 
ready  to  close,  we  had  removed 
1.800  cc  blood  and  given  3,000  cc 
normal  saline  intravenously  to  aid 
hemodilution. 

We  gave  low  molecular  weight 
dextran  for  two  days,  and  heparin 
for  ten  days.  We  followed  with  so- 
dium w'arfarin  for  12  weeks.  There 
was  dramatic  reduction  in  the  ede- 
ma of  her  extremity.  Hematocrit 
was  34  the  day  following  surgery 
and  at  one  year  was  44. 

Compression,  started  in  the  oper- 
ating room,  was  continued  in  the 
postoperative  months  with  a meas- 
ured, pressure-gradient,  elastic 
stocking. 

At  18  months  following  surgery 
she  is  active  and  performs  her  own 
housework.  She  continues  to  wear 
the  elastic  stocking  during  the  day. 
There  has  been  negligible  increase 
in  size  of  the  left  thigh  as  compared 
to  the  right.  Left  calf  circumference 
is  equal  to  the  right. 

discussion 

The  major  postoperative  risk  fol- 
lowing deep  vein  thrombectomy  is 
that  of  recurrent  edema  with  stasis 
ulceration.  Some  feel  that  the  ede- 
ma is  due  to  rethrombosis,  failure 
to  recanalize,  destruction  of  valves, 
or  inadequate  development  of  col- 
lateral channels  as  shown  by  post- 
operative venography. 5-^ 

We  believe  late,  postoperative 
edema  is  due  at  least  as  much  to 
perivenous  lymphangitis  as  to  vein 
disease.  It  can  be  compared  to 
postmastectomy  edema.  It  is  known 


that  vein  ligation  in  radical  mastec- 
tomy does  not  lead  to  edema.* 
Rather,  edema  is  probably  caused 
by  perivenous  lymphangitis  or 
lymphatic  interruption  which  leads 
to  lymphatic  laking  and  pooling.* 
Postoperative  management,  there- 
fore, should  have  two  goals,  control 
of  venous  rethrombosis  and  preven- 
tion of  lymphatic  dilatation.'®  The 
former  should  be  minimized 
through  use  of  low  molecular 
weight  dextran  and  heparin,  the 
latter  through  use  of  even  elastic 
compression  of  the  extremity  for 
some  months  pending  complete 
resolution  of  perivenous  lymphan- 
gitis. 

500  Medical  Center  Building 
(99204) 
(Dr.  Rockwell) 
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Notes  on  Joint  Diseases  IX 

CARPAL  TUNNEL  SYNDROME 

L.  A.  HEALEY,  M.  D.,  Seattle,  Washington 


Carpal  tunnel  syndrome  is  a 
common  cause  of  pain  and 
parasthesia  in  the  fingers  and  hands. 
The  symptoms  are  due  to  compres- 
sion of  the  median  nerve  as  it 
passes  through  the  carpal  tunnel  at 
the  wrist.  The  tunnel  is  a rigid 
structure  formed  by  the  carpal 
bones  and  roofed  by  the  thick, 
transverse  carpal  ligament.  In  this 
unyielding  passage,  the  median 
nerve  is  very  susceptible  to  pres- 
sure. 

The  syndrome  most  often  occurs 
after  middle  age,  possibly  because 
of  the  connective  tissue  thickening 
that  happens  with  age,  but  can 
develop  in  any  adult.  The  nerve 
may  be  compressed  by  anything 
that  increases  pressure  in  the  tunnel, 
such  as  urate  deposits  in  gout, 
amyloid  in  multiple  myeloma  or 
tissue  swelling  as  in  myxedema  and 
pregnancy.  It  can  be  seen  late  after 
Colic’s  fracture  or  with  a ganglion 
in  the  canal.  These  are  all  unusual 
and  most  often  no  specific  cause  is 
found.  The  carpal  tunnel  syndrome 
is  not  rare  in  rheumatoid  arthritis. 
It  is  not  a late  complication  of 
scarring  but  is  seen  in  the  early 
inflammatory  phase  due  to  pannus 
along  tendon  sheaths.  At  times,  it 
has  been  the  presenting  complaint 
of  a patient  developing  rheumatoid 
arthritis. 

The  median  nerve  is  sensory  to 
the  thumb,  index,  middle  and  ad- 
jacent half  of  the  ring  finger.  It 
supplies  motor  innervation  to  sev- 
eral small  muscles  of  the  thumb. 
Weakness  or  atrophy  of  these  mus- 
cles is  a late  complication.  The 
compression  should  be  diagnosed 
and  relieved  before  they  occur. 


Diagnosis  of  carpal  tunnel  syn- 
drome is  made  from  the  history. 
Patients  note  numbness  and  paras- 
thesia in  the  fingers  and  pain  in  the 
palm.  Characteristic  feature  of  the 
history  is  that  the  symptoms  are 
most  pronounced  during  the  night. 
Patients  can  fall  asleep  without 
difficulty  but  are  awakened  by  pain. 
They  find  they  can  obtain  relief  by 
moving  the  hands  about,  letting 
them  hang  down,  or  shaking  them. 
It  seems  that  symptoms  are  worse 
during  sleep  because  then  the  wrists 
tend  to  assume  a flexed  position. 
Numbness  may  also  be  experienced 
in  holding  a book  or  newspaper  or 
when  driving.  At  times,  the  pain  is 
noticed  in  the  forearms  and  can 
radiate  toward  the  shoulder.  This 
distribution  may  be  confusing  and 
lead  to  search  for  causes  in  the  neck 
or  shoulder.  Compression  is  often 
bilateral  even  though  the  symptoms 
are  usually  more  pronounced  on 
one  side. 

There  are  several  diagnostic  man- 
euvers designed  to  reproduce  the 
symptoms.  These  include  hyper- 
flexion of  the  wrists,  (Phelan’s  test), 
tapping  the  nerve  at  the  wrist 
(Tinel’s  sign)  and  hyperextension  of 
the  wrists.  These  are  not  always 
positive  and  the  diagnosis  depends 
more  on  the  history  than  on  their 
demonstration.  Measurement  of 
nerve  conduction  time  will  often 
show  a delay  in  conduction  of  the 
median  nerve  impulse  across  the 
point  of  compression  in  the  wrist. 
It  may  be  an  adjunct  to  diagnosis 
where  the  history  is  not  clear  but, 
with  the  typical  story  of  nocturnal 
symptoms,  nerve  conduction  meas- 
urement is  not  necessary. 


When  the  diagnosis  is  made,  the 
systemic  causes  of  carpal  tunnel 
syndrome,  which  have  been  men- 
tioned, should  be  looked  for,  using 
the  appropriate  tests.  Except  for 
early  rheumatoid  arthritis,  these 
are  rare  and  most  often  no  under- 
lying cause  is  found. 

Initial  treatment  consists  of  light 
volar  splints  secured  by  velcro  straps 
or  elastic  wraps  to  keep  tbe  wrists 
in  neutral  position  during  sleep. 
They  will  relieve  many  patients 
with  mild  symptoms.  Patients  with 
rheumatoid  arthritis  often  respond 
well  to  an  injection  of  corticosteroid 
in  the  carpal  tunnel,  plus  splinting. 
Care  must  be  taken  not  to  inject 
the  median  nerve.  If  the  symptoms 
persist  after  two  or  three  months  of 
this  program,  surgical  division  of 
the  transverse  carpal  ligament  must 
be  performed  to  relieve  pressure  on 
the  nerve.  The  operation  is  not  a 
difficult  one  and  results  are  usually 
excellent. 

In  summary,  carpal  tunnel  syn- 
drome is  a common  cause  of  pain 
and  parasthesia  in  the  hands.  At 
times,  it  is  a local  manifestation  of 
systemic  disease,  but  most  often  it 
is  idiopathic.  The  diagnosis  is  made 
by  the  history  of  pain  that  awakens 
the  patient  and  is  relieved  by  shak- 
ing the  hands.  Keeping  the  wrists 
in  volar  splints  during  sleep  usually 
provides  relief  but  if  not,  surgical 
decompression  of  the  median  nerve 
is  required. 


1118  9th  Ave. 
(98101) 
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Complications  of  Smallpox  Vaccination 
In  Washington,  1968 


ROBERT  S.  THOMPSON,  M.  D.,  Baltimore,  Maryland  / J . MICHAEL  LANE,  M.  D., 
Berkeley,  California  / BYRON  J.  FRANCIS, M.D.,  Olympia,  Washington 


SHnety-three  percent  of  1,824  physicians  in  the  State  of  Washington,  including 
general  practitioners  and  the  specialists  most  likely  to  see  vaccination  complica- 
tions, responded  to  a semi-prospective  survey  for  complications  of  smallpox  vac- 
cination occurring  during  1968. 

The  survey  uncovered  158  complications  of  smallpox  vaccination  during  1968. 
Analysis  of  the  reports  showed: 

1.  Primary  vaccination  is  7.5  times  as  likely  to  lead  to  complications  as  is  re- 
vaccination. 

2.  Risk  of  complications  from  primary  vaccination  is  greatest  in  the  group  under 
one  year  of  age.  (3,459  complications  per  million  primary  vaccinations). 

3.  The  risk  of  primary  smallpox  vaccination  is  markedly  greater  than  Neff  and 
his  co-workers  found  in  their  retrospective  1963  survey. 

There  is  considerable  debate  as  to  whether  the  ri.sk  of  routine  childhood  small- 
pox immunization  outweighs  the  protection  it  affords.  Routine  primary  vaccina- 
tions should  be  deferred  until  at  least  the  second  year  of  life,  but  routine  vaccina- 
tion in  childhood  should  not  be  abandoned  at  this  time. 


This  semi-prospective  study 
was  undertaken  to  obtain 
better  data  on  the  nature  and 
extent  of  complications  of  small- 
pox vaccination.  The  data  were 
collected  in  Washington  in  a 
standard  fashion  to  permit  com- 
parison and  combination  with 
data  from  9 other  states,  to  help 
complete  the  picture  of  smallpox 
vaccination  complications  in  the 
United  States  during  1968. 


risk  vs.  benefit 

Smallpox  is  decreasing  in  in- 
cidence throughout  the  world 
and  has  been  absent  from  West- 
ern Europe  since  1950,  except 
for  rare  importations.  The  United 
States  has  been  free  from  the 
disease  since  1949;  Washington’s 
last  case  occurred  in  1946.  What 
price  are  we  paving  for  the  pro- 
tection afforded  by  smallpox  vac- 


cination? This  question  has  re- 
centlv  been  raised  bv  a number 
of  investigators. Results  of 
studies  indicate  that  complica- 
tions of  smallpox  vaccination 
varv  from  countrv  to  country 
and  even  from  year  to  year  with- 
in the  same  countrv.  In  1965  Neff 
and  others  undertook  a large  ret- 
rospecti\  e studv  of  complications 
of  smallpox  vaccination  in  the 
United  States  during  1963.®’^ 
Data  from  Griffith h Neff®>^,  and 
Lane®  show  that  the  overall  risk 
of  complications  following  small- 
pox vaccination  is  greatest  in 


From  the  Division  of  Health.  Washington  State  Department  of  Social  and  Health  Services, 
and  the  Center  for  Disease  Control,  Health  Services  and  Mental  Health  Administration. 
Public  Health  Service,  U.  S.  Department  of  Health,  Education  and  Welfare. 


180 

Northwest  Medicine,  March,  1971 


persons  vaccinated  before  the 
first  birthday.  Conybeare,  who 
studied  vaccination  complica- 
tions in  England  and  Wales  for 
1951-1960,  found  that  the  highest 
overall  complication  rates  for 
primary  vaccination  were  in  per- 
sons older  than  15  years;  how- 
ever, his  residts  concurred  with 
the  others  in  suggesting  that  1 
to  4 years  is  the  safest  age  for 
vaccination. 3 

These  considerations  led  the 
Ministry  of  Health  in  Great  Brit- 
ain in  1962  and  the  American 
Academy  of  Pediatrics  and  the 
United  States  Public  Health 
Service  Immunization  Advisory 
Committee  in  1966  to  recom- 
mend that  smallpox  vaccination 
be  deferred  until  after  the  age  of 
1 year.9'11  Despite  these  recom- 
mendations, over  10  percent  of 
primary  vaccinations  given  in 
the  United  States  in  1968  were 
given  to  children  less  than  1 
year  of  age,  approximately  the 
same  as  in  1963.1243 

mailing  procedure 

We  obtained  the  physician 
mailing  list  from  the  Division  of 
Professional  Licensing.  From  the 
total  list  of  approximately  4,800 
licensed  physicians  in  the  State, 
we  selected  a total  of  2,023  phy- 
sicians for  the  initial  mailing  — 
1,169  general  practitioners,  .387 
internists,  193  pediatricians,  154 
ophthalmologists,  42  dermatolo- 
gists, 33  local  health  officers,  and 
45  others.  They  are  the  physi- 
cians most  likely  to  see  compli- 
cations of  smallpox  vaccination. ^ 
In  January,  1968,  a letter  was 
mailed,  explaining  the  purpose 
of  and  the  need  for  the  survey. 
Clinical  definitions  of  various 
vaccination  complications  were 
supplied.  Physicians  were  in- 
formed they  would  receive  a 
questionnaire  in  early  1969  re- 
questing data  on  complications 


they  had  seen  in  their  practices 
in  'l968.  Of  the  2,023  letters 
mailed  out,  110  were  returned 
as  undeliverable. 

definitions 

Clinical  definitions  are  similar 
to  those  used  by  Neff  and  his 
co-workers®’2  and  are  as  follows: 

Post-vaccinal  encephalitis  — Post-vac- 
cinal  central  nervous  system  involvement, 
including  separately  or  in  combination  the 
following  symptoms:  meningeal  signs,  atax- 
ia, muscular  weakness,  paralysis,  lethargy, 
coma,  or  convulsions.  This  is  c broad 
definition  and  includes  entities  ranging 
from  microglial  encephalitis  to  febrile  con- 
vulsions. 

Vaccinia  necrosum  (progressive  vac- 
cinia) — Spreading  necrosis  at  the  site  of 
vaccination,  with  or  without  metastatic 
necrotic  lesions  occurring  elsewhere  on  the 
body. 

Eczema  vaccinatum  — Vaccinial  lesions 
either  generalized  or  as  individual  lesions 
elsewhere  than  at  the  vaccination  site  in 
a person  who  has  eczema  or  a past  history 
of  eczema. 

Generalized  vaccinia  — Generalized  vac- 
cinial lesions  which  occur  in  the  absence  of 
eczema  or  other  pre-existing  skin  lesions. 

Accidental  Infection  — Vaccinial  lesions 
resulting  from  accidental  implantation  of 
vaccinia  virus  in  the  eye  or  mouth  or  on 
other  parts  of  the  body  in  the  absence  of 
eczema  or  other  pre-existing  skin  lesions. 

Erythema  multiforme  — This  category 
includes  a wide  variety  of  non-specific 
skin  rashes  of  an  erythematous,  macular, 
or  urticarial  nature.^® 

Other  — Includes  vaccinial  lesions  com- 
plicating skin  conditions  other  than  eczema 
(i.e.,  acne)  plus  miscellaneous  complications 
not  listed  above,  such  as  severe  local 
reactions  and  secondary  bacterial  infection. 


results 

Of  the  1,824  physicians  who 
received  the  questionnaire,  93 
percent  (1,694)  responded;  121 
physicians  reported  1 or  more 
supposed  vaccination  complica- 
tions. Subsequent  investigation 
revealed  that  4 physicians  had 
reported  non-1968  cases  and  4 
had  reported  illness  not  related 
to  vaccination.  One  patient  was 
not  reported  by  his  physician  on 
the  Washington  survey  but  was 
identified  by  the  National  Vac- 
cinia Immune  Globulin  Program. 
Clinical  and  epidemiologic  in- 
formation was  obtained  from  the 


physicians,  and  L58  bona  fide 
complications  were  confirmed. 
Six  occurred  in  contacts,  and  1 
by  accidental  vaccination  of  a 
physician’s  finger.  Details  of  com- 
plications of  particular  interest 
follow. 

COMPLICATIONS  OF 
PRIMARY  VACCINATION 

post-vaccinal  encephalitis 

Case  1.  A 9/2-month-old  Caucas- 
ian female  was  well  until  19  days 
after  primary  vaccination,  when  she 
was  found  by  her  mother  to  be 
cyanotic,  slumped  over  on  her  side, 
and  having  apparent  Jacksonian, 
right-sided  seizures.  She  was 
brought  to  a hospital  emergency 
room  where  she  was  noted  to  be 
ashen  in  color,  without  measurable 
blood  pressure,  and  still  having 
seizures.  Shortly  after  arrival  she 
had  respiratory  arrest  but  was 
promptly  resuscitated. 

Physical  examination  on  admis- 
sion showed  a critically  ill  infant, 
large  for  age,  weight  38  pounds, 
length  34  inches.  The  fontanels 
were  open,  soft,  and  non-distended. 
The  pupils  reacted  to  light;  the 
tympanic  membranes  and  the  ear 
canals  were  normal.  No  reflexes 
were  detectable  on  the  left  side 
of  the  body.  Clonic  seizures  oc- 
curred approximately  once  every 
10  seconds  in  the  right  arm  and 
leg.  A healing  primary  vaccination, 
1 centimeter  in  diameter,  was  seen 
on  the  left  deltoid  area.  A crust 
had  formed  over  it  and  there  was  a 
surrounding  ring  of  slight  erythema. 

The  child  was  treated  with  phe- 
nobarbital,  cortisone,  penicillin,  and 
chloramphenicol.  The  hospital 
course  was  short  and  fulminating. 
The  Jacksonian  seizures  were  fol- 
lowed by  grand  mal  attacks,  and 
death  followed  a cardiorespiratory 
arrest  that  occurred  6 hours  after 
the  first  symptoms. 

Blood  and  spinal  fluid  cultures 
were  not  obtained,  and  spinal  fluid 
was  not  examined.  A throat  culture 
grew  out  pneumococcus  and  non- 
pathogenic  Neisseria.  The  white 
cell  count  was  20,800  with  normal 
differential,  hematocrit  42,  and 
hemoglobin  13.7  gm. 
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Postmortem  examination  ruled 
out  bacterial  meningitis,  brain 
tumor,  and  other  obvious  central 
nervous  system  disease.  Microscopic 
examination  of  brain  sections  re- 
vealed minimal  perivascular  re- 
action. 

Case  2.  A 10-month-old  child 
was  vaccinated  and  1 w'eek  later 
experienced  fever  spiking  to  104F, 
accompanied  by  grand  mal  seizures 
that  were  controlled  with  pheno- 
barbital.  The  child  was  hospitalized, 
and  otitis  media  was  ruled  out.  No 
cause,  other  than  the  vaccination, 
was  found.  The  child  was  not 
treated  with  antibiotics  and  re- 
covered completely  in  approximate- 
ly 2 weeks. 

Case  3.  A preschool  child  re- 
ceived a primary  vaccination  and 
subsequently  (post-vaccination 
period  unknown)  experienced  an 
illness  characterized  by  nuchal 
rigidity  and  vomiting.  Cells  were 
present  and  protein  was  increased 
in  the  spinal  fluid.  Full  clinical 
details  on  this  patient  are  not  avail- 
able. 

generalized  vaccinia 

Most  patients  with  generalized 
vaccinia  had  a mild,  self-limited 
disease  characterized  by  a papu- 
lovesicular eruption,  sometimes 
located  only  around  the  vac- 
cination site,  but  more  often 
generalized.  The  course  was 
benign,  and  recovery  was  com- 
plete without  specific  therapy  in 
most  instances.  Two  patients 
were  treated  with  vaccinia  im- 
mune globulin. 

accidental  infection 

The  most  common  complica- 
tion reported  was  accidental  in- 
fection. Fourteen  patients  had 
vaccinia  on  the  eyelids  or  con- 
junctivae;  none  had  corneal  in- 
voK'ement.  There  were  4 chil- 
dren with  implants  on  the  vulva 
or  vagina,  and  7 with  facial  im- 
plants. Other  accidental  infec- 


tions involved  a variety  of  sites 
but  caused  no  major  scarring. 

erythema  multiforme 

A variety  of  skin  rashes  of  an 
er\’thematous,  macular,  or  urti- 
carial nature  are  included  in 
this  group.  All  were  benign. 
There  were  no  reports  of  patients 
with  Stevens-Johnson  syndrome. 

severe  takes 

Severe  takes  were  character- 
ized by  excessively  large  lesions 
accompanied  by  fever  and  re- 
gional lymphadenopathv.  All  ran 
a benign  course  and  resolved 
without  specific  therapy. 

COMPLICATIONS  IN 

REVACCINEES,  CONTACTS, 
RATES 

All  revaccinees  developing 
complications,  where  ages  are 
known,  were  late  teenagers  or 
adults  last  vaccinated  3 or  more 
years  earlier.  Severe  takes  oc- 
curred in  an  adult  vaccinated 
twice  in  5 days  for  aphthous 
stomatitis  and  in  a 60-year-old 
vaccinated  for  shingles.  Another 
adult  was  vaccinated  twice  in 
24  hours  for  recurrent  chronic 
heiqDes  simplex  infection  and  ex- 
perienced a febrile  reaction  and 
severe  headache  24  hours  after 
the  second  revaccination.  Com- 
plications occurred  in  3 patients 
vaccinated  as  a treatment  for 
herpes  or  stomal  lesions. 

Deserving  special  mention  is 
a 48-year-old  businessman  who 
travels  widely  and  has  been  vac- 
cinated every  3 years  for  some 
time.  He  was  revaccinated  in 
February  or  March  1968  and 
had  a severe  take  that  healed 
with  a large  scar  and  apparent 
keloid  formation.  Because  of  the 
unsightly  appearance  and  ten- 


derness of  the  area,  the  “keloid” 
was  excised  in  December  1968. 
The  pathological  examination 
diagnosed  amelanotic  melanoma. 
Five  months  after  excision  there 
were  no  signs  of  metastatic- 
disease. 

contact  cases 

Six  complications  occurring  in 
family  contacts  of  vaccinees  are 
not  included  in  Table  1.  Five 
followed  primary  vaccination 
and  one  occurred  after  revac- 
cination. Two  of  these  were  the 
only  cases  of  eczema  vaccinatum 
reported  in  Washington  for  1968; 
one  required  treatment  with  vac- 
cinia immune  globulin.  The  other 
4 were  instances  of  accidental 
infection.  Three  of  these  were 
in  parents  of  child  primary  vac- 
cinees, and  one  in  a sibling.  Sites 
were  neck,  arms,  heel  and  face. 
A mother  whose  lesions  had  the 
characteristics  of  a primary  take 
had  received  5 previous  attempt- 
ed vaccinations  without  a take. 

complication  rates 

Complication  rates  are  pre- 
sented in  Table  1.  Estimates  of 
numbers  of  vaccinations  bv 
groups  in  Washington  were  ob- 
tained by  applying  Washington’s 
age-.specific  1968  population  esti- 
ates  to  national  1968  smallpox 
immunization  data.*^  The  num- 
ber of  vaccinations  performed 
in  Washington  in  1968,  estimated 
bv  this  method,  is  approximately 
240,000,  vv'hich  is  comparable  to 
the  220,000  doses  of  vaccine 
estimated  from  drug  company 
records  to  have  been  distributed 
in  the  State  that  year.  Despite 
the  lack  of  exact  vaccination 
figures  for  Washington,  we  be- 
lieve Table  1 provides  a useful 
estimate  of  the  complication 
rates  for  the  groups  specified. 

Table  1 shows  a markedly 
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TABLE  1 


Complications  of  Smallpox  Vaccination  and  Rates  Per  1,000,000  Vaccinations 

Washington,  1968 


Estimated  Post-Vaccinal  Generalized  Accidental  Erythema  Severe 

Number  Encephalitis  Vaccinia  Infections  Multiforme  Takes  Other  Total 


Age 

Given 

No. 

Rate 

No. 

Rate 

No. 

c 

2 c <1 

9,540 

2 

210 

10 

1,048 

12 

1 1 1-4 

48,101 

1 

21 

14 

291 

36 

8 1 5-19 

32,324 

0 

0 

3 

93 

10 

> ^ 20-t- 

5,011 

0 

0 

1 

200 

0 

3 2 Unknown 

0 

— 

0 

— 

4 

•2  All  Ages 

94,976 

3 

32 

28 

295 

62 

jj  CO 

<1 

0 

C/3 

§ 1-4 

8,126 

0 

5-19 

73,015 

2 

1 20  + 

64,226 

1 

8 U nknown 

0 

^ All  Ages 

145,367 

0 

0 

0 

0 

3 

c <1 

0 



0 

•2  1-4 

1 

— 

0 

1 5-19 

0 

— 

1 

8 20  + 

1 

— 

0 

> U nknown 

1 

— 

3 

All  Ages 

0 

— 

3 

— 

4 

1 

oi;  Total 

240,343 

3 

31 

69 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

1,258 

9 

943 

0 

0 

0 

0 

33 

3,459 

748 

5 

104 

6 

125 

0 

0 

62 

1,289 

309 

0 

0 

0 

0 

0 

0 

13 

402 

0 

0 

0 

2 

399 

0 

0 

3 

599 

— 

0 

— 

0 

— 

0 

— 

4 

— 

653 

14 

147 

8 

84 

0 

0 

115 

1,211 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

27 

0 

0 

1 

14 

3 

41 

6 

82 

16 

1 

16 

1 

16 

2 

31 

5 

78 

— 

0 

— 

4 

— 

0 

— 

4 

— 

21 

1 

7 

6 

41 

5 

34 

15 

103 



0 



0 



0 



0 



— 

0 

— 

0 

— 

0 

— 

1 

— 

— 

0 

— 

0 

— 

0 

— 

1 

— 

— 

0 

— 

0 

— 

0 

— 

1 

— 

— 

2 

— 

2 

— 

10 

— 

18 

— 

— 

2 

— 

2 

— 

10 

— 

21 

— 

17 

16 

15 

151 

higher  risk  of  complications  for 
the  group  less  than  1 year  of  age 
(3,459  complications  per  million 
vaccinations  or  0.3  per  100). 
This  age  group  accounted  for 
at  least  22  percent  of  the  com- 
plications in  Washington  during 
1968  while  receiving  onlv  10 
percent  of  the  primary  vaccin- 
ations. Infants  are  at  greater 
risk  of  each  of  the  individual 
types  of  complication  except 
severe  takes.  Risk  of  complica- 
tions from  primary  vaccination 


decreases  with  increasing  age 
until  age  20. 

discussion 

This  study  reaffirms  the  higher 
risk  for  primary  vaccinees  than 
for  revaccinees  since  there  were 
almost  half  again  as  many  re- 
vaccinations as  primaries,  yet 
complications  were  7.7  times  as 
numerous  in  primary  vac- 
cinees.3’6-8  Including  the  vac- 
cinations that  were  the  source 


of  complications  in  family  con- 
tacts of  the  vaccinees,  120  com- 
plications occurred  from  known 
primary  vaccinations  and  only 
16  complications  from  known 
revaccinations. 

Primary  vaccination  is  more 
hazardous  for  infants  than  for 
children  1-4  years  old.  The  over- 
all risk  of  primary  vaccination 
diminishes  with  increasing  age, 
generally  corroborating  the  re- 
sults of  Neff®’^  of  Lane®  and  of 
Conybeare.® 
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Our  study  shows  that  the  o\  er- 
all  risk  of  complications  follow- 
ing primar\-  vaccination  is  con- 
siderably greater  than  that  found 
hv  Xeff.®>~  Xeffs  national  stud\ 
revealed  a rate  of  146.8  total 
complications  per  million  vac- 
cinations in  the  less-than-l-year- 
old  age  group;  in  his  surveys  of 
four  states  the  rate  was  838.7  for 
this  age  group,  while  our  compar- 
able figure  is  3,459  complications 
per  million.  The  case-finding 
methods  employed  by  Neff  were 
retrospective.  His  national  study 
was  limited  largely  to  investiga- 
tion of  the  use  of  vaccinia  im- 
mune globulin.  If  we  had  used 
similar  techniques,  only  the  5 
Washington  patients  who  re- 
ceived vaccinia  immune  globulin 
in  1968  would  have  been  dis- 
covered. The  current  study  em- 
ployed more  active  case-finding 
methods  and  detected  many 
patients  who  would  have  been 
missed  by  Neff  and  his  co- 
workers. 

The  numbers  of  cases  of  post- 
vaccinal encephalitis  found  in 
the  Washington  survey  are  too 
few  to  permit  reliable  inference 
on  the  risk  of  this  complication 
at  various  ages.  The  label  en- 
cephalitis as  used  in  this  study 
is  a broad  tenn  and  is  not  neces- 
sarily synonymous  with  the  path- 
ologic entity  of  encephalitis.  A 
spectrum  of  central  ner\  ous  sys- 
tem illnesses  is  known  to  be 
associated  with  vaccinia. Pre- 
vious larger  studies  show  that 
the  risk  of  central  nervous  system 
complications  of  primaiy  vac- 
cination increases  with  age. 
Neffs  data  indicate  that  the  risk 
of  post-vaccinal  encephalitis  is 
higher  when  primaiw  vaccination 


is  perfomied  at  age  5 or  later.® 
Earlier,  in  Europe,  Herrlich, 
Ehrengut,  and  Webei'i^  and 
Seeleman'8  showed  an  increased 
risk  of  encephalitis  following 
primary  vaccination  at  age  4 or 
later,  and  Berger  and  Punti- 
gami®  at  age  3 or  later.  Conv- 
beare®  found  a higher  incidence 
of  reported  illnesses  affecting  the 
central  nerx  ous  system  following 
primary  vaccination  at  age  2 and 
above  than  between  the  ages  of 
1 and  2 years. 

The  finding  of  an  amelanotic 
melanoma  arising  in  a vaccina- 
tion scar  9 months  after  revac- 
cination is  not  unique.  Marmel- 
zat  reported  a series  of  22 
patients  with  malignant  tumors — 
including  malignant  melanomas, 
basal  cell  carcinomas,  and  squa- 
mous cell  carcinomas  — originat- 
ing in  smallpox  vaccination 
scars.2o 

The  158  patients  with  vac- 
cination complications  represent 
the  biological  price  paid  in  the 
State  of  Washington  during  1968 
for  the  protection  against  small- 
pox afforded  bv  vaccination. 

conclusions 

Is  routine  vaccination  needed 
to  prevent  epidemic  smallpox 
in  this  country  and  is  the  result- 
ing protection  of  the  population 
significant?  Some  of  the  ap- 
proaches taken  to  this  question 
are  summarized  below.  Lane 
and  others  at  the  National  Com- 
munciable  Disease  Center  have 
presented  evidence  that  the  risk 
of  smallpox  importation  into  the 
United  States  is  slight  and  may 
be  steadily  decreasing.®  Dick® 
and  Kempe^i  argue  that  the  pro- 


tection afforded  bv  routine  child- 
hood smallpox  vaccination,  as 
usually  practiced,  is  neither 
needed  nor  sufficient  to  prevent 
the  spread  of  smallpox.  They 
suggest  that  at  the  present  time 
the  price  paid  for  the  protection 
afforded  by  smallpox  vaccination 
is  too  high  and  that  epidemio- 
logic control  could  afford  ade- 
quate protection  in  the  event  of 
importation  of  disease.  Others 
have  interjected  notes  of  caution 

about  these  conclusions.22’23 

Gellis  agrees  that  epidemiolog- 
ical methods  would  provide  ex- 
cellent control  of  smallpox 
should  a case  be  introduced  into 
the  country,  but  also  states,  “It 
is  well  known  that  primar\'  vac- 
cination in  the  older  individual 
carries  with  it  a markedly  in- 
creased incidence  of  post-vac- 
cinal  encephalitis.”  He  concludes 
that  we  must  be  prepared  to  pro- 
vide protection  against  the  risks 
of  primary  vaccination  given 
after  the  first  few  years  of  life, 
as  would  be  needed  for  health 
workers,  international  travelers, 
and  militarv’  recruits,  should 
routine  childhood  vaccination 
be  dropped.23  Kempe  suggests 
that  pre-immunization  with  an 
attenuated  vaccinia  strain,  which 
is  being  developed,  might  pro- 
tect against  the  dangers  of  the 
standard  strain.  An  attenuated 
strain  is  not  vet  generally  avail- 
able. Until  it  is,  cessation  of 
routine  immunization  in  child- 
hood should  be  deferred.  Rec- 
ognized precautions  should 
be  assiduously  observed. 

P.O.  Box  709 
Olumpia  Airport 
(98501 J 
Dr.  Francis 
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There’s  a soup 


CALORIES  / 7 oz  Serving* 


Beef  Broth 

22 

Vegetable 

68 

Consomme 

29 

Tomato 

69 

Chicken  with  Rice 

43 

Cream  of  Asparagus 

70 

Chicken  Gumbo 

48 

Cream  of  Chicken 

76 

Chicken  Noodle 

54 

Cream  of  Mushroom 

115 

Cream  of  Potato 

58 

Green  Pea 

116 

Chicken  Vegetable 

60 

Cream  of  Shrimp  (Frozen) 

132 

Vegetable  Beef 

66 

Bean  with  Bacon 

133 

In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


OREGON 


Oregon  Medical  AsSOciation-1\M  S.W.  park  place,  Portland,  Oregon  97205 

PRESIDENT  Robert  L.  Hare,  M.D.,  Portland 

SECY-TREAS.  Dotuikl  F.  Kellij,  M.D.,  Portland 

EXECUTIVE  DIRECTOR  Mr.  Robert  L.  Dernedde,  Portland 


PRESIDENT’S  page 


ROBERT  L.  HARE,  M.D. 


To  Our  Mutual  Benefit 


A 

1.  X t a time  when  the  generation  gap  seems  to  be 
widening  even  more,  we  can  feel  a great  deal  of  sat- 
isfaction with  the  good  relationship  that  has  develop- 
ed between  the  Association  and  students  of  the  Uni- 
versity of  Oregon  Medical  School. 

More  than  forty  of  these  young  men  and  women 
ser\'e  on  Association  Committees,  most  of  them  attend 
meetings  regularly,  and  participate  with  enthusiasm. 
There  can  be  no  question  but  their  contribution  is 
one  that  has  come  to  be  much  appreciated  by  many 
of  our  Association’s  members.  Their  idealism  and  ob- 
viously sincere  dedication  to  the  profession  and  the 
patients  that  we  serv’e  cannot  help  but  provide  an 
inspiration  to  those  who  have  the  responsibility  for 
the  Association’s  activities. 

On  the  other  hand,  as  we  have  the  opportunity  to 


work  with  these  young  people  over  a period  of  time, 
we  are  aware  that  they  have  come  to  understand  the 
basically  democratic  workings  of  the  Association  and 
to  realize  that  it  is  constantly  striving  to  achieve  the 
verv  goals  that  they  feel  are  important  — and  that 
idealism  must  be  finelv  tempered  with  realism. 

After  attending  a national  Student  American  Med- 
ical Association  Meeting,  one  of  our  students  was 
heard  to  say,  “I  think  we  in  Oregon  have  the  best 
relationship  with  our  State  Medical  Society  of  any 
State  in  the  Union.” 

In  this  we  can  take  much  pride! 
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WASHINGTON 


Washmgtou  State  Medical  Association — 444  n.e.  ravenna  blvd.,  seatfie,  Washington  98115 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Walfred  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


Scientific  Programs  and  Exhibits 
Scheduled  for  1971  WSMA 
Annual  Meeting 

Planning  for  the  scientific  program  during  the 
1971  WSMA  Annual  Meeting  continues  to  move 
ahead.  Scientific  Program  Committee  members  are 
discussing  program  format,  reviewing  papers  and 
selecting  out  of  state  guest  scientific  speakers.  The 
scientific  program  is  scheduled  for  Monday,  Septem- 
ber 20  through  Wednesday  noon,  September  23,  in 
the  Olympic  Hotel,  Seattle. 

Members  of  the  Scientific  Exhibit  Committee  are 
reviewing  applications  for  exhibit  space  as  they  are 
received.  Accepted  exhibits  will  be  displayed  from 
Sunday,  September  19  through  Wednesday,  Septem- 
ber 23. 


Last  Call  for  Scientific  Paper 

Physicians  are  invited  to  submit  a brief  two  or 
three  paragraph  abstract,  with  title,  of  the  scientific 
paper  they  would  like  the  Scientific  Program  Com- 
mittee to  consider  for  inclusion  in  the  program.  Ab- 
stracts should  be  sent  to  Joseph  W.  Eschbach,  M.D., 
Chairman,  WSMA  Scientific  Program  Committee, 
444  N.E.  Ravenna  Boulevard,  Seattle,  Washington 
98115. 

Abstracts  can  be  received  for  consideration  no  later 
than  April  15,  1971,  as  the  program  committee  must 
complete  the  preliminary  program  early  in  May. 
The  program  committee  will  review  all  abstracts  sub- 
mitted and  those  accepted  will  be  scheduled  for 
presentation  during  specialty  or  general  sessions. 


DONALD  R.  SILVERMAN,  M.D. 


Scientific  Exhibit  Applications 
Forms  Still  Available 

Application  forms  for  exhibit  space  may  be  ob- 
tained by  writing  to  Donald  R.  Silverman,  M.D., 
Chairman,  WSMA  Scientific  Exhibit  Committee, 
444  N.E.  Ravenna  Boulevard,  Seattle,  Washington 
98115.  Exhibits  will  be  selected  on  the  basis  of  those 
providing  new  and  useful  techniques  for  practicing 
physicians. 

The  closing  date  for  the  receipt  of  completed  ap- 
plications is  April  15,  1971.  The  Scientific  Exhibit 
Committee  will  meet  shortly  thereafter  to  select  ex- 
hibits to  be  shown. 

Physicians  who  are  applying  for  space  should  pro- 
vide complete  information  with  the  application.  Tra- 
ditionally, there  are  always  more  applications  than 
the  number  of  spaces  that  can  be  made  available. 
Work  of  the  Committee  is  simplified,  and  selection 
can  be  more  appropriate,  if  the  application  describes 
the  proposed  exhibit  in  detail.  With  adequate  de- 
scription, the  best  displays  can  be  selected  on  the 
basis  of  educational  value  and  clinical  interest. 

Washington  News  continued  on  page  190 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart^ 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


DivUion  of  Allas  Chemical  Industries,  Inc,,  Wilmington,  Del.  19899 


THE  MUSCLE 
RELAXANT  THAT 
DOES  WHAT’S 
EXPECTED 


Some  skeletal  muscle  relaxants  cause  generalized  muscle  weakness.  Not 
Norflex.  Some  require  dosages  as  high  as  eight  tablets  a day  for  effective 
relief.  Norflex  relaxes  only  the  muscles  in  spasm  on  one  tablet  b.i.d.  Norflex 
checks  pain.  Reduces  rigidity.  Restores  mobility.  Has  less  side  effects  too. 
So  Norflex  does  what’s  expected.  And  does  it  with  less  inconvenience. 

Indications:  Acute  spasm  of  voluntary  muscles,  regard- 
less of  location;  especially  post-traumatic,  discogenic, 
and  tension  spasms. 

Dosage:  Two  tablets  per  day  for  adults,  regardless  of 
weight  or  sex;  one  in  the  morning  and  one  in  the 
evening. 

Contraindications:  Contraindications  for  Norflex  are 
due  to  the  anticholinergic  action  of  orphenadrine. 

Norflex  should  not  be  used  in  patients  with  glaucoma, 
pyloric  or  duodenal  obstruction,  stenosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder  neck,  cardio- 
spasm (megaesophagus)  and  myasthenia  gravis.  It  should  be  used  with  caution  in  patients  with  tachycardia. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene 
concurrently,  it  is  recommended  that  Norflex  not  be  given  in  combination  with  propoxyphene  (Darvon?^). 

Side  Ettects:  Side  effects  of  Norflex  (orphenadrine  citrate)  are  mainly  due  to  the  mild  anticholinergic  action  of  orphen- 
adrine, and  are  usually  associated  with  higher  dosage.  Dryness  of  the  mouth  is  the  first  side  effect  to  appear.  When  the 
daily  dose  is  increased,  possible  side  actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation, 
drowsiness  and,  rarely,  urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may  experience  some  degree  of 
mental  confusion.  These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  Two  cases  of  aplastic  anemia 
associated  with  the  use  of  Norflex  tablets  have  been  reported.  No  causal  relationship  has  been  established. 

For  full  information,  see  Package  Insert  or  P.D.R. 

Riker  Laboratories,  Inc.  wmj^ 

NORTHPIOGE,  CALIFORNIA  913  24  |ulSm^ 
Sponsor  of  Riker-Service  — The  Complimentary  Classified  Service  for  Physicians 


IMorflex 

(ORPHENADRINE  CITRATE) 

1 TABLET  (100  mg.)  B.I.D. 


189 

Northwest  Medicine,  March,  1971 


Continued  from  page  187 

Health  Services  and  Health  Policy 
Administration  Program 

The  \V.  K.  Kellogg  Foundation  of  Battle  Creek, 
Michigan,  has  awarded  the  University  of  Washington 
a grant  of  8224,229  for  a three-year  period  to  support 
a new  Health  Seiv’ices  and  Health  Policy  Adminis- 
tration Program. 

Director  of  the  program  will  be  William  C.  Rich- 
ardson, who  since  January  1 has  been  on  the  faculty 
of  the  University  of  Washington  as  assistant  profes- 
sor of  health  services  in  the  School  of  Public  Health 
and  Community  Medicine.  Richardson  was  formerly 
with  the  University  of  Chicago. 

The  new  educational  program,  with  an  expected 
starting  date  of  fall,  1971,  will  provide  a curriculum 
combining  course  work  and  field  experience  for  pros- 
pective hospital  and  other  health  administrators. 


medical  care  program  managers  and  health  planners. 
The  hvo-year  course  of  study  will  lead  to  a master’s 
degree. 

Spokane  Surgical  Society 

Surgerx'  in  the  Aged  will  be  the  general  theme  of 
the  Annual  Meeting  of  Spokane  Surgical  Societv', 
April  3.  Guest  speakers  will  be  James  \'.  Malonev, 
Jr.,  M.D.,  University  of  California  School  of  Medi- 
cine, Los  Angeles,  Edward  Starr  Judd,  M.D.,  The 
Mayo  Clinic,  Rochester,  and  James  R.  Cantrell,  M.D. 
University  of  Washington  School  of  Medicine,  Seattle. 

The  Society  will  host  the  breakfast  session  with 
registration  starting  at  7:00.  Panel  discussion  will  be 
on  Complications  of  Surgery  in  the  Aged.  A second 
panel,  later  in  the  day,  will  consider  Abdominal 
Catastrophes  in  the  Aged.  Address  at  the  banquet 
will  be  given  b\-  Dr.  Malonev.  His  subject  will  be 
Surgeons,  Dollars,  and  Surgical  Education. 


—The  lowest  priced  tetracycline— nystatin  combination  available— 
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IDAHO 


Idaho  Medical  Association west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  William  R.  Tnmonin^,  M.D.,  Boise 

SECRETARY  }.  Gordoti  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armatid  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


PRESIDENT’S  ADDRESS  TO  DELEGATES 
February  5,  1971 


I realize  that  most  physicians  are  more  interested 
in  care  of  the  sick  than  they  are  in  socio-economics; 
that  no  doubt  the  final  decision  about  tbe  system  of 
health  care  we  are  likely  to  have  will  be  made  by  the 
consumer  and  voter;  and  that  it  will  be  influenced  to 
a large  extent  by  political  figures,  the  numerous  social 
and  political  commentators,  and  other  assorted  critics 
of  the  medical  profession. 

I am  mindful  there  are  demands  for  change  largely 
from  these  latter  people,  and  as  a result,  we  must  ac- 
cept the  challenge  confronting  medicine  today.  We 
need  to  assert  sufficient  leadership  to  influence  the 
form  the  change  will  take.  Take  a good  look  at  our 
deficiencies  and  work  out  solutions  to  meet  them! 
Will  we  lead  or  will  we  follow? 

the  national  scene 

I should  very  much  like  to  call  your  attention  to 
the  AMA  News  of  December  21,  1970  and  the  com- 
ments in  that  issue  made  by  Russel  B.  Roth,  Speaker 
of  the  House  of  Delegates  of  the  AMA,  as  well  as  the 
editorial  page  of  the  same  issue. 

Dr.  Roth  addressed  himself  to  the  nation’s  medical 
service  needs.  He  pointed  out  how  various  proposals 
coming  from  several  sources  as  answers,  actually 
would  add  to  the  problem.  And  he  declares  the  major 
fallacy  being  heard  today  is  that  increased  federal 
spending,  coupled  with  stringent  government  con- 
trols, will  unfailingly  produce  a health  care  system 
that  is  all  things  to  all  people. 

In  the  July,  1970  Medical  Economics  there  was  an 
article  regarding  the  government’s  non-system.  As 
you  know,  for  the  past  few  years  many  people  have 


described  the  health  care  system  in  our  country  as  a 
non-system.  But,  this  article  refers  to  a report  by  the 
Ribicoff  Senate  Committee  that  there  are  24  separate 
governmental  departments  and  agencies  involved  in 
health,  and  that  many  are,  or  aet  as  if  they  were,  un- 
aware of  programs  that  exist  in  other  agencies. 

The  trouble,  as  pointed  out  by  James  Shannan, 
former  director  of  the  National  Institutes  of  Health, 
is  that  federal  health  programs  touch  on  every  prob- 
lem of  health  care  and  delivery  without  dealing  de- 
cisively with  any  one.  Senator  Ribicoff  summed  up 
the  situation  himself  and  said,  “there  are  so  many 
programs  administered  in  such  bureaucratic  confusion 
that  no  one,  not  the  Department  of  Health,  Educa- 
tion and  Welfare,  not  the  Bureau  of  the  Budget,  not 
any  of  the  private  organizations,  were  able  to  tell  the 
sub-committee  even  how  many  programs  there  were.” 

I should  also  like  to  quote  an  old  friend,  Irvine  H. 
Page,  who  said  at  a recent  meeting  on  socio-econom- 
ics of  medicine,  “I  would  simply  add  that  plans  for 
other  less  complicated  soeial  phenomena  such  as 
hunger  and  malnutrition,  welfare,  housing,  educa- 
tion, finance,  population  control,  and  crime  have  not 
left  me  with  undimmed  confidence  in  the  quality  of 
their  planning.” 

Somehow  this  brings  me  to  peer  review. 

The  Bennett  Amendment  to  the  Social  Security 
Act,  considered  by  the  last  session  of  the  Congress, 
died  on  the  vine  without  being  enacted.  However, 
I am  sure  it  will  be  eonsidered  .again  by  the  new  Con- 
gress, no  doubt  in  the  near  future  — and  we  will  be 
forced  to  provide  HEW  with  an  outline  of  some  sort 
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Efudex 


(fluorouracil) 

cream  solution 


In  the  treatment  of  i 
solar/actinic  keratoses -I 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5°o  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5?'o  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  complete]  i 
Residual  mild  erythema  remains  in  som  > 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residua 
lesions  oi  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


\n  alternative 
o conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
opical  alternative  to  cryosurgery,  electrodesiccation 
nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
eratoses.  It  is  effective,  comparatively  inexpensive  and 
specially  well  suited  for  treatment  of  these  multiple 
?sions.  Important,  too,  is  the  highly  desirable  cosmetic 
2sult.  Clinical  experience  demonstrates  that  treatment 
/ith  Efudex  results  in  an  extremely  low  incidence  of 
carring.  * 

^ighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
nd  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
ate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
ent  up  to  a year  after  completion  of  therapy.  When 
ew  lesions  appeared,  repeated  courses  of  Efudex 
herapy  proved  effective.* 

\edictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
f Efudex  therapy.  The  response  is  usually  characteris- 
ic  and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses, 
'his  is  followed  by  an  intense  inflammatory  response, 
caling  and  occasionally  moderate  tenderness  or  pain. 

'he  height  of  the  inflammatory  reaction  generally  occurs 
wo  weeks  after  the  start  of  therapy,  and  then  begins 
0 subside  as  treatment  is  stopped.  Within  two  weeks  of 
liscontinuing  medication,  the  inflammation  is  usually 
;one.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
5 so  predictable,  lesions  which  do  not  respond 
hould  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
IS  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
vith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
)ortant  considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

'Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitiv/ity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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of  formal  peer  review  organization.  I feel  it  is  impera- 
tive that  we  do  this  rather  than  have  it  done  for  us 
bv  some  governmental  agency. 

Peer  review  offers  a wav  to  illustrate  factually  that 
fees  are  generally  reasonable.  If  an  individual  physi- 
cian’s charges  consistently  exceed  prevailing  fees  in  a 
community,  review  can  demonstrate  to  the  consumer 
that  the  fee  is  the  exception  and  certainly  not  the  rule. 

Peer  review,  however,  is  not  simply  a claims  review 
mechanism.  It  should  encompass  all  phases  of  utili- 
zation and  quality  standards.  As  an  example,  at  the 
present  time  the  Medicare  intermediary  must  operate 
on  the  basis  of  some  utilization  guidelines,  part  of 
which  come  from  HEM’  and  others  drawn  up  hv  the 
intermediarx’.  Many  of  the  problems  you  have  en- 
countered with  Medicare  are  the  result  of  failure  to 
remain  within  these  guidelines. 

But  guidelines  have  not  been  published,  and  I 
understand  they  cannot  be  published,  by  law.  Per- 
haps some  of  the  guidelines  are  unfair.  However, 
they  cannot  be  changed  except  through  the  process 
of  peer  review  where  it  can  be  shown  that  a certain 
guideline  is  not  consistent  with  the  usual  practice  in 
an  area  or  community.  I would  feel,  therefore,  that  it 
is  important  to  all  of  us  that  a definite  plan  be  adopted 
to  carr\'  out  peer  revdew  activities  in  Idaho. 

Another  approach  to  this  problem  that  has  been 
mentioned  in  several  places  is  the  establishment  of  a 
foundation  for  medical  care.  The  original  foundation 
was  started  in  Stockton,  California,  in  1954,  and  was 
organized,  as  I understand  it,  to  combat  the  Kaiser- 
Permanente  insurance  program.  Now,  there  are  many 
state  medical  associations  and  county  societies  in- 
volved. The  puqjose  of  the  foundations,  in  general, 
is  development  and  delivery  of  medical  services  at 
reasonable  costs,  regardless  of  whether  they  are  pri- 
vately or  publicly  financed.  They  are  separate  and 
autonomous,  organized  apart  from  the  medical  asso- 
ciation or  medical  society. 

W’hile  I do  not  propose  that  we  enter  into  such 
activity  at  the  moment,  I feel  that  it  is  worthy  of  fur- 
ther investigation.  Perhaps  a committee  should  he 
appointed  from  the  House  of  Delegates  to  undertake 
a study  and  report  at  the  annual  meeting  in  Sun  \’alley 
in  June. 

On  the  other  hand,  the  Council  on  Medical  Ser- 
vices of  AM  A has  been  directed  to  investigate  founda- 
tions and  report  back  to  the  AMA  House.  Perhaps  we 
will  have  sufficient  information  to  proceed  after  the 
June  AMA  meeting. 

Another  important  subject  in  which  we  have  been 
involved  regards  malpractice  insurance.  During  the 
Boston  meeting  of  the  AMA  House,  it  was  pointed 
out  that  a good  many  of  our  present  problems  stem 
from  the  fact  that  medical  liability  laws  hav'e  develop- 
ed through  the  years  chiefly  on  the  basis  of  court  de- 
cisions and  have  not  been  defined  by  .statute.  This 


has  been  more  or  less  on  a case  by  case  basis  with 
the  result  that  established  judicial  precedents  have 
more  recently  been  subjected  to  change  and  modifi- 
cation, with  the  courts  seemingly  being  guided  more 
and  more  by  the  rule  of  sympathy. 

It  is  the  opinion  of  the  AMA  Committee  on  Pro- 
fessional Liability,  that  relief  from  our  present  situa- 
tion depends  largely  on  an  intensive  effort  to  encour- 
age the  enactment  of  remedial  legislation.  Wfith  this 
in  mind,  we  have  proposed  several  measures  that 
have  been  presented  to  an  appropriate  legislativ'e 
committee.  M’e  are  hopeful  that  some  of  these  mea- 
sures will  he  adopted  by  the  1971  Legislature. 

During  the  December,  1970  meeting  of  vour  Of- 
ficers and  Councilors  held  in  Boise,  we  heard  an  ex- 
tensive proposal  from  the  Argonaut  Insurance  Com- 
pany regarding  the  possibility  of  a group  malpractice 
policy  for  members  of  the  Idaho  Medical  Association. 
After  the  presentation,  your  Officers  and  Councilors 
endorsed  the  proposal.  It  is  our  recommendation  that 
the  members  of  the  House  of  Delegates  do  the  same. 

As  many  of  vou  know,  I have  taken  an  active  role 
in  organized  medicine  for  quite  a few  years.  I serx  ed 
as  the  Chairman  of  the  Mediation  and  Public  Rela- 
tions Committee  for  four  years,  and  before  becoming 
your  President-Elect,  serxed  as  Secretary-Treasurer 
for  four  years.  I hax-e  been  invok  ed  in  many  of  medi- 
cine’s battles,  arguments,  and  campaigns,  and  in  the 
changes  that  hax'e  occured  during  recent  years. 

W’e  fought  a good  fight  in  the  battle  against 
Medicare.  We  lost.  We  took  our  lumps  and  bruises, 
vet.  Medicare  owes  its  success  largely  to  the  cooper- 
ation of  American  medicine. 

Some  of  you  xvith  gray  hair  xvill  remember  the 
battles  of  the  Murrav-M'agner-Dingell  and  the  Forand 
bills.  These  xvere  rejected  because  the  public  did  not 
like  them.  We  opposed  the  bills  along  xvith  the  public 
because  they  didn’t  contain  freedom  of  choice  of  phy- 
sicians, fee  for  serx'ice,  freedom  of  choice  of  hospitals, 
or  utilization  reviexv. 

Years  xvent  bv  and,  because  of  the  persistent  pres- 
sure from  a minority  source,  the  present  Medicare 
proposal  began  taking  shape.  Organized  medicine 
was  not  usually  contacted  in  the  drafting  of  the  leg- 
islation, rather  xve  xvere  ignored  more  often  than  xve 
xvere  consulted.  Finallv  a position  had  to  be  selected. 
W'e  either  had  to  support  the  measure  or  oppose  it. 
The  American  Medical  Association  rightfully  elected 
to  oppose  the  measure  because  it  contained  features 
judged  to  be  objectionable  and  xvhich,  I think,  are 
still  bad. 

So  physicians  have  made  Medicare  xvork.  Many  of 
us  felt  then,  and  still  feel,  that  if  it  didn’t  work  well, 
the  blame  xvould  be  the  physician’s.  In  other  xvords, 
“Heads  vou  win,  tails  I lose.’’  So  today  we  are  being 
blamed  by  many  people  in  and  out  of  government 
for  the  high  costs  of  the  program,  even  though  the 
truth  of  the  matter  is  that  the  ceiling  on  physicians 
fees  under  Medicare  has  been  frozen  for  txvo  years 
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at  rates  based  on  1968  fees.  I ask  you,  how  can  rising 
physician  bills  he  a major  factor  in  increasing  costs 
under  Medicare  when  Medicare  has  kept  a constant 
lid  on  the  maximum  payment? 

I want  to  compliment  the  Social  Security  Admin- 
istration and  the  Department  of  HEW  for  having  done 
absolutely  nothing  to  dispel  the  notion  that  it  has  been 
the  physician,  almost  alone,  who  has  caused  the  fi- 
nancial problem  in  the  Medicare  field.  I should  like 
to  emphasize  that  while  costs  and  the  economics  of 
medicine  are  important,  medicine’s  real  concern,  and 
rightfully  so,  is  with  the  health  of  the  people.  Healing 
the  sick  is  still  what  medicine  is  all  about! 

I think  we  must  keep  in  mind  too,  that  the  physi- 
cian is  at  the  mercy  of  inflation,  along  with  everyone 
else.  He  is  caught  up  in  the  wage-price  spiral  because 
he  employs  people,  rents  office  space,  pays  the  utility 
bills,  purchases  equipment,  buys  stationery,  pays 
taxes  — all  varieties  — just  like  everyone  who  is  in 
business.  In  periods  of  inflation  he  has  no  choice  but 
to  increase  the  salaries  he  pays  his  secretary,  his 
nurse,  his  technician  and  others.  He  has  also  to  pay 
more  for  services,  and  he  has  only  one  source  of  in- 
come — the  fees  he  charges.  On  top  of  this,  he  is  con- 
fronted with  very  rapidly  increasing  premiums  for 
his  malpractice  coverage. 

I think  the  time  has  come  for  us  to  place  the  re- 
sponsibility for  the  constant  spiral  of  inflation  where 
it  belongs  — in  the  halls  of  Congress  in  Washington, 
D.C.,  and  not  on  the  providers  of  medical  care. 

I am  certain  that  you  are  aware  that  the  Part  B 
Medicare  premium  has  recently  been  raised  from 
$5.30  a month  to  $5.60.  Generally,  this  increase  has 
been  blamed  on  “rising  physician  bills.”  To  my  way 
of  thinking,  this  is  over-simplification,  to  say  the  least. 

Let  me  review  some  of  the  background.  Immed- 
iately after  the  1968  election,  the  out-going  Secretary 
of  HEW,  Mr.  Wilbur  Cohen,  froze  the  Part  B prem- 
ium at  $4.00.  There  were  political  overtones  in  that 
decision,  and  it  ran  counter  to  some  advice  within 
HEW  and  the  Social  Security  Administration. 

At  the  end  of  last  June,  when  the  $4.00  premium 
rate  period  ended,  the  trust  fund  for  Part  B contained 
only  $57  million.  That  sounds  like  a lot  of  money  to 
me,  but  in  the  vast  national  program  it  was  not. 

In  late  1968  when  the  Nixon  administration  could 
legally  take  its  first  action,  the  trust  fund  was  nearly 
bankrupt.  At  that  time  the  premium  rate  went  to 
$5.30.  Of  this  $1.30  increase,  which  was  effective 
July  I,  1969,  21  cents  (16  percent)  was  supposed  to 
be  used  to  permit  some  increase  in  payments  to  phy- 
sicians over  the  1968  level. 

The  remaining  $1.09  (84  percent)  went  to  increased 
charges  for  other  Part  B services  — increased  utili- 
zation, the  trust  fund,  unexpected  mass  demands  like 
the  flu  epidemic  and  sophisticated  new  treatments. 
Yet,  despite  the  16  percent  provision,  physicians’  pay- 
ments stayed  at  the  1968  level. 

This  brings  me  to  the  recent  increase.  On  Decem- 


ber 30,  1970  — HEW  announced  a new  premium 
rate  of  $5.60  per  month,  up  from  the  current  $5.30, 
to  cover  estimated  costs  during  fiscal  1972.  Let  me 
repeat,  1972. 

The  30  cent  increase  is  the  net  result  of  three  items 
that  are  estimated  to  increase  costs  by  50  cents  infis- 
cal 1972.  A reduction  of  20  cents,  arising  primarily 
because  of  reduced  margin  for  contingencies,  lowers 
the  total  premium  increase  to  30  cents. 

The  items  which  make  up  the  increase  are  as  fol- 
lows; 

1.  To  cover  an  estimated  increase  of  6.7  percent  in 
the  level  of  physicians’  fees  recognized  by  the  pro- 
gram in  fiscal  1972  — 31  cents. 

2.  To  cover  an  estimated  increase  of  2 percent  in 
the  use  of  physicians’  services  — 10  cents. 

3.  To  cover  the  estimated  increase  of  15  percent 
in  cost  and  utilization  of  institutional  services  covered 
by  the  program  (for  example,  for  hospital  outpatient 
and  independent  clinic  services)  — 9 cents. 

Let  me  emphasize  that  the  increases  provide  for 
the  future.  They  do  not  provide  for  the  present. 

Under  Medicare  today,  physicians’  fees  are  virtuallv 
frozen  at  1968  levels,  or  at  levels  very  close  to  them. 
What  increases  there  may  be  do  not  fully  offset  rising 
costs,  both  the  cost  of  living,  which  affect  physicians 
along  with  everyone  else,  and  the  escalating  costs  a 
physician  must  bear  to  maintain  his  practice. 

our  activities  in  Idaho 

Our  Professional  Assistants  Development  Commit- 
tee headed  by  John  A.  Edwards  of  Council,  has  prob- 
ablv  been  the  busiest  committee  we  have  had  so  far 
this  year. 

You  have  been  informed  through  the  News  Letter, 
and  other  media,  of  our  association’s  participation  in 
the  MEDEX  program  of  the  Washington  State  Med- 
ical Association  conducted  through  the  University  of 
Washington  School  of  Medicine  in  Seattle. 

Three  Idaho  physicians  have  been  selected  to  par- 
ticipate in  this  program.  Involved  will  be  Clifford  J. 
Edwards  and  Frank  J.  Coram  of  Bonners  Ferry,  and 
C.  Stamey  English  of  Lewiston.  We  are  pleased  that 
Idaho  was  provided  an  opportunity  to  participate  in 
this  exciting  program.  We  will  have  additional  infor- 
mation on  the  activities  of  this  program  at  our  annual 
meeting  at  Sun  Valley  in  June. 

The  participation  of  two  Idaho  Registered  Nurses 
in  a course  of  advanced  training  at  Stanford  University 
Medical  School,  which  will  lead  to  their  being  em- 
ployed by  John  A.  Edwards  of  Council,  as  Physician’s- 
Nurse-Assistants,  is  another  exciting  activity.  The  two 
nurses  have  reported  for  duty,  and  we  are  fortunate 
to  have  the  opportunity  to  participate  in  this  program. 
Here  again,  I am  certain  we  will  have  more  to  report 
on  this  program  at  the  annual  meeting  at  Sun  Valley. 

Idaho  News  continued  on  page  199 
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Safety  isn’t 
everything  in  a 

antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 

There  is  no  guarantee  of  safety — even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a serious  reaction  with  Erythrocin?  103305 


ERYTHROMYCIN,  ABBOTT 

The  potency  you  need- 
the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin* 

(ERYTHROMYCIN,  ABBOH) 


Brief  Summary 

Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynehacteriiim,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 
I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  OR AL : In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

IT.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals) ; 1 to  4 Gm.  daily  in 
adults;  15  to  25  mg. /lb. /day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  (1  ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg./lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  103305 


198 

Northwest  Medicine,  March,  1971 


Continued  from  page  195 

You  have  before  you  a report  of  the  association’s 
Medical  Benevolent  Committee.  I urge  you  to  studv 
it  carefully.  Even  though  there  have  been  no  users 
of  the  fund,  it  is  always  possible  that  misfortune  could 
strike  a member  or  his  family  which  would  necessi- 
tate activation  of  this  program.  I urge  that  you  favor 
adoption  of  Resolution  No.  “171-1.” 

The  Nurse  Association  Advisor/  Committee  has 
also  been  active  during  the  last  six  months.  Joseph 
W.  Marshall  of  Twin  Falls,  is  Chairman  of  this  com- 
mittee, and  is  also  a member  of  the  Committee  on 
Nursing  of  the  American  Medical  Association.  A hill 
report  of  this  committee’s  activities  will  be  presented 
to  you  at  the  June  meeting  of  the  House  at  Sun 
Valley. 

Secretary -Treasurer  Daines  will  provide  you  de- 
tailed information  about  the  association  in  his  report, 
and  I am  happv  to  inform  you  that  our  association 
continues  to  grow.  In  September  the  Executive  Dir- 
ector presented  a report  to  the  Officers  and  Councilors 
which  listed  our  1971  potential  membership  at  595. 
Since  September,  28  additional  physicians  have  been 
licensed  to  practice  medicine  and  surgery  in  Idaho 
and  12  are  practicing  in  the  state.  This  provides  us 
with  a 1971  potential  of  607  members. 

I should  like  to  urge  each  of  vou  to  encourage  new 
physicians  to  become  members  of  their  component 
societies,  the  Idaho  Medical  Association  and,  of  course, 
the  American  Medical  Association. 

During  the  Sun  Valley  meeting  last  year,  a number 
of  delegates  suggested  the  establishment  of  a Budget 
and  Finance  Committee  for  the  association.  In  Octo- 
ber I appointed  the  following  physicians  to  serve  and 
all  accepted  their  assignment:  J.  Gordon  Daines,  Boise, 
Secretary -Treasurer,  Chairman;  Donald  E.  Adams, 
Moscow,  representing  Councilor  District  No.  1;  Hal 
E.  Reynolds,  Caldwell,  representing  Councilor  Dis- 
trict No.  2;  Eugene  H.  Holsinger,  Burley,  represent- 
ing Councilor  District  No.  .3;  J.  Douglas  Davis,  Idaho 
Falls,  representing  Councilor  District  No.  4,  and  .Mr. 
Charles  O.  Brady,  Boise,  our  Certified  Public  Ac- 
countant. The  committee  will  meet  soon  and  will 
have  a report  and  probably  some  recommendations 
regarding  association  finances  at  our  June  meeting. 

Certainly  the  association  should  support  Resolu- 
tion No.  171-A,  which  endorses  the  request  of  the 
Idaho  State  Board  of  Education  for  funds  to  actively 
participate  in  medical  education  activities. 

Resolution  No.  171-B  will  provide  for  an  increase 
to  seven,  the  membership  of  the  association’s  Public 
Health  Committee.  This  is  intended  to  provide  a 
committee  to  correspond  with  the  Seven  District 
Public  Health  Departments.  I urge  favorable  action 
on  this  amendment  to  the  By-Laws. 

Resolution  No.  171-E,  .sponsored  by  the  Idaho 
Falls  Medical  Society  appears  to  me  to  be  redundant 
insofar  as  selecting  certain  state  officers  to  be  elected 


by  the  House  of  Delegates.  I do  not  believe  that  it  is 
necessary  in  the  face  of  the  amendments  that  were 
made  to  the  By-Laws  last  June. 

I feel  much  the  same  about  Re.solution  No.  171-K, 
.sponsored  by  the  Kootenai-Benewah  District  .Medical 
Society  regarding  change  of  location  of  annual  meet- 
ings and  Interim  Sessions.  This  resolution  has  already 
been  thoroughly  discussed  and  rejected  bv  the  House 
of  Delegates. 

In  your  Delegates  Folder  vou  will  find  a compre- 
hensive report  of  the  association’s  Disaster  and  High- 
way Safety  Committee,  prepared  by  Richard  O.  Vyci- 
tal,  Boise.  This  report  contains  a number  of  important 
recommendations.  Inasmuch  as  the  report  was  only 
received  on  January  29,  perhaps  it  would  be  well  for 
the  House  of  Delegates  to  defer  any  definite  action  at 
this  meeting. 

Over  the  years  the  House  of  Delegates  has  given  a 
pat  on  the  back  so  to  speak,  to  the  efforts  of  our  Idaho 
Medical  Political  Action  Committee.  I sincerely  be- 
lieve that  this  organization  must  have  better  support 
than  that  from  this  body.  While  I am  not  trying  to 
embarrass  anyone  in  the  House  of  Delegates,  the  re- 
cord shows  that  in  1970  only  nine  of  you  who  are 
seated  here  saw  fit  to  make  a small  contribution  to 
that  organization.  I should  like  to  urge  that  you  take 
some  positive  action  which  would  excite  our  mem- 
bers into  supporting  the  Idaho  Medical  Political  Ac- 
tion Committee. 

These  are  some  of  the  problems  facing  organized 
medicine  as  I see  it.  I think  we  have  the  ingredients 
for  a good  session.  We  have  some  problems,  some 
questions  and,  I hope,  sufficient  time  to  consider  them. 

With  vour  cooperation,  I am  confident  that  we  can 
provide  some  of  the  answers. 

William  R.  Tregoning,  M.D. 

Idaho  House  Hosts  Legislators  and 
Adopts  Important  Programs 
in  Boise  Session 

First  mid-year  session  of  the  IMA  House  of  Dele- 
gates since  1962  was  opened  at  the  Rodewav  Inn, 
Boise,  February  5,  with  a friendly  gesture  to  mem- 
bers of  the  4Ist  Legislature.  They  were  guests  of  the 
Association  at  a breakfast  and  heard  an  understand- 
able explanation  of  physicians’  interests  in  politics 
presented  by  Max  Parrott,  Portland,  Chairman  of  the 
Board  of  Trustees  of  the  American  Medical  Associa- 
tion. 

During  the  two-day  session,  delegates  heard  a re- 
port from  President  Tregoning,  (published  in  this  is- 
sue), financial  report,  audit,  and  minutes  of  meetings 
of  Officers  and  Councilors,  from  Secretary-Treasurer, 


199 

Northwest  Medicine,  March,  1971 


J.  Gordon  Daines,  reports  from  a number  of  com- 
mittees, considered  fourteen  resolutions,  and  ordered 
positive  action  on  a new  form  of  malpractice  insurance. 
They  also  heard  again  from  Max  Parrott  in  a talk  -- 
more  directly  concerned  with  activities  of  interest  to 
phvsicians.  Dr.  Parrott  made  a plea  for  more  partici- 
pation in  AMA  affairs  and  listed  a number  of  compel- 
ling reasons  for  valuing  membership  in  AMA. 

A decision  likelv  to  affect  every  physician  in  Idaho 
was  made  after  careful  consideration  had  been  given 
to  a presentation  by  Mr.  Bruce  Woolery,  President  of 
The  Argonaut  Insurance  Company.  The  reference 
committee  recommended  referral  of  the  Argonaut 
plan  to  a newly  formed.  Special  Insurance  Committee 
but  after  this  recommendation  had  been  approved 
there  was  further  discussion  reflecting  desire  to  act 
without  further  delay.  The  House  then  adopted  a 
motion  to  proceed  more  rapidly.  Full  information  on 
the  proposal,  and  report  on  decision  of  the  House  will 
be  sent  to  members  from  the  office  of  the  Association. 

The  House  adopted  the  following  resolutions: 

A,  requesting  the  Legislature  to  support  the  State 
Board  of  Education  with  funds  for  a medical  educator. 

B,  amending  the  Bylaws  to  provide  seven  mem- 
bers on  the  Public  Health  Committee. 

C,  providing  that  representatives  of  the  Association 
meet  with  representatives  of  the  State  Health  Depart- 
ment to  discuss  family  planning  and  unwed  mother 
clinics. 

D,  directing  that  legislators  be  given  information 
on  cults  and  quackery. 

E,  urging  the  American  Medical  Association  to  in- 
fluence passage  of  a national  health  insurance  law, 
ineluding  limitation  of  physician  liability  and  fixed 
indemnity  schedules  for  injuries  incurred  while  under 
medical  care. 

F,  urging  the  Idaho  Legislature  to  authorize  train- 
ed ambulance  personnel  to  administer  life  saving 
treatment  and  to  provide  legal  immunity  when  so 
doing. 

G,  permitting  the  Medical  Benevolent  Fund  to 
reach  $50,000  before  reducing  assessments  and  in- 
creasing assessment  to  $5  per  year. 

H,  permitting  change  of  location  for  annual  meet- 
ings of  the  Association,  subject  to  approval  by  the 
House. 

I,  creating  the  special  insurance  committee  men- 
tioned earlier  in  this  report. 

J,  insisting  that  HEW  and  the  Idaho  intermediary 
discontinue  freeze  of  fee  schedules  at  the  1969  level, 
and  that  the  request  be  submitted  through  the  Idiiho 
Congressional  Delegation. 

K,  insisting  that  HEW  permit  its  Idaho  intermed- 
iary to  release  copies  of  guidelines  governing  pay- 
ments to  physicians,  and  that  this  request  also  be 
made  through  the  Idaho  Congressional  Delegation. 

The  House  rejected  a resolution  calling  for  meet- 
ings of  the  House  at  locations  having  airline  service. 

A resolution  calling  for  change  in  the  method  of  elect- 


ing Councilors  was  postponed  to  the  Annual  Meeting 
at  Sun  Valley. 

Vigorous  debate  was  stimulated  by  a resolution  on 
provision  of  information  on  limitation  of  family  size, 
and  offering  mothers,  after  birth  of  the  second  child, 
cash  inducement  to  accept  surgieal  sterilization.  When 
it  became  apparent  that  no  agreement  could  be 
reached,  the  resolution  was  tabled. 

The  Professional  Assistants  Development  Com- 
mittee reported  lively  interest  in  the  MEDEX  pro- 
gram and  has  selected  the  three  physicians  mentioned 
by  Dr.  Tregoning  as  the  first  to  participate. 

Comprehensive  report  of  the  Disaster  and  Highway 
Safety  Committee  was  deferred  for  further  study  at 
the  Annual  meeting. 

At  conclusion  of  this  session  of  the  House  it  was 
apparent  that  a mid-vear  meeting  is  of  much  benefit 
to  the  Association  and  that  such  meetings  will  con- 
tinue. 

Further  information  will  be  provided  in  the  News- 
letter. 


1971  Committees 

Committees  to  serve  the  House  of  Delegates  for  the 
Calendar  Year  of  1971,  appointed  by  Speaker  James 
R.  Kircher,  Burley,  are  as  follows: 

Nominating  Committee  (To  serve  for  the  July,  1971 

Idaho  News  continued  on  page  210 
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RAC  REDUCES  BUDGETS  TO  FUND 
ALASKA  LIBRARY,  MOBILE  CCU 


The  decision  to  reduce  budgets  of 
W/ARMP  projects  in  order  to  aid  the 
financially  ailing  Alaska  Health  Sci- 
ences Library  and  the  Seattle  Mobile 
Intensive  Coronary  Care  Unit  was 
made  by  the  Regional  Advisory  Com- 
• mittee  at  its  February  meeting. 

Both  projects  were  initiated  by 
W/ARMP  “seed”  money,  with  the 
expectation  that  they  would  find  a 
permanent  means  of  support.  So  far, 
this  has  not  happened. 

Despite  severe  cuts  expected  in  the 
total  W/ARMP  budget  this  year,  the 
RAC  agreed  that  these  projects 
should  be  continued  for  another  year 
while  other  sources  of  funds  are  be- 
ing sought. 

The  RAC  has  given  authority  to 
the  Executive  Committee  to  make 


budget  cuts  to  provide  for  these  two 
projects  and  for  other  needs,  said 
Dr.  Donal  R.  Sparkman,  W/ARMP 
director. 

ALASKA  MEDICAL  LIBRARY 

The  RAC,  a 40-man  committee, 
composed  of  medical  and  lay  leaders 
from  both  states,  recommended  that 
$21,888  be  awarded  the  Alaska  li- 
brary, which  is  also  supported  by  the 
U.S.  Public  Health  Service  and  the 
Pacific  Northwest  Regional  Health 
Sciences  Library. 

The  three-year-old  library  is  the 
only  state-wide  source  of  medical  in- 
formation in  Alaska  for  many  health 
professionals  in  that  state,  and  is 
now  used  by  70%  of  the  physicians. 


CHANGES  IN  PURPOSE 
PREDICTED  FOR  RMP 

If  Regional  Medical  Programs  are 
to  survive,  they  must  turn  their  at- 
tention to  new  approaches  in  health 
care  delivery,  new  forms  of  medical 
practice  and  development  of  innova- 
tive levels  of  health  manpower.  Paul 
D.  Ward,  executive  director  of  the  Cal- 
ifornia Committee  on  RMP’s,  speak- 
ing to  the  Regional  Advisory  Com- 
mittee last  month  in  Seattle,  said  the 
federal  administration  was  recom- 
mending these  as  new  guidelines. 

NEW  EMPHASIS 

“You  cannot  escape  the  conclusion 
that  the  original  purposes  of  the  pro- 
gram have  been  altered,”  he  said. 
“Recent  talks  and  discussion  by 
leaders  in  both  the  Health,  Education 
and  Welfare  Department  and  the 
Bureau  of  the  Budget  have  indicated 
the  new  direction,”  explained  Ward. 

Administrative  spokesmen  have  in- 
dicated that  the  “no  interference  with 
continued  page  2 


NEW  DIAGNOSTIC  TECHNIQUE  for 

practitioners — nuclear  medicine — will 
be  explained  in  a three-part  TV  series 
beginning  March  30  produced  by 
RMP.  (Schedule  pg.  3).  Here  program 
instructors  demonstrate  detection  of 
metastatic  tumors  by  examining  radio- 
activity of  a patient’s  liver  and  spleen. 
From  left  are:  Robert  J.  Griep,  deputy 
chief  of  medicine  and  chief  of  radio- 
isotope division,  USPHS  Hospital;  Wil 
B.  Help,  director,  UW  division  of  nu- 
clear medicine  and  director,  clinical 
radioisotope  laboratory,  UW  Hospital 
and  Thomas  G.  Rudd,  instructor, 
medicine,  radiology,  UW. 


continued  page  4 


WZVRMP  SPOTLIGHT 


BELDING  H.  SCRIBNER,  M.D. 


March  9 is  just  an  ordinary  day  for 
most  people,  but  for  Dr.  Belding 
Scribner  and  those  involved  with  de- 
veloping the  kidney  dialysis  tech- 
nique, it  is  a historical  one. 

On  that  day  in  1960,  the  first  patient 
with  terminal  kidney  disease  was 
treated  by  dialysis,  and  for  the  past 
11  years  has  been  kept  alive  because 
of  this  treatment. 

Repeated  dialysis  was  made  possi- 
ble by  means  of  permanently  im- 
planted shunts  devised  by  Dr. 
Scribner. 

The  unique  technique  is  performed 
by  surgically  attaching  cannulas  to 
the  patient’s  veins  and  arteries  and 
at  the  time  of  dialysis  the  cannulas 
are  connected  to  corresponding  tubes 
in  the  kidney  machine. 

In  Seattle  alone,  more  than  335 
patients  with  chronic  kidney  disease 
have  been  started  on  maintenance 
dialysis  with  “Scribner  shunts.” 

Dr.  Scribner  also  headed  the  de- 
velopment of  a plan  to  establish  re- 
gional coordination  of  existing  treat- 
ment resources  so  that  the  benefits 
of  kidney  dialysis  could  be  made 
available  to  all  people  in  the  region 
at  the  lowest  possible  cost. 

The  ambitious  program  would  also 
evaluate  patient  dialysis  training  and 
equipment  and  extend  continuing  ed- 
ucation in  kidney  disease  to  health 
professionals  in  the  Northwest. 

This  “Kidney  Disease  Control  Pro- 
gram” was  recently  approved  by  the 
RMP  National  Advisory  Council,  but 
as  of  this  writing  funds  have  not  been 
released  by  the  Bureau  of  the  Budget. 

Not  one  to  be  satisfied  with  yester- 
day’s successes.  Dr.  Scribner  has 
also  developed  an  “artificial  gut” 
and  a new  approach  to  management 
of  fluid  and  electrolyte  balance. 

Author  of  74  published  articles  and 
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EXTENSIVE  STUDY  OF 
PATIENTS  RELEASED 

The  largest  and  most  extensive 
study  on  patient  hospitalizations  in 
this  region  ever  attempted  is  being 
published  this  month  by  W/ARMP. 

The  first  five  volumes  of  the  ten- 
part  report  will '-be  distributed  this 
month  to  251  participating  hospitals 
in  Washington,  Idaho  and  Oregon  for 
use  in  planning  future  facilities  and 
services. 

Data  on  nearly  800,000  patients  in 
the  study  includes  their  discharge 
diagnosis,  residence,  age,  length  of 
hospital  stay  and  health  insurance 
coverage. 

Begun  four  years  ago  by  W/ARMP 
at  the  request  of  several  Spokane 
hospitals,  the  “Patient  Origin  Study” 
was  accomplished  because  of  the 
enthusiastic  cooperation  received 
from  hospitals,  and  numerous  local, 
state  and  federal  health  organiza- 
tions, said  Lawrence  J.  Sharp,  Ph.D., 
project  director. 

The  value  of  the  information  in  the 
report  depends  on  the  use  made  of 
it,  explained  Dr.  Sharp. 

A great  deal  will  be  learned  from 
the  data  when  people  study  it,  he 
added. 

In  citing  examples  of  its  use.  Dr. 
Sharp  said  the  report  will  assist  in 
finding  answers  to  where  hospital 
services  may  be  located  and  where 
specialized  facilities  are  needed, 
such  as  those  for  cancer  therapy, 
stroke  rehabilitation  and  coronary 
care. 

When  all  volumes  are  distributed. 
Dr.  Sharp  said  he  will  be  pleased  to 
meet  with  interested  people  in  each 
community  to  help  them  interpret 
and  use  the  results. 


22  abstracts.  Dr.  Scribner  was  a 
Markle  Scholar  at  Hammersmith  Hos- 
pital in  London  in  1957.  He  was  on  the 
Mayo  Clinic  staff  in  1950-51  prior  to 
coming  to  the  UW  where  he  became 
professor  of  medicine  in  1962. 

Born  in  Chicago,  Dr.  Scribner  re- 
ceived his  M.D.  degree  from  Stan- 
ford, an  M.S.  from  the  U.  of  Minne- 
sota and  an  A.B.  from  the  U.  of  Cali- 
fornia. He  completed  internship  and 
a two-year  residency  in  medicine  at 
San  Francisco  Hospital  and  was  a 
Fellow  in  medicine  at  the  Mayo 
Foundation. 

He  received  the  Outstanding 
Achievement  Award  from  the  U.  of 
Minnesota  in  1964  and  in  1969  the 
Gairdner  Foundation  Award  (Tor- 
onto, Canada).  He  is  certified  by  the 
American  Board  of  Internal  Medicine 
and  is  a Fellow  in  the  American  Col- 
lege of  Physicians. 

Dr.  Scribner  is  a valuable  asset  to 
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patterns  of  patient  care”  clause, 
which  was  an  integral  part  of  the 
original  RMP,  may  not  be  the  trend 
in  the  future,  said  Ward. 

FISCAL  EXPERTS 

Ward  said  he  felt  the  change  in 
RMP  direction  was  partly  due  to  as- 
cendency of  fiscal  experts  in  the  Ad- 
ministration. Evidence  of  this  is  the 
severe  curtailment  of  RMP  budgets 
for  both  1971  and  1972  by  the  Bu- 
reau of  the  Budget.  Fiscal  leaders 
think  RMP  should  be  stressing  “quan- 
tity,” while  the  emphasis  for  RMP 
has  been  on  “quality.” 


PAUL  D.  WARD 

Categorical  restrictions  will  be  de- 
emphasized,  and  continuing  educa- 
tion programs  will  not  be  a top  pri- 
ority, according  to  signals  from  the 
Administration. 

HEALTH  LOW  PRIORITY 

Employment,  inflation,  and  the 
economy  in  general  are  the  most  im- 
portant issues  now,  said  Ward,  sc  ' 
that  health  takes  a relatively  low  posi-i 
tion  in  the  Administration’s  planning 

Ward  suggested  that  health  ma> 
be  in  a better  position  as  the  re 
suit  of  national  health  insurance 
discussions. 

He  predicted  that  some  kind  of  i 
national  health  insurance  package 
would  emerge  from  the  91st  Congres; 
in  two  years.  He  said  the  governmen 
will  be  looking  for  groups  to  imple 
ment  it  and  implied  that  the  RMF 
might  be  in  a position  to  do  this. 

Ward  has  served  in  a variety  o 
capacities  for  the  HEW  and  for  Gov 
ernor  Edmund  G.  Brown’s  adminis 
tration  in  California  for  most  of  it 
eight  years. 


W/ARMP  and  his  expertise  an>j  ' 
knowledge  in  kidney  disease  will  be  | 
come  increasingly  useful  since  “kidi 
ney  disease”  was  added  to  the  foul 
major  diseases  of  the  RMP  Law.  I 


'I  SPLINTS  USED  in  occupational  therapy  interested  junior  and  senior  high  school 
;!  students  at  the  first  Health  Careers  Fair  held  recently  at  the  Pacific  Science  Cen- 
ter. More  than  1,000  people  visited  the  variety  of  booths  at  the  event  sponsored 
; by  the  Seattle  Area  Hospital  Council  and  W/ARMP,  to  encourage  young  people 
^ in  considering  a health  career.  Staffing  the  booths  included  physical  therapists, 
dentists,  veterinarians,  nurses  and  artificial  kidney  technicians.  Demonstrating  a 
hinge  splint  (right)  is  Vicki  Workman,  UW  senior  student  in  occupational  therapy. 


CORONARY  ARTERY 
i MEETING  SLATED 

I A conference  on  problems  of  coro- 
I nary  artery  surgery  for  physicians  in 
' Washington  and  Alaska  who  are  in- 
i volved  in  this  specialty  will  be  held 
I in  Seattle’s  Washington  Plaza  Hotel, 
Saturday,  March  13. 

Guest  speaker  will  be  Norman 
Shumway,  M.D.,  pioneer  in  heart 
transplants  from  Stanford  Medical 
School. 

The  morning  session  will  feature 
an  analysis  of  selected  coronary  ar- 
tery surgery  deaths  from  each  of  the 
surgical  centers  in  Washington  by  a 
panel  of  cardiologists,  surgeons,  a 
radiologist  and  pathologist. 

Afternoon  speakers  will  discuss 
community  blood  banks  and  needs 
of  open  heart  surgery,  selection  for 
and  risks  of  coronary  arteriography 
and  selection  for  surgery  and  evalua- 
tion of  results. 

The  conference  is  an  outgrowth  of 
the  W/ARMP  cardiac  surgery  regis- 
try started  by  Washington  and  Alaska 
heart  surgeons  in  1968  to  compile 
data  on  types  of  cardiac  surgery 
being  done  in  the  region.  Registry 
findings  will  be  interpreted  by  Gor- 
don Logan,  M.D.,  project  director. 

Admittance  to  the  conference  is  by 
invitation  only. 
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MARCH  T.V.  SCHEDULE 

March  16  — “Diseases  of  the  Mouth” 
Western  Ontario  School  of  Medi- 
cine 

March  23  — “Illicit  Drugs:  Pharmacol- 
ogy and  Clinical  Management”  (See 
above  source) 

March  30,  April  6,  April  13  — “Nuclear 
Medicine” 

April  20  — “Nuclear  Medicine”  live 
telecast  of  course  instructors  an- 
swering phone  questions.  (Chan- 
nels 9,  47  only).  Call  toll-free,  206- 
543-2000.  Session  taped  and  re- 
peated at  close  of  broadcast  day. 

Above  programs  broadcast  at  7:35 
and  8:05  a.m.  and  at  10:30  or  11 
p.m.,  (check  local  station  listings), 
on  Channels  9,  Seattle;  7,  Spokane; 
47,  Yakima;  10,  Pullman  and  10, 
Portland  and  in  other  communities 
on  local  cable  stations. 


ecu  CONFERENCE  PLANNED 

The  4th  annual  Regional  CCU  Con- 
ference for  physicians  and  nurses  will 
be  held  May  21,  22  and  23  at  Seattle’s 
Sea-Tac  Hilton  Inn. 

Guest  speakers  will  be  Charles 
Rackley,  M.D.  and  Glenna  Barnes, 
R.N.,  of  the  Myocardial  Infarction  Re- 
search Unit,  Birmingham,  Ala.;  Elliot 
Rapaport,  M.D.,  U.  of  Cal.  Medical 
School,  San  Francisco;  and  Catherine 
Baden,  R.N.,  Minnesota  RMP. 

Conference  sessions  will  offer  a 
mutual  exchange  of  CCU  problems, 
solutions  and  recent  advances  in 
cardiac  patient  care. 

Registration  is  due  May  7.  For  more 
information  contact  the  CCU  Project 
Office,  180  U-District  Bldg.,  Seattle 
98105. 


KODIAK  PHYSICIANS 
HAVE  MEDICAL  AUDIT 

The  old  saying  “You’ll  never  know 
if  something  is  possible  unless  you 
try  it”  was  taken  to  heart  by  three 
physicians  from  Kodiak,  Alaska,  who 
asked  W/ARMP  to  arrange  a peer 
audit  of  their  medical  practice,  the 
first  type  of  review  ever  attempted  in 
Alaska. 

It  was  possible.  And  what’s  more 
it  was  done  in  less  than  three  days 
(Jan.  21-23)  by  Dr.  Amos  P.  Bratrude, 
Omak  GP,  an  active  participant  in 
physician  exchanges  and  avid  pro- 
moter of  new  opportunities  in  con- 
tinuing education;  Dr.  Ted  Phillips, 
head  of  the  newly-created  UW  Fam- 
ily Practice  Department  and  former 
Sitka  practitioner  and  Dr.  Francis 
Wood,  chief  of  staff.  Veterans’  Admin- 
istration Hospital,  associate  dean, 
UW  Medical  School  and  endocrin- 
ologist. 

Request  for  the  audit  was  made  by 
Dr.  R.  Holmes  Johnson,  a GP  who 
heads  a three-man  clinic  on  Kodiak 
Island.  One  of  the  most  challenging 
aspects  of  the  request  according  to 
the  review  team,  was  setting  up  the 
criteria  for  evaluating  patient  care. 

They  had  no  existing  models  to 
work  from,  especially  for  an  island  of 
8,000  people  located  ^40  air  miles 
from  the  nearest  medical  center. 

The  visiting  physicians  reviewed 
medical  records  and  office  manage- 
ment procedures  in  the  Holmes  John- 
son Clinic,  made  rounds  with  physi- 
cians in  the  20-bed  Kodiak  Hospital, 
observed  in  surgery  and  interviewed 
Kodiak  residents  about  their  health 
care. 

Dr.  Johnson  asked  for  the  public’s 
cooperation  in  the  medical  audit  in 
a story  which  he  wrote  for  the  “Ko- 
diak Daily  Mirror.”  The  front-page 
article  explained  the  confidential  na- 
ture and  purpose  of  the  review  and 
qualifications  of  the  review  team. 

Findings  of  the  evaluation  were 
compiled  in  a confidential  report  for 
the  Kodiak  physicians  outlining  the 
impressions  and  specific  recommen- 
dations. 

Conclusion  of  the  evaluators  was 
that  they  benefited  from  the  audit  as 
much  as  those  being  audited. 

“Observing  and  analyzing  the  op- 
eration of  such  a medical  practice 
was  of  inestimable  value  in  designing 
a medical  school  curriculum  to  edu- 
cate and  train  students  for  family 
practice,”  said  Dr.  Phillips. 
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EDITORIAL 


CARDIO-PULMONARY  RESUSCITATION  classes  were  given  recently  by  the 
coronary  care  project  staff  for  ski  patrolmen  in  an  effort  to  reduce  sudden  deaths 
at  ski  resorts.  Defibrillation  techniques  were  also  demonstrated  since  some  ' 
areas  are  acquiring  the  equipment.  From  left  are:  Mrs.  Gaylene  Altman,  R.N.,  of 
the  ecu  staff,  Warren  Christiansen,  Gary  Eide  and  Jim  Hilliker,  all  from  Crystal 
Mountain.  Any  group  or  organization  wishing  to  have  a CP-R  demonstration, 
contact  Mrs.  Altman  at  (206)  543-7328. 


RAC  REDUCES  BUDGETS  TO  FUND  continued  from  page  1 


by  Harold  L.  Amoss,  Ph.D.,  director, 
Division  of  Community  Development, 
UW  and  professor,  urban  planning. 

(Editor’s  note:  Dr.  Amoss  is  chairman  of 
the  Advisory  Committee  for  the  RMP  Com- 
munity Health  Services  Program  which  as- 
sists residents  of  the  region  in  improving 
their  local  health  care  delivery.  The  CHS 
staff  responds  to  requests  for  advice  in 
planning,  utilizing  available  resources  and 
personnel  and  finding  new  solutions  to 
achieving  goals.  Dr.  Amoss  is  also  a mem- 
ber of  the  RAC  Executive  Committee). 

Until  recently,  health-related  programs 
were  dominated  by  providers.  Health  mat- 
ters were  considered  to  be  technical  and 
such  that  only  professionals  could  improve 
the  delivery  systems.  This  seemed  only 
natural.  Now,  social  demand,  and  even  the 
law  itself  in  some  cases,  require  a role 
for  the  consumer.  The  nature  of  this  role 
is  not  completely  agreed  upon,  but  does 
emphasize  general  areas  of  problem  iden- 
tification, setting  of  priorities,  contribution 
of  skills  and  knowledge,  and  establish- 
ment of  a power  base  to  get  things  done. 

But  consumers  have  many  other  prob- 
lems besides  health  facing  them.  During 
the  last  20  years  in  Washington  State, 
when  offered  the  opportunity  to  indicate 
the  relative  importance  of  problems,  peo- 
ple invariably  rated  health  matters  low. 
Whatever  the  reason  is  for  this  low  priority, 
the  need  for  education  of  both  providers 
and  consumers  seems  apparent  in  order 
that  goals  for  improving  health  care  may 
be  more  realistic. 

The  Community  Health  Services  Pro- 
gram addresses  itself  squarely  to  the  so- 
cial aspects  of  health  delivery  systems. 
It  does  not  seek  to  solve  all  community 
problems,  or  even  to  involve  itself  in  areas 
manifestly  not  related  to  health. 

Yet  the  improvement  of  these  systems 
will  occur  ONLY  when  the  roles  of  both 
consumers  and  health  providers  are  better 
defined,  when  it  is  widely  recognized  that 
health  is  only  one  of  many  demands  on  the 
consumer,  and  when  an  adequate  social 
network  for  communication  and  decision 
making  and  a power  base  for  making  im- 
provements are  established. 

The  objectives  of  CHS  are  to  help  com- 
munities "sort  out”  health-related  prob- 
lems, assist  in  educating  key  members  of 
the  communities  in  developing  new  ap- 
proaches to  solving  their  problems  and 
help  muster  the  necessary  resources. 

To  attain  these  objectives,  the  CHS  will, 
in  cooperation  with  Comprehensive  Health 
Planning  "B”  .agencies,  (1)  identify  com- 
munity leaders,  (2)  establish  working  re- 
lationships with  them,  (3)  act  as  a clear- 
inghouse of  information,  (4)  assist  in  initi- 
ating new  programs  to  solve  specific,  local 
problems  and  (5)  stimulate  interest  in  good 
health. 

By  creating  Community  Health  Services, 
W/ARMP,  itself  a provider-oriented  orga- 
nization, has  demonstrated  its  responsive- 
ness to  the  social  aspects  of  health  care 
delivery. 
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The  RAC  voted  to  augment  the 
Mobile  ecu  $27,498  budget  for  Feb. 
1971 -Jan.  1972  by  $20,107.  This  addi- 
tional funding  was  made  on  the  con- 
dition that  certain  measures  be 
carried  out  by  those  concerned  with 
the  project. 

The  RAC  resolution  recommended 
that  by  March  31  a Board  of  Direc- 
tors be  appointed  “to  develop  a long- 
range  program  plan  and  to  consider 
alternatives  for  future  financing”  of 
the  Seattle-based  cardiac  emergency 
vehicle.  Suggested  members  for  the 
Board  included  representatives  from 
Seattle  and  King  County  govern- 
ments, Seattle  Area  Hospital  Coun- 
cil, private  ambulance  services,  UW 
School  of  Public  Health,  King  County 
Medical  Society,  Washington  State 
Heart  Assn.,  Washington  State  Health 
Dept.,  and  the  Comprehensive  Health 
Planning  groups. 

RESOURCE  FOR  REGION 

Other  conditions  were  that  the 
Board  make  an  impartial  evaluation 
and  accomplishment  report  of  the 
mobile  CCU  project  available  to  other 
communities  in  the  region,  and  that 
it  develop  a program  to  integrate  mo- 
bile coronary  care  with  Seattle’s 
other  emergency  medical  services. 

The  mobile  CCU  project,  which  has 
been  plagued  by  financial  problems, 
is  receiving  encouraging  support 
from  the  public  in  a city-wide  funding 
drive  and  from  contributions  given 
by  the  Washington  State  Health 
Dept.,  Washington  State  Heart  Assn, 
and  from  the  City  of  Seattle. 

Congressional  support  of  the  life- 


saving vehicle  is  due  largely  to  the 
leadership  and  influence  of  Senator ; 
Warren  G.  Magnuson,  who  is  chair- 
man of  the  Senate  Appropriations 
Committee  on  Labor-Health,  Educa- 
tion and  Welfare. 

Senator  Magnuson’s  keen  interest 
in  health  legislation  has  been  a boon 
to  the  progress  made  by  the  RMP  in 
this  region,  said  Dr.  Sparkman. 


NURSE  WORKSHOPS 

Nursing  workshops  on  techniques 
of  “purposeful  conversations”  will  be 
presented  by  social  work  educators 
in  Spokane  March  27,  April  24  and 
May  22. 

The  three,  all-day  Saturday  pro- 
grams for  registered  nurse  practi- 
tioners will  be  held  in  the  Kennedy 
Memorial  Library  Auditorium  at  East- 
ern Washington  State  College  and 
are  sponsored  by  the  Inland  Empire 
Nurses’  Assn.,  and  W/ARMP. 

Informal  sessions  will  feature  ways 
to  improve  the  technique  of  inter- 
viewing and  counseling  of  patients 
and  employees,  evaluating  results  o1 
conversations  and  overcoming  com- 
munication blocks. 

Workshop  faculty  will  be  C.  Free 
Hanneman,  associate  professor,  U\A 
in  the  Spokane  Field  Teaching  Pro 
gram,  and  Donna  Higgins,  medica 
social  worker,  Harborview  Medica 
Center. 

Registration  is  due  March  17.  Fo 
information  contact  Inland  Empire 
Nurses’  Assn.,  W.  104  5th,  Spokane 
99205.  . « 
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Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4I0  Taat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50*%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID.IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine)'therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  O.I  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (O.l-I.O  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES  INC 

Morton  Grove,  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road*  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  EILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS! 
0.05  mg.  (white)  ;0. 1 mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


41  SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life,  | 
prompt  clinical  ^ 

response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


V 

1 ¥ 

Empirin  Compound  with 
Codeine,  No.3  or  No4 

Overpowers  pain 

Each  tablet  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4contains codeine  phosphate*  (64.8  mg.)  gr.  1. 

*(Warning— may  be  habit  forming.) 

B.  W.  Co.  narcotic  products  are  Class  “B”,  and  as  such  are 
available  on  oral  prescription,  where  State  law  permits. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Continued  from  page  200 

meeting  of  the  House  of  Delegates,  Sun  \’allev); 
Clark  T.  Parker,  Pocatello,  Chairman;  Allen  M.  Coch- 
rane, Lewiston;  Bernard  P.  Strouth,  Boise;  \\'alter 
R.  Petersen,  Burley;  Aldon  Tall,  Rigbv. 

Reference  Committee  A Legislation  6:  Public  re- 
lations); Miles  E.  Thomas,  Boise,  Chairman;  H.  Don 
Moseley,  Coeur  d’Alene;  Wayne  F.  Allen,  McCall; 
Samuel  j.  Hammond,  Paul;  W’arren  T.  Sutton,  Idtiho 
Falls. 

Reference  Committee  B (Insurance,  Medical  Af- 
fairs & Wei.);  Paul  B.  Heuston,  Twin  Falls,  Chair- 
man; Robert  J.  Revelli,  Wallace;  Quentin  L.  Quick- 
stad,  Boise;  Roy  O.  Shaub,  Twin  Falls;  Zach  A.  John- 
son, Salmon. 

Reference  Committee  C (Officers  & Secretar\); 
M aurice  E.  Scheel,  Wendell,  Chairman;  J.  Burton 
Britzmann,  Moscow;  Eugene  H.  Holsinger,  Burlev; 
Jonathan  H.  Daines,  Montpelier;  Gerald  C.  Bauman, 
Caldwell. 

Reference  Committee  D (Finance  6c  Economic 
Development);  Robert  S.  McKean,  Boise,  Chairman; 
Keith  A.  Taylor,  Boise;  Duane  A.  Daughartv,  Coeur 
d’Alene;  Robert  H.  Maier,  Twin  Falls;  Thomas  W. 
Higgs,  Idaho  Falls. 

Reference  Committee  E (Miscellaneous  Business); 
Roy  J.  Ellsworth,  Boise,  Chairman;  Elmer  M.  Wright, 
Twin  Falls;  Donald  R.  Bjornson,  Idaho  Falls;  C. 
Stamey  English,  Lewiston;  Robert  M.  Frazier,  Boise. 


New  Officers 

New  officers  and  delegates  for  the  following  com- 
ponent societies  have  been  elected  for  the  coming 
year! 

Kootenai-Benewah  District  Medical  Society: 

President:  Harold  R.  Thysell,  Coeur  d’Alene;  Vice- 
President:  Joseph  F.  Grismer,  Coeur  d’Alene;  Secre- 
tarv-Treasurer:  Roy  Toyama,  Coeur  d’Alene;  Dele- 
gates: Duane  A.  Daugharty;  H.  Don  Moseley;  Joseph 
F.  Grismer,  all  of  Coeur  d’Alene;  Alternate  Delegates: 
.\lexander  Barclav;  Wilbur  H.  Lyon,  and  Harold  R. 
Thvsell,  all  of  Coeur  d’Alene. 

South  Central  Idaho  District  Medical  Society: 
President:  Elmer  M.  Wright,  Twin  Falls;  President- 
Elect:  Walter  R.  Petersen,  Burlev;  Secretarv-Treas- 
urer:  Harrv  F.  Brumbach,  Twin  Falls;  Member-at- 
Large:  Jon  D.  Wilmoth,  Jerome;  Delegates:  Roy  O. 
Shaub,  Twin  Falls;  Maurice  E.  Scheel,  Wendell; 
Eugene  H.  Holsinger,  Burley;  Elmer  M.  Wright, 
Twin  Falls;  Walter  R.  Petersen,  Burley;  Robert  H. 
Maier,  Twin  Falls;  Samuel  J.  Hammond,  Paul;  Alter- 
nate Delegates:  Mark  F.  Grefenson,  Twin  Falls;  Max 
W.  Carver,  Twin  Falls;  C.  Annest,  Burley;  James 
H.  Spafford,  Twin  Falls;  Marion  V.  Klingler,  Gooding; 
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Richard  F.  McClure,  Twin  Falls;  Kenneth  R.  Briggs, 
Twin  Falls;  and  Leslie  L.  Fillmore,  Burley. 

Bear  River  Valley  Medical  Society: 

President:  Jonathan  Daines,  Montpelier;  Secretarv- 
Treasurer:  Paul  H.  Daines,  Montpelier;  Delegate: 
Jonathan  Daines,  Montpelier. 

New  Delegates  and  Alternate  Delegates  for  the 
Southeastern  Idaho  District  Medical  Society  are: 
Delegates:  Merrill  J.  Sharp;  Edward  E.  Fisher;  Llovd 
S.  Call;  Thomas  J.  McDevitt;  Donald  B.  Roberts,  all 
of  Pocatello.  Alternate  Delegates:  Michael  Worona; 
Richard  H.  McLaren;  James  J.  Martin;  Clark  T.  Par- 
ker; Melvin  M.  Graves,  all  of  Pocatello,  and  A.  E. 
Miller,  Jr.,  Blackfoot. 

New  Delegate  for  the  Shoshone  County  Medical 
Society  is:  Robert  J.  Revelli,  Wallace. 

New  Delegate  and  Alternate  Delegate  for  the 
Bonner-Boundary  District  Medical  Society  are:  Dele- 
gate: Fred  E.  Marienau,  Sandpoint.  Alternate  Dele- 
gate: Franz  H.  Siemsen,  Sandpoint. 

Members  Named  to  District 
Boards  of  Health 

Terrell  O.  Car\  er,  Boise,  Administrator  of  Health, 
released  the  following  names  of  the  members  of 
Idaho’s  Seven  District  Boards  of  Health,  to  be  effec- 
tive July  1,  1971.  The  districts  and  membership  are 
as  follows: 

District  No.  One  — Boundary,  Bonner,  Kootenai, 
Benewah  and  Shoshone  counties:  W.  George  Moodv, 
St.  Maries,  Chairman;  .Mrs.  .Margot  Tregoning,  Ward- 
ner,  \’ice-Chairman;  Don  .\dams,  Coeur  d’.Mene; 
Mrs.  Scott  W.  (Mary  Lu)  Reed,  Coeur  d’Alene;  Lynn 
C.  Fredrikson,  M.D.,  Coeur  d’.\lene;  William  E. 
Crouse,  Sandpoint,  and  Joe  G.  Marsh,  Bonners  Ferrv. 

District  No.  Two  — Nez  Perce,  Idaho,  Lewis  Latah 
and  Clearwater  counties:  Peter  Gertonson,  Lewis- 
ton, Chairman;  L.  D.  Graves,  Optometrist,  Grange- 
ville,  Vice-Chairman;  William  H.  Cone,  M.D.,  Lewis- 
ton; M rs.  Fred  C.  (Lolita)  Brown,  Kamiah;  .Mrs. 
David  (Maxine)  Martin,  Genesee;  Dwavne  Baker, 
Moscow,  and  Mrs.  Glvde  Price,  Orofmo. 

District  No.  Three  — Canyon,  Payette,  Gem,  Wash- 
ington, Adams  and  Owyhee  counties:  Mrs.  Rachel 
.M.  Paulsen,  W ilder,  Ghainnan;  Richard  H.  Patton, 
Payette;  A.  .M.  Palrang,  .M.D.,  Caldwell;  John  C. 
Curtis,  Montour;  .Mrs.  James  B.  Donart,  Weiser;  Ce- 
cil W’.  Stanley,  Nampa,  and  Mrs.  Wilma  Patterson, 
Nampa. 

District  No.  Four  — Valley,  Boise,  Ada  and  Elmore 
counties:  Bruce  C.  Bowler,  Boise,  Chairman;  .Mrs. 
O.  R.  (Mildred)  Hutchings,  Idaho  City,  Vice-chair- 
man; Harold  W’.  Hatten,  Jr.,  M.D.,  Boise,  Roy  Allum- 
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baugh,  Boise;  John  D.  Bermensolo,  Mountain  Home; 
Alvin  Joslyn,  Glenns  Ferry  and  John  Eaton,  Cascade. 

District  No.  Five  — Camas,  Blaine,  Gooding,  Lin- 
coln, Twin  Falls,  Jerome,  Minidoka  and  Cassia  coun- 
ties: William  L.  Chancey,  Twin  Falls,  Chairman; 
Clyde  C.  Peterson,  Wendell,  Vice-Chairman;  John 
A.  Clark,  Oakley;  Bernard  L.  Kreilkamp,  M.D.,  Sun 
\'alley;  Walter  Bowman,  Dietrich;  Henry  Schodde, 
Rupert,  and  Charles  B.  Parker,  Optometrist,  Jerome. 

District  No.  Six — Butte,  Bingham,  Power,  Oneida, 
Bannock,  Caribou,  Franklin  and  Bear  Lake  counties: 
Richard  G.  Crandall,  M.D.,  Pocatello,  Chairman, 
Ward  H.  .\lexander,  American  Falls,  Vice-Chairman; 
Herman  Miller,  Jr.,  Malad;  Darwin  L.  Young,  More- 
land; Mrs.  Gary  Lee  Harrell,  Howe;  Legrand  Burton, 
Preston,  and  Walter  Ward,  Paris. 

District  No.  Seven  — Lemhi,  Custer,  Clark,  Jejfer- 
son,  Bonneville,  Fremont,  Madisonand  Teton  counties: 
K.  L.  Clark,  Roberts,  Chairman;  Ed  Kirkham,  Ashton, 
Vice-Chairman;  Charles  Kane,  Salmon;  John  Rovetto, 
Clayton,  Robert  Smellie,  Tetonia,  Dean  Huntsmas, 
Idaho  Falls,  and  John  Parkinson,  Rexburg. 

The  following  physicians  have  been  elected  to 
membership  in  their  component  medical  societies; 

Ada  County  Medical  Society:  James  T.  Scanlan; 
Thomas  D.  Turner;  Dean  T.  Watkins  and  James  N. 
Wheeler,  all  of  Boise. 

North  Idaho  District  Medical  Society:  Robert  E. 
Rocheleau,  Moscow. 


Scientific  Programs  Presented 

A scientific  program,  arranged  by  Past-President 
Robert  S.  McKean,  Boise,  Chairman  of  the  Ada  Coun- 
ty Continuing  Medical  Education  Committee  fea- 
tured the  University  of  Oregon  Medical  School  Fac- 
ulty Circuit  Riders,  at  the  Rodeway  Inn,  Boise,  Thurs- 
day, February  4.  Topic  w’as  “Disorders  of  the  Colon, 
Diagnosis  and  Treatment.” 

Preceding  the  final  session  of  the  House  of  Dele- 
gates, Saturday,  February  6,  the  Ada  County  Medical 
Society  offered  another  scientific  session  with  Rodney 
H.  Herr,  Lyle  L.  Stones  and  Donald  K.  Stott,  Boise, 
presenting  a panel  discussion  on,  “Experience  w’ith 
Vein  Bv-Pass  Graft,  Mvocardial  Revascularization.” 


Congratulations  Offered 

Our  congratulations  to  John  M.  McKain,  Twin 
Falls,  on  his  election  to  membership  in  the  Western 
Surgical  Association.  Other  Idaho  members  include 
F.  B.  Jeppesen,  Robert  S.  Smith  and  Glenn  E.  Talboy, 
Boise.  Dr.  McKain  has  also  been  elected  a Fellow  in 
the  American  Association  for  the  Surgery  of  Trauma 
and  will  be  inducted  into  the  organization  in  New 
York  City  in  October,  1971. 


MAINTAINING  BALANCE 

One  of  the  best  illustrations  of  the  liberal’s  pa.ssion  for  maintaining  the  status  quo  is 
his  attitude  toward  growth  in  population.  Periodically  throughout  history  he  rediscovers 
a simple  principle  the  conservative  has  known  all  along.  That  principle  is  that  if  the  state 
of  the  arts,  that  is  to  say,  the  quality  or  condition  of  the  tools  of  production,  remains 
constant  and  the  people  continue  to  reproduce  at  an  expanding  rate,  the  quantity  of 
goods  per  person  will  decline.  The  writings  of  present-day  sociologists  on  this  s-ubject 
teiul  to  indicate  that  the  principle  itself  has  just  been  discovered.  The  truth  is  that  it  has 
been  known  for  ages,  having  had  as  its  most  famous  exponent  a man  named  Thomas 
Malthus  who  was  writing  his  pessimistic  pronouncements  more  than  a hundred  years  ago. 
The  liberal’s  remedy  for  this  malady  is  to  search  for  some  way  to  limit  human  reproduc- 
tion. The  conservative  is  more  likely  to  look  upon  it  as  a challenge  to  invent  new  mach- 
ines, make  new  discoveries,  and  learn  ways  of  producing  more  goods  with  less  labor. 


Bertal  M.  Sparks,  Durham,  North 
Carolina,  in  the  Freeman,  September  1970 
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CONTINUIN 


Compiled 

by  Washington/Alaska 

Regional  Medical  Prot 

SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

PRECEPTORSHIPS: 
HEART  DISEASE, 
CANCER,  STROKE 
AND  OTHER  FIELDS 

Practicing  physicians 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington 
School  of  Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma 
and  Yakima 

Physicians 

UROLOGY 
FOR  THE 
NON-UROLOGIST 

Clarence  Hodges,  M.D., 
Portland, Oregon 

Thurston-Mason  County 
■Medical  Society 

Evergreen  Inn,  Olympia 

Physicians 

CHRONIC 

RENAL 

DISEASE 

Richard  F.  Drake,  M.D. 
Theodore  H.  Lehman,  M.D. 
George  A.  Porter,  M.D. 
Charles  L.  Martinson,  M.D. 

UOMS  Circuit  Course  Program 
(supported  by  Oregon  Regional 
Medical  Program) 

March  24  : 

Good  Samaritan  Hospital 
Corvallis,  Oregon 

Physicians  and  nurses 
OAGP  Credit 
4-'/5  hours 

THE  ANEMIAS: 
DIAGNOSIS  BEFORE 
TREATMENT 

Robert  D.  Koler,  M.D. 
UOMS  Faculty  Members 

University  of  Oregon 
Medical  School  Circuit 
Course  Program  sponsored  and 
funded  also  by  Oregon  Regional 
Medical  Program 

April  6,  1971 
Holy  Rosary  Hospital 
Ontario,  Oregon 
April  7,  1971 
St.  Joseph  Hospital 
LaGrande,  Oregon 
April  8,  1971 
St.  Anthony  Hospital 
Pendleton,  Oregon 

Physicians 
AAGP  Credit: 
4 Vi  hours 

CURRENT 
CONCEPTS 
IN  NUTRITION 

Betty  Lucas, 
Barbara  Whaley, 
Co-Chairmen 

Division  of  Continuing  Medical 
Education,  University  of 
Washington  School  of  Medicine 

Seattle: 

Health  Sciences 
Auditorium,  University 
of  Washington 
Spokane: 

Sherwood  Hall, 

South  422  Wall  Street 

Dietitians,  physicians 

MODERN 
CARE  OF 
DIABETES 

To  be 
announced 

Salem  Hospital,  Memorial  Unit 
(supported  by  the  Oregon 
Regional  Medical  Program) 

Salem,  Oregon 
Salem  Hospital, 

Memorial  Unit  auditorium 

MD.’s  and  D.O.’s 

RECENT 
ADVANCES  IN 
THE  TREATMENT 
OF  CORONARY 
ARTERY  DISEASE 

Frank  E.  Kloster,  M.D. 

E.  Louise  Kremkau,  M.D. 
Robert  P.  Hodam,  M.D. 
Charles  J.  Zerzan,  Jr.  M.D. 

University  of  Oregon  Medical 
School  Circuit  Course  Program 
supported  by  a grant  from 
the  Oregon  Regional  Medical 
Program 

April  13,  1971 
Magic  Valley  Memorial 
Hospital 

Twin  Falls,  Idaho 
April  14,  1971 
Rodeway  Inn 
Boise,  Idaho 

Physicians 
AAGP  Credit: 
4Vi  hours 

LESIONS  OF 
THE  HEAD 
AND  NECK 

Clifford  V.  Allen,  .M.D. 
Harvey  W.  Baker,  M.D. 
Edwin  C.  Everts,  M.D. 
Norman  H.  Rickies,  D.D.S. 
Benjamin  V.  Siegel,  Ph.D. 
Charles  J.  Zerzan,  Jr.,  M.D. 

University  of  Oregon  Medical 
School  Circuit  Course  Program 
supported  by  a grant  from  the 
Oregon  Regional  Medical  Program 

Sacred  Heart 
General  Hospital 
Eugene,  Oregon 

Physicians  and  Dentis 
AAGP  Credit: 

4 Vi  hours 

CHRONIC 

RENAL 

DISEASE 

Richard  F.  Drake,  M.D. 
Theodore  H.  Lehman,  M.D. 
George  A.  Porter,  M.D. 
Charles  J.  Zerzan,  Jr.,  M.D. 

University  of  Oregon  Medical 
School  Circuit  Course  Program 
supported  by  a grant  from  the 
Oregon  Regional  Medical  Program 

April  28,  1971 
Providence  Hospital 
Medford,  Oregon 
April  29,  1971 
Presbyterian  Inter- 
community Hospital 
Klamath  Falls,  Oregon 

Physicians 
AAGP  Credit: 
4 Vi  hours 

WASHINGTON 
CIRCUIT  COURSE: 
THERAPY  IN 
PRACTICE 

Robert  D.  Conn,  M.D.; 

John  S.  Holcenberg,  M.D.; 
William  O.  Robertson,  M.D.; 
Robert  C.  Davidson,  M.D. 

Division  of  Continuing 
Medical  Education,  University 
of  Washington  School 
of  Medicine 

May  11: 

St.  Mary’s  Hospital, 
Walla,  Walla 
May  12: 

Physicians 

University  of  Washington 
Graduate  Center,  Tri-Cities 
May  13: 

St.  Elizabeth  Hospital 
Yakima 
May  14: 

Cascade  Natural  Gas 
Building,  Wenatchee 


SOCIO-ECONOMIC  Robert  W.  Day,  M.D., 

ASPECTS  OF  Chairman 

MEDICINE 


Division  of  Continuing 
Medical  Education,  University 
of  Washington  School  of  Medicine 


Room  150 

Child  Development  and 
Mental  Retardation  Center, 
University  of  Washington 


Physicians 
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:EDICAL  EDUCATION 

|on  Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 

ENROLLMENT  LIMIT  DURATION  DATE  AND  HOUR  FEE  INFORMATION,  REGISTRATION 


To  be 

individually 

arranged 

To  be 

individually 

arranged 

None 

Postgraduate  Preceptorships  Project 
Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building, 
Seattle  98105 

None 

One-half  day 

March  23 

Session:  1:00  p.m. -5:00  p.m. 

None 

Rodney  Brown,  M.D., 

St.  Peter  Hospital,  Olympia 

4->/2  hours 

March  24, 
1:30-6:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4^2  hours 

April  6,  1971 
1:30  - 6:00  p.m. 
April  7,  1971 
1:30  - 6:00  p.m. 
April  8,  1971 
1:30  - 6:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

None 

Four 

evenings 

Seattle:  April  7,  14,  21,  28 
Spokane:  April  8,  15,  22,  29 

7:30  p.m.  to  9:30  p.m. 

$10 

Preregistration  requested. 

Contact  the  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine, 
Seattle  98105 

2 hours 

April  19,  1971 
7:45  - 9:45  p.m. 

None 

Charles  S.  Campbell,  M.D.,  Director 
Coronary  Care  Training  Program 
Salem  Hospital  Memorial  Unit 
665  Winter  Street,  S.E. 

Salem,  Oregon  97301 

4>/2  hours 

April  13,  1971 
1:30  - 6:00  p.m. 
April  14,  1971 
1:30  - 6:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland.  Oregon  97201 

4>/2  hours 

April  20,  1971 
9:00  a.m.  -1:30  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

4Vi  hours 

April  28,  1971 
1:30-6:00  p.m. 
April  29,  1971 
1:30  - 6:00  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

None 

One-half 

day 

May  11,  12,  13,  14. 

All  sessions  1:30  p.m. 

$15 

Division  of  Continuing  Medical 
Education,  University  of  Washington 
School  of  Medicine, 

Seattle  98105 

100 

Two  days 

May  13,  14 
May  13 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5:00  p.m. 

$50 

Preregistration  requested. 

Contact  the  Division  of  Continuing 
Medical  Education,  University 
of  Washington  School  of  Medicine 

May  14 

Session:  9:00  a.m.-5:00  p.m. 


continued  on  next  two  pages 
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SUBJECT 


FACULTY 


SPONSOR 


LOCATION 


FOR 


MEDICAL 

GENETICS 

Arno  G.  Motulsky,  M.D. 
Chairman 

Division  of  Continuing  Medical 
Education,  University  of 
Washington  School  of  Medicine 

Room  150 

Child  Development  and 
Mental  Retardation  Center, 
University  of  Washington 

Physicians 

BEDSIDE  APPROACH 
TO  FLUID- 
ELECTROLYTE 
DISORDERS 

Richard  R.  Paton,  M.D. 

Division  of  Continuing 
Medical  Education,  V'irginia 
Mason  Medical  Center 

The  Mason  Clinic 

Physicians 

CORONARY 

CARE 

Stephen  R.  Yarnall,  M.D.; 
Werner  S.  Samson,  M.D., 
Directors 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington 
School  of  Medicine 

Samuels  Wing  Lounge, 
University  of  Washington 
Hospital 

Physicians 

NUCLEAR 

MEDICINE, 

PARTS  I,  II,  III 
AND  DISCUSSION 
SESSION 

Wil  B.  Nelp,  M.D.; 
Robert  J.  Griep,  M.D.; 
Thomas  J.  Rudd,  M.D. 

Produced  and  sponsored  by 
the  Washington/Alaska  Regional 
Medical  Program 

Channels: 

9,  Seattle; 

47,  Yakima; 

7,  Spokane; 

10,  Pullman; 

10,  Portland; 
Discussion  session  on 
Channels  9 and  47  only. 

Physicians 

AMPUTATIONS 

Produced  by  the  University 
of  California,  Los  Angeles; 
telecast  sponsored  by  the 
Washington/ Alaska  Regional 
Medical  Program 

Channels: 

9,  Seattle; 
47,  Yakima; 
7,  Spokane; 
10,  Pullman; 
10,  Portland 

Primarily 
for  nurses 

MEDICAL 

TELEVISION 

Washington/ Alaska 
Regional  Medical  Program 

Channels: 

9 Seattle 
7 Spokane 
47  Yakima 
10  Pullman 
10  Portland 

Primarily  for 
Physicians 
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ENROLLMENT  LIMIT 


DURATION 


DATE  AND  HOUR 


FEE 


INFORMATION,  REGISTRATION 


100 

Two  days 

May  20,  21 
May  20 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5:00  p.m. 
May  21 

Session:  9:00  a.m. -5:00  p.m. 

S60 

Preregistration  requested. 

Contact  the  Division  of  Continuing  Medical 
Education,  University  of  Washington 
School  of  Medicine, 

Seattle  98105 

20 

Two  and 
one-half 
days 

May  20-22 
May  20 

Registration:  8:30  a.m. 
Session:  9:00  a.m. -5:00  p.m. 
May  22 

Session:  9:00  a.m. -12  noon 

S35 

Preregistration  requested. 

Contract  the  Division  of  Continuing  Medical 
Education,  Virginia  Mason  Medical  Center, 
1111  Terry  Avenue,  Seattle  98101 

21 

Five  days 

May  24-28 

$75 

Preregistration  requested. 

Contact  Stephen  R.  Yarnall.  M.D., 
Washington/Alaska  Regional  Medical 
Program,  AA  510  University  Hospital, 
University  of  Washington, 

Seattle  98105 

25  minuies; 

discussion 

session. 

50  minutes 

March  30:  Part  I 
April  6:  Part  II 
April  13:  Part  III 

April  20:  Live  discussion  session  at 
7:35  a.m.  to  8:30  a.m.  Call 
questions  collect  to 
(206)  543-2000. 

Programs  are  broadcast  at  7:35  a.m. 
and  again  at  8:05  a.m.  and  at 
10:30  or  1 1:00  p.m.  (Check  local 
listing.)  The  discussion  session  is 
taped  and  retelecast  at  close  of 
broadcast  day. 

25  minutes 

April  27 

Programs  are  broadcast  at  7:35  a.m. 
and  again  at  8:05  a.m.  and  at 
10:30  p.m.  or  1 1:00  p.m.  (Check 
local  listing.) 

25  minutes  Every  Tuesday  at  7:35  a.m.; 

repeat  programs  at  8:05  a.m. 
and  at  10:30  p.m.  or  ll:O0  p.m. 
(check  local  listing) 
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BELAP 
is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 
Each  tablet  contains: 
Phenobarbital 

(W»fmrig:  May  be  hab  t forming) 


No.  0 No.  1 No.  2 
8 mg.  15  mg.  30mg. 

A; ' 


Belladonna  Extract  8 mg.  8 mg.  'Smg. 
Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 


Belap  Elixir 

Each  teaspwnful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  habit  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Aarn  ng  .May  be  hat).t  forrr.rg) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med’  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  10(X)  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obetniction  as  in  proetatic  hypertrophy. 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


k 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


CCMMOM 


A 

BUILDING  BLOCK 
TO  RECOVERY 


i therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  rablet  q.i.d. 


TnrlMin  100.000  M.F.  Units.  Cli»molfypsni:  8.000  N.F.  Units: 
«|u..al»nt  in  tr)rptic  Ktivity  to40  mg.  of  N F.  trypsin 

I Reduces  swelling 
I Hastens  healing 
Speeds  recovery 


CDn&  falalef  c|.i.cl. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflamnnation  and  edema,  good  results  have 
been  obtained  in: 

a Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitivity  to  trypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19144 

*/70  0.009A  t6l 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  mW  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
ore  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.’ 


Contraindications:  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usuol  precautions  for  topical 
ond  systemic  sulfonomides  should  be  observed  because  of  the  pos- 
sibility of  obsorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  monifestotions  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  opplicotorful  or  one  suppository  introvogi- 
nolly  once  or  twice  doily. 

applied:  Cream  — Four-ounce  tube  with  or  without  opplicotor. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV-104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 
PHILADELPHIA.  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone;  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 
Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 
North  Highlands,  California  95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92191 
Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 
South  San  Francisco,  California  84080 
Telephone;  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 
Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 

DENVER  • 3865  South  Jason  Street 
^ Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  jersey  07102 
Telephone:  (201)  382-8350 


...the  “now”  supplier! 


When  you  need  that  specific  something — NOW — 
call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 


OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone;  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 

SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone  (713)  344-8303 


SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER  COMPAIMY 


A Bergen  Brunswig  Company 


V 


Medical  and  Scientific  Supplies 


J 


OBITUARIES 


DR.  WILLIAM  G.  MOORE,  35,  CoBUT  d’Alene,  died 
October  4,  1970  from  a gunshot  wound  sujfered  in 
a hunting  accident. 

Dr.  Moore  was  born  December  8,  1934  in  Denver, 
Colorado,  and  was  graduated  from  Pocatello  High 
School,  Pocatello,  in  1953.  He  received  his  Bachelor 
of  Science  degree  from  Idaho  State  University, 
Pocatello,  in  1957,  and  his  M.D.  degree  from  North- 
western University  Medical  School,  Chicago,  in  June 
1961. 

He  completed  his  internship  at  Cook  County 
Hospital,  Chicago,  in  1962;  a residency  in  general 
surgery  at  Wesley  Memorial  Hospital,  Chicago,  in 
1963,  and  a residency  in  orthopedic  surgery  at  North- 
western University  Medical  School-Cook  County 
Hospital  in  1967. 

On  July  10,  1967,  Dr.  Moore  received  License 
No.  M-2777  to  practice  medicine  and  surgery  in 
Idaho,  and  entered  practice  as  an  orthopedic  surgeon 
in  Coeur  d’Alene. 

He  was  a member  of  the  Kootenai-Benewah 
District  Medical  Society  and  of  the  Idaho  Medical 
Association. 


DR.  GEORGE  s.  METCALF,  Lewiston,  76,  died  Septem- 
ber 28,  1970. 

Born  October  15,  1893,  in  Janesville,  Wisconsin, 
he  received  his  early  education  there. 

He  received  his  Bachelor  of  Science  degree  and 
his  M.D.  degree  from  the  University  of  Illinois, 
Chicago,  in  1920.  After  internship  at  Milwaukee 
Hospital,  Milwaukee,  Wisconsin,  he  practiced  at 
Janesville,  Wisconsin  until  1963. 

On  July  14,  1964,  Dr.  Metcalf  received  License 
No.  M-2661  to  practice  medicine  and  surgery  in 
Idaho. 

Dr.  Metcalf  was  a member  of  the  North  Idaho 
District  Medical  Society,  the  Idaho  Medical  Associ- 
ation and  the  American  Medical  Association.  He 
was  elected  to  Life  Membership  in  the  Idaho 
Medical  Association  in  1968.  In  1970  he  was  award- 
ed a ‘50  Year  Club’  certificate  by  the  Idaho  Medical 
Association  in  appreciation  for  fifty  years  of  dedi- 
cated humanitarian  service  in  the  practice  of  medi- 
cine and  surgery. 
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CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  he  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  Journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.— Is  los 

ing  his  associate.  Have  fully  equipped  large  office  space  avail- 
able in  this  seacoast  fishing  and  tourist  area.  Separate  waiting 
rooms,  share  x-ray.  Minor  surgery,  no  OB  unless  desired.  Ex- 
cellent 25-bed  hospital  2 miles  away.  Above  average  income. 
Rent  or  association  considered.  Have  workable  plan  for  be- 
ginning physician.  A delightful  place  to  live.  Call  collect  or 
write,  J.L.  Campiche,  M.D.,  12th  & Pacific,  Long  Beach,  Wa., 
98631.  Phone,  office  (206)  642-2700,  home  642-2701. 


GENERAL  PRACTITIONER  WANTED  — Beautiful  Olym 
pic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone,  374-6271. 


OBSTETRICIAN-GYNECOLOGIST  — Board  certified  or 
eligible;  100  man  clinic  of  specialists  associated  with  250-bed 
hospital.  Ten  man  department.  Starting  salary  is  $30,000  with 
increments  and  many  fringe  benefits.  Harold  R.  Cohen,  M.D., 
Chief,  Department  of  OB-Gyn.  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GP-INTERNIST  — Wanted  for  growing  Wisconsin  commun- 
ity. Outstanding  opportunity,  patient  service  area  exceeds 
10,000.  Desirable  locations  for  family  living  — good  schools 
— doorway  to  Horicon  Recreational  area.  Contact  Executive 
Secretary,  Mayville  Chamber  of  Commerce,  Box  86,  Mayville, 
Wise.  53050. 


SUPERINTENDENT  & ONE  STAFF  PHYSICIAN  —Needed 
for  Galen  State  Hospital  in  western  Montana  — 240  bed  mod- 
ern facility  — about  one-half  of  patient  load  are  patients  with 
various  chest  diseases  — other  half  of  patient  load  are  geriatric 
cases.  Appropriation  request  to  up-coming  Legislature  to  im- 
plement program  of  rehabilitation  for  certain  selected  cases  on 
neuromuscular  programs.  Good  housing,  good  hunting,  fishing 
in  the  mountain  west.  Fringe  benefits  include  vacation  with 
pay,  retirement  plan  and  Social  Security.  Salary  for  super- 
intendent $25,000  plus  maintenance  and  housing.  Salary  for 
staff  physician  $18,000  to  $22,000  depending  on  qualifications. 
Contact  K.A.  Tyler,  M.D.,  Acting  Superintendent  — Galen 
State  Hospital,  RFD  No.  1,  Deer  Lodge,  Montana  59722. 
Phone  (406)  693-2281. 


ACTIVE  GENERAL  PRACTICE  AVAILABLE  — July 
1971.  College  community  with  excellent  schools,  ample  free 
time.  An  investment.  Write  Box  21-B,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.  98121. 


SITUATIONS  WANTED 


PHYSICIAN’S  ASSISTANT  — Navy  Hospital  Corp  veteran 
and  graduate  of  Cleveland  Clinic  Physician's  Assistant  Train- 
ing Program  wishes  employment  with  overworked  physician 
in  office  or  clinic.  For  further  information  write,  Michael  L. 
Remington,  5623  Erlands  Point  Road,  Bremerton,  Wa.  98310. 


FAMILY  PRACTITIONER  — McGill  graduate,  with  two- 
year  residency  in  family  practice,  wishes  to  join  two  to  four 
man  general  practice  group,  on  Northwest  coast.  Prefer  mod- 
ern hospital  facilities,  semi-rural  area.  Willing  to  do  locum  to 
start.  Available  October  1971.  Write  Box  23-B,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


BOARD  ELIGIBLE  GENERAL  SURGEON  — Graduate  of 
Loma  Linda  University.  Chest  surgery  experience.  Interested 
in  group  or  solo  practice  in  N.W.  Will  complete  military  ob- 
ligations in  Dec.  1971.  Write  Box  22-B,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.,  98121. 


OFFICE  SPACE 


OFFICE  FOR  RENT  — Attractive  Medical-Dental  Building 
located  in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physicians 
in  growing  community.  Share  waiting  room  with  well-estab- 
lished GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician,  GP  or  internist.  Population  close  to  30,000.  Good 
skiing,  hunting,  fishing  and  other  outdoor  recreation.  Contact 
Paul  H.  Lyon,  M.D.,  101  N.E.  11th,  East  Wenatchee,  Wa. 
98801. 


FULLY  EQUIPPED  OFFICE  —(Building  vintage  1970) 
hospital  adjacent,  vintage  1969,  records,  goodwill,  and  office 
equipment  will  go  with  assumption  of  office  lease.  Phone 
(206)  426-4613. 


PRIME  SITE  FOR  PROPOSED  CLINIC— Near  Tacoma 
General  Hospital.  Situated  for  covered  parking.  Apartment 
district,  Sound  view.  For  further  information  contact  Mrs. 
Shirley  McCracken,  3502  No.  30th,  Tacoma,  \Va.,  98407, 
phone  SK  9-6248. 


CHOICE  SPACE  AND  OPPORTUNITY  — This  ground 
level  office  space  is  across  the  street  from  a 200-bed  hospital 
in  a medical  clinic.  E.  Ill  Central,  Spokane,  Wa.  99207, 
Phone  HU  7-2827. 


KIRKLAND  CLINIC  FOR  SALE  — Ample  room  for  two 
physicians.  Excellent  location.  $50,000,  terms.  Call  Betty 
Charouhas,  Ward  Realty,  822-1293  or  822-2554. 


SAN  JUAN  VACATION 


NORTHWEST  SAILING  VACATION  — Six  days  aboard  60' 
Garden  Ocean  Sailing  Ketch  through  the  172  Evergreen  San 
Juan  Islands  with  skipper.  Learn  to  sail,  gather  clams  and 
oysters,  rest  and  relax.  Diesel  motor,  radio  telephone,  refriger- 
ation and  hot  shower.  Come  alone  or  with  party.  Not  over 
six  guests  - a party  of  four  may  have  exclusive.  Write  for  pic- 
ture brochure.  Chris  Wilkins,  Christmas  Island,  Orcas,  Wa. 
98280 


EQUIPMENT 


SUPERFICIAL  X-RAY  THERAPY  MACHINE— GE  Maxi 
mar  100,  30  to  100  KVP,  railmounted,  complete  control  unit 
and  all  attachments  except  table.  Six  years  old  with  extremely 
light  usage.  Write  Box  113,  Spokane,  Wa.  99210  or  call  (509) 
838-4171. 
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The  pain 
of  arthritis 


reiieved  with 

MEASURiN  q.8h.  dosage 

Double-strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write; 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


MEASURIN 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 
For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte  mm 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain,’’^  yet  unlikely  to  cause  the  gastric  irritation^’^  or  in- 
creased bleeding  time"'  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders’" 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


( McNEIL ) 


Contraindications;  Sensitivity  to  either  component.  Warnings;  Usage 
in  Pregnancy— Use  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions;  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions; 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchyraoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage;  Two  tab- 
lets q.i.d.  Supplied;  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  2i:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Britten, 
A.  F.  H.:  New  Engl.  J.  Med.  252:1270,  1970  (Corresp.).  5.  Kestler,  O.  C.,  and 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster,  S.,  et  al.:  Amer.  J. 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories,  Inc.  8.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

♦ U.S.  PATENT  NO.  2,895,877 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — ^June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  28-Dec.  1,  1971, 
New  Orleans. 

Oregon  Medical  Association — Annual 
Meeting.  September  22-26,  1971,  Hilton 
Hotel,  Portland. 

Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle. 

Idaho  Medical  Association — Annual 
Meeting.  June  30 — ^July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres.,  Kenneth  R.  Wilske,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 

Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Biennial  W'estern  Conference  on  Anes- 
thesiology, May  2-7,  1971,  Princess 
Kaiulani  Hotel,  Honolulu,  Hawaii; 
Information;  Eldon  E.  Smith,  M.D., 
2270  Kalakaua  Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson,  Ariz. 
Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 


OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  May  5-7,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 
Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 
Oregon  Pathologists  A.ssociation — (P'eb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 


Northwest  Physical  Medicine  and  Re- 
habilitation - Annua)  Meeting,  April 
23-24,  1971,  Salishan  Lodge,  Oregon 
Pres.,  Justus  F.  Lehmann 
Sec.,  Donald  R.  Silverman,  Seattle 

Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October-April.  University  Club,  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock,  Portland 

Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  E.  M.  deCastro,  Portland 
Sec.,  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept.,  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman’s  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson,  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd,  Friday. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres.,  Donald  Kelly,  Portland 
Sec.,  Edward  Hendricks,  Beaverton, 

Ore. 

Portland  Academy  of  Psychiatry — 1th 
Tues.  (Jan.-May,  Sept.-Nov.). 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society— -4th  Tues. 
(Sept.-May).  Annual  Meeting — May 
13-14,  1971,  Thunderhird  Motor  Inn, 
Portland,  Oregon. 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 
King  County  Academy  General  Practice  - 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 
Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 
Puget  Sound  Academy  of  Ophthalmology 
- 3rd  Tues.  (Oct.  - Apr.) 

Pres.,  Robert  F.  Kaiser,  Bellingham 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin,  Seattle 
Sec.,  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.,  Ralph  R.  Luce,  Seattle 
Sec.,  H.  Lee  Kilburn,  Kirkland 
Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May). 

Pres.,  Dean  Parker,  Seattle 
Sec.,  Karl  J.  May,  Seattle 
Spokane  Surgical  Society — Quarterly. 
Annual  Meeting — Spokane,  April  3rd, 
1971,  Davenport  Hotel. 

Pres.,  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane- 
Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Cluh  — 3rd  Tues. 
(Sept.  - May).  Annual  Clinical  Meet- 
ing - May  1,  1971. 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Academy  of  General  Prac- 
tice— Annual  Meeting,  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr.,  Snohomish 
Sec.,  Paul  M.  Tueffers,  Seattle 
Washington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 
Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.,  Edward  C.  Smith,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 
Washington  State  Society  of  Anesthe- 
siologists - Quarterly  Meetings,  Lo- 
cation Varies,  Mar.,  June,  Sept.,  & 
Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  - Last  Thurs. 
(Sept.  - May).  Annual  Meeting,  May  21, 
1971. 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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An  excerpt 
from  No.  i 
ofa  new  series 


‘The  Ecology 
of  Birth  Control” 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  wri te  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


I An  original  contribution 
to  the  science  of  contraception 

Pem/ulen 

I Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 

I its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects... with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  leading  to  this  conclusion,  and 
one"  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates" in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen, 
if  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  aval  I able  evidence  IS  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g.,  retina  I thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13.-267-279  (May)  1967. 
2.  Inman.  W,  H W.,  and  Vessey,  M.  P:  Investigation  of  Deaths  from  Pulmonary. 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M.  R,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2.651-657  (June  14)  1969.  4. 
Sartwell,  P E.;  Masi,  A.  T;  Arthes,  F,  G.;  Greene,  G,  R.,  and  Smith,  H.  E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer.  J,  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\&.llVlin*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 

or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ata.xia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  an.xiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Before  pre.scribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated : Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 
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• Radioisotopes  and  Nuclear  Radiations 

John  Lawrence  talks  about  the  pioneers  and 
their  work,  then  the  developments  to  come 

• Aspirin  — What's  New? 

It  has  a half  life  of  fifteen  minutes  and 
reverses  its  action  on  uric  acid  excretion 
if  dose  is  increased 
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• Screening  Females  for  Asymptomatic  Gonorrhea page  255 

A surprising  number  of  unsuspected  cases  can  be 
picked  up  by  routine  culture 


• Oregon  Program  of  Screening  for  inborn  Errors  of 

Metabolism page  268 

Some  infants  suffer  brain  damage  before  they 
are  two  weeks  old,  if  phenylketonuria  is 
missed 
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Efudex^ 

(fluorouracil) 

cream/solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completel 
Residual  mild  erythema  remains  in  somi 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  oi  recurrences. 
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\n  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
epical  alternative  to  cryosurgery,  electrodesiccation 
|\nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
peratoses.  It  is  effective,  comparatively  inexpensive  and 
j-specially  well  suited  for  treatment  of  these  multiple 
esions.  Important,  too,  is  the  highly  desirable  cosmetic 
I esult.  Clinical  experience  demonstrates  that  treatment 
[vith  Efudex  results  in  an  extremely  low  incidence  of 
I earring.  * 

4ighly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
ind  strength  used,  complete  involution  occurred  in 
'7  to  88  per  cent  of  lesions  following  treatment.  The 
■ate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
rent  up  to  a year  after  completion  of  therapy.  When 
lew  lesions  appeared,  repeated  courses  of  Efudex 
herapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
)f  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
nent,  erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 

The  height  of  the  inflammatory  reaction  generally  occurs 
wo  weeks  after  the  start  of  therapy,  and  then  begins 
:o  subside  as  treatment  is  stopped.  Within  two  weeks  of 
iiscontinuing  medication,  the  inflammation  is  usually 
?one.  A mild  erythema  may  remain  for  two  or  three 
nonths  before  gradually  receding.  Since  this  response 
s so  predictable,  lesions  which  do  not  respond 
jshould  be  biopsied. 

Two  strengths— two 
'dosage  forms 

! Efudex  is  available  as  a 2%  or  5%  solution  or 

IIS  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
iplete  prescribing  information  for  precautions,  warnings 

rData  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions : Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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Safety  isn’t 
everything  in  an 
antibiotic. 


Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 

There  is  no  guarantee  of  safety — even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a serious  reaction  with  Erythrocin?  103305 


ERYTHROCIN' 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need- 
the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


k 


Erythrocin® 

(ERYTHROMYCIN,  ABBOH) 


Brief  Summary 

Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL:  In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily ; more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg./lb./day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg./lb./day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  103305 


CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Knowledge-Prevention-T  reatment 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Pharmacists  and  their  allied  professionals 
have  been  coneerned  about  the  rise  in  venereal 
disease,  particularly  among  the  youth. 

The  Washington  State  Pharmaeeutical  Asso- 
ciation has  embarked  on  a campaign  to  stimu- 
late public  awareness  of  this  disease  of  epi- 
demic proportions,  as  well  as  an  in-pharmacy 
educational  program  on  the  use  of  prophylae- 
ties  as  the  key  to  prevention. 

V.D.  control  must  be  viewed  as  a KNOW- 
LEDGE-PREVENTION-TREATMENT  cam- 
paign, involving  the  public,  educators  and 
health  professionals. 

The  arithmetic  of  the  V.D.  epidemic  is 
frightening.  Over  2.5  million  cases  in  the 
United  States  last  year,  and  over  3 3,000  cases 
of  gonorrhea  diagnosed  in  our  own  State  of 
Washington. 

Pharmacists  across  the  State  urge  all  inter- 
ested persons  to  contact  their  local  pharmacies 
for  edueational  materials. 

Sincerely, 

REED  BEMENT 
Executive  Direetor 
Washington  State 
Pharmaceutical  Association 

What  Legislators  Should  Know 
About  Chiropractic 

Tacoma,  Washington 
Editor,  NORTHWEST  MEDICINE: 

I would  like  to  have  you  publish  this,  or  a 
similar  note,  in  NORTHWEST  MEDICINE. 


I think  that  all  of  us  should  cut  out  and 
mail  to  our  respective  Senator  and  Represen- 
tives  at  Olympia  the  excellent  short  article, 
entitled  “What  the  Health  Care  Consumer 
Should  Know  About  Chiropractic”  appearing 
in  the  February  22,  1971  issue  of  xht  Journal 
of  the  American  Medical  Association,  page 
1307. 

I think  this  would  give  our  legislators  a 
thumbnail  sketch  of  chiropractic  so  that  they 
may  formulate  their  own  opinions  regarding 
coming  bills  at  Olympia,  many  of  which  are 
perennial,  regarding  the  practice  of  chiroprac- 
tic. This  is  especially  important  as  this  repre- 
sents a summary  of  unbiased  opinions  and 
even  Supreme  Court  opinions  regarding  this, 
and  I think  that  any  legislator  who  would  take 
the  time  to  read  this  briefly  would  realize  that 
none  of  the  bills  that  are  now  being  promul- 
gated by  the  chiropractors  are  in  the  best  in- 
terests of  the  health  care  consumer. 

I think  if  we  would  all  remove  these  sheets 
and  make  copies  of  them  and  send  them  to 
each  of  our  Senators  and  Representatives  with 
a brief  note,  or  by  merely  signing  them,  it 
would  be  a much  better  way  of  explaining  our 
position  and  defeating  these  cultist  capers.  I 
realize,  of  eourse,  that  we  do  have  people  as 
lobbyists,  but  obviously  they  cannot  reach 
everybody  and  would  naturally  be  considered 
too  biased. 

This  is  a simple  thing  for  all  of  us  to  do,  and 
I feel  would  have  greater  influence  when  it  is 
needed  most. 

Sincerely  yours, 

RODGER  S.  DILLE,  M.D. 


Marcus  Welby  is  a Fraud 

Medford,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

There  are  some  of  us  who  oceasionally  have 
time  to  watch  television.  Among  the  many 
medieal  programs  that  are  apparently  the  fad 
at  present  we  find  a very  loveable  general 
practitioner  somewhere  in  the  suburbs  of  Los 
Angeles  known  as  Marcus  Welby,  M.D.  He  is 


correspondence  continued  on  page  242 
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NOTES 


Michig;an  physic ians  read  medical  noiirnals  tiiree  hours 
per  week,  on  average.  One-fifth --read  one  or  fewer  hours  per 
week,  two-fifths  read  two  or  three  hours  and  just  under  two- 
fifths  read  four  or  more  hours.  Osteopaths  and  general  pract- 
itioners read  less  than  other  groups.  Internists  read  more 
hours  per  week  than  other  physicians  and  are  second  only  to 
pediatricians  in  number  of  subscriptions  to  medical  journals. 
Nearly  half  of  the  pediatricians  receive  at  least  five  jour- 
nals but  do  not  spend  more  time  reading  them.  Most  physicians 
read  selectively,  a third  scan  or  skim,  and  only  six  percent 
confine  reading  to  abstracts  and  summaries.  Practically  no 
physicians  read  cover  to  cover.  The  majority  report  that  the 
medical  journal  is  the  best  source  of  medical  information. 

The  report,  in  the  January  issue,  is  one  of  a series  on 
continuing  medical  education  being  published  in  Michigan 
Medicine . 

Phosphates  have  been  suggested  to  prevent  dental  caries. 
Recent  clinical  work,  reported  by  Nutrition  News , a publi- 
cation of  the  National  Dairy  Council,  indicates  heavy  feed- 
ing of  phosphates  can  prevent  dental  caries.  Numerous  animal 
studies  have  been  reported,  all  indicating  that  most  phos- 
phates are  active.  Sodium  trimetaphosphate  was  most  active 
in  animals  but  was  not  tried  on  children.  Phosphate  and 
fluoride  are  compatible. 

Small  crimes  add  up  to  big  total.  Reports  from  members 
of  National  Federation  of  Independent  Business  indicate  total 
from  shoplif iting,  burglary,  aind  vandalism  is  probably  about 
S2  billion.  Profit  realized  by  small  firms  is  about  two  per- 
cent. This  means  every  loss  of  SlOO  represents  the  profit  on 
$5»000  worth  of  business. 

Knowledge  by  wire  is  available  to  VA  hospital  staff 
members  through  transmission  of  taped  material  on  the  Federal 
Telecommunications  Network.  Lectures  run  five  to  six  minutes 
and  are  prepared  under  direction  of  the  Wisconsin  RMP. 

(I  wonder  how  long  it  would  take  to  read  the  printed  version 
of  a five  minute  lecture.) 

The  New  Mexico  Medical  Society  is  recommending  legis- 
lation to  require  relicense  every  five  years,  based  on  par- 
ticipation in  continuing  education  programs,  and  reappoint- 
ment to  hospital  staff  privileges  annually  on  similar  basis. 
The  Society  also  requests  the  University  of  New  Mexico  School 
of  Medicine  to  expand  circuit  programs,  provide  increased 
opportunity  for  practicing  physicians  to  spend  time  at  the 
Medical  School  and  hospitals,  and  to  keep  physicians  informed 
about  time  and  place  of  grand  rounds. 

Did  you  hear  about  the  fellow  who  bought  a pants  suit 
for  his  wife  and  took  it  home  so  he  could  watch  her  beam 
with  delight? 


H.  L.  H 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potienls  hypersensitive  to 
this  drug;  in  emotionally  unstoble  potients  susceptible  to  drug  obuse. 

Worning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  charocteristlc  of  sympothomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  as  insomnio,  nervousness,  dizziness,  anxiety. 


ond  jltterlness.  In  contrast,  CNS  depression  has  been  reported.  In  a fev/  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  corcf/o- 
vosculor  effects  reported  include  ones  such  os  tachycardia,  precordia!  pain, 
arrhythmia,  polpitotion,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  ond  erythema.  Gostroinfestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  ond  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenic.  A variety  of  misceiloneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  heodoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysurio,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fob  tablets:  One  75  mg.  toblet 
daily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  T-107/4/71/u  s patent  no  3.001.910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Eoch  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  ar  visual  distur- 
bances occur.  Dosage:  One  toblet  upon  retiring.  Where  necessary, 
dasage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Racet  Cream  is 
KKhchiorhydroxyquin 

3.0% 

and  hydrocortisone 

0.5% 

in  a base  of  stearicacid,  cetyl  a Icohol.petrolatum.polyoxyl  40  stearate,  sorbitol,  propylene  glycol,  methylparaben,  propylparaben,  heather  aroma  and  purified  water. 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  (It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  (It  reduces  discomfort  due 
to  itching.  Irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  It's  economical,  too. 


Brief  Summary: 

Contraindications:  Not  for  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions:  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prolonged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream:  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


(5)1970  LEMMON  70-19S 
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associated  with  a newly  graduated  physician, 
Dr.  Kiley,  who  has  long  hair  and  makes  house 
calls  on  a motorcycle.  This  unlikely  pair  are 
presently  at  the  top  of  the  Television  Neilson 
Ratings.  Thanks  to  cable  T.V.  we  in  the 
boonies  are  blessed  with  the  ability  to  get  Dr. 
Welby  and  partner  on  the  tube  a couple  of 
times  a week. 

We  in  medical  practice  can  be  colored  green 
for  envy,  when  we  see  a physician  still  so 
revered  by  his  patients.  This  is  understandable 
when  we  take  a little  closer  look  at  his  medical 
practice. 

Between  the  two  of  them,  they  seem  to  be 
able  to  spend  enormous  amounts  of  time  on  a 
particular  case  making  office  and  hospital  calls 
plus  many  casual  “drop  in  — I was  just  in  the 
neighborhood”  kinds  of  house  calls.  The  green 
of  envy  turns  to  the  purple  of  frustration 
when  we  look  at  our  own  schedule. 

Their  knowledge  of  the  wide  scope  of  many 
specialized  fields  is  uncanny.  Yet,  the  way 


that  they  zero  in  on  a complicated  neurosur- 
gical problem,  a rare  metabolic  syndrome,  or  a 
psychosomatic  socio-environmental  overlay  is 
carried  in  a manner  not  realistic  in  real  prac- 
tice, creating  a false  image  that  we  mortal 
physicians  cannot  match.  This  is  unfair  com- 
petition. 

Color  us  green  again,  when  we  find  them 
taking  the  day  off  to  play  1 8 holes  with  celeb- 
rities who,  by  chance,  give  them  clues  to  help 
solve  a particularly  knotty  problem.  It’s  amaz- 
ing how  they  can  “run  up  to  Monterey”  to 
talk  to  an  obscure  relative  to  check  out  the 
possibility  of  a familial  pattern. 

I suspect  that  Marcus  Welby  is  indepen- 
dently wealthy  and  works  just  for  the  fun  of 
it  or  he  is  being  backed  by  a commercial  con- 
cern back  East  who  have  something  to  gain 
by  the  weekly  adventures  of  a previously  ob- 
scure suburban  general  practitioner. 

Sincerely  yours, 

GEORGE  J.  SAKURAI,  M.D. 

Physician-Psychiatrist 


—The  lowest  priced  tetracycline— nystatin  combination  available— 


EDITORIAL 


Coded-Imprint  Drug 
Identification 


Over  the  years,  trying  to  identify  unknown 
medications— tablets,  capsules  and  especially 
“anonymous  white  pills”— has  provided  an 
enigma  to  physicians.  Hefferren  and  col- 
leagues, recognizing  that  simple  proposals  to 
label  all  containers  were  doomed  to  failure, 
contrived  an  elaborate  identification  system 
based  on  physical  features  of  the  unknown; 
the  system  consumed  an  entire  issue  of  JAMA 
in  1962.''  In  the  field,  unfortunately,  it  proved 
woefully  ineffective,  permitting  proper  identi- 
fication in  only  56  percent  of  a sample  of  un- 
knowns, and  only  30  percent  of  the  “plain 
white  pills.  ”2  At  that  time  we  joined  with 
others  urging  the  development  and  implemen- 
tation of  an  industry-wide  system  to  imprint 
coded  identification  information  on  all  solid 
medication  forms. 

In  1966,  Eli  Lilly  and  Company  adopted 
such  an  approach— their  Identi-Code  system 
involving  one  letter  and  two  digits.  By  1967 
its  effectiveness  had  been  documented— with  a 
greater  than  95  percent  accuracy  achievable  in 
less  than  15  seconds. ^ Once  again,  exploita- 
tion of  the  technique  was  urged. 

Four  years  have  now  transpired;  has  any- 
thing happened?  To  find  out  I simply  ex- 
amined the  25th  anniversary  issue  of  that  oft- 
condemned,  but  nonetheless  extremely  useful, 
annual  publication  so  well  known  to  all  prac- 
ticing physicians— The  Physician’s  Desk  Ref- 
erence. As  most  readers  will  recall,  a drug 
identification  section  was  added  in  the  early 
1960’s  to  provide  an  alphabetized,  manufac- 
turer-indexed sequence  of  color  plates  of  a 
selection  of  various  solid  form  medications. 
This  section  was  carefully  scrutinized;  par- 
ticipating manufacturers  were  classified; 

1.  Those  using  a coded  imprint  information 
system. 


2.  Those  not  using  a coded  information  sys- 
tem, but: 

a.  Always  using  a trademark  on  the 
products  illustrated, 

b.  Sometimes  using  a trademark  on  the 
products  illustrated, 

c.  Never  using  a trademark  on  any  of  the 
products  illustrated. 

Outcome:  The  current  issue  of  the  PDR 

contains  statements  from  250  different  manu- 
facturers about  some  2500  of  their  products— 
the  vast  majority  of  which  are  solid  form 
medications  as  opposed  to  liquids  or  food 
items.  Of  the  manufacturers,  however,  only  a 
minority  (72)  provided  color  plates  to  be  in- 
cluded in  the  drug  identification  section.  In 
all,  972  solid  medication  forms  were  illus- 
trated on  797  grids.  Of  the  72  manufacturers, 
1 3 had  illustrations  bearing  coded  imprint  in- 
formation; each  also  imprinted  its  individual 
trademark.  Seventeen  other  manufacturers’ 
product-illustrations  always  demonstrated 
their  manufacturers’  trademark  imprints;  36 
product  lines  indicated  a trademark  imprint  on 
one  or  more  but  not  all  of  the  product-illustra- 
tions; and  6 refrained  from  any  trademark 
imprint. 

Quite  apparently,  some  degree  of  progress 
has  been  achieved  in  evolving  a coded  imprint 
system.  Today,  13  manufacturers  do  what 
only  one  did  a scant  four  years  ago.  But  at 
least  59  don’t— confronting  the  physician  in 
need  of  identifying  a product  with  a continu- 
ing dilemma.  Moreover,  among  those  1 3 man- 
ufacturers utilizing  a coded  imprint  system, 
there  is  no  easily  recognized  uniformity  among 
their  codes.  The  basis  of  each  system  can 
easily  be  perceived  as  unique— thus  increasing 

continued  on  page  281 
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Not  too  little,  not  too  much... 
but  just  right! 

"Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size, 

Il^ne^Liquid  250 

Erythamycin  Estc^c 

(equivalent  to  250  mg.  ot  base  per  5-ml  teaspoonful) 

Additional  intormation  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Radioisotopes  and  Nuclear 

Radiations  in  Medicine 

JOHN  H.  LAWRENCE,  M.D.,  Berkeley,  California 


There  has  been  steady  progress  in  use  of  radioisotopes  since  they  were  intro- 
duced into  medicine  in  1935.  Early  achievements  were  use  of  radioactive  carbon 
to  study  carbohydrate  metabolism,  carbon  monoxide  exposure,  life  span  of  red 
blood  cells,  and  even  efficiency  of  aspirin  products.  Bone  marrow  was  studied, 
iron  metabolism  was  checked  and  causes  of  anemia  were  determined.  Heavy 
particles  were  found  to  be  useful  in  treating  acromegaly  and  Cushing’s  disease. 
Future  benefits  from  atomic  energy  will  multiply. 


In  1935,  when  the  first  cyclotron 
was  completed  and  artificially 
produced  radioisotopes  became 
available,  we  began  our  work  using 
them  in  biological  and  medical  in- 
vestigations. After  the  development 
of  nuclear  reactors,  larger  quantities 
and  varities  of  radioisotopes  became 
available,  providing  impetus  for  the 
rapid  growth  of  the  field  of  Nuclear 
Medicine. 

The  diverse  compounds  contain- 
ing radioisotopes  produced  by  a- 
tomic  reactors  and  cyclotrons  are 
now  furnished  widely  to  investiga- 
tors for  research,  diagnostic,  and 
therapeutic  purposes.  The  con- 
current development  of  and  im- 
provement in  methods  for  detecting, 
recording,  and  analyzing  the  fate 
of  an  administered  radioisotope  in 
the  body  has  resulted  in  a tremen- 
dous increase  in  the  clinical  utili- 
zation of  radioisotopes,  and  the  pre- 
diction made  in  the  early  days,  that 


radioisotopes  were  going  to  be  as 
important  as  the  microscope  to  the 
future  of  biology  and  medicine, 
has  certainly  come  true. 

radioactive  carbon 

The  most  important  use  of  radio- 
isotopes is  for  tracer  studies.  As  an 
example,  the  detection  of  radio- 
active carbon  dioxide  in  the  expired 
air  is  a method  long  used  to  study 
metabolism,  both  in  research  and 
in  clinical  diagnosis.  By  giving  the 
appropriate  radiocarbon-labeled 
compound  to  a subject  and  subse- 
quently collecting  the  expired  air 
by  means  of  a special  plastic  helmet 
and  monitoring  it  for  radioactivity 
with  a breath  analyzer,  one  can  ob- 
tain knowledge  of  the  administered 
compound’s  fate  in  the  body. 

Breath  analysis  was  first  used  in 
a wartime  study  in  1944,  when  we 
were  concerned  with  the  problem 


of  possible  carbon  monoxide  poison- 
ing resulting  from  the  difficulty  at 
that  time  of  keeping  the  carbon 
monoxide  levels  sufficiently  low  in 
airplane  cockpits  and  in  submarines. 
The  Air  Force  wanted  to  know 
whether  or  not  carbon  monoxide 
was  converted  to  carbon  dioxide  in 
the  body,  and  we  answered  the 
question  with  an  early  tracer  study 
using  carbon-11,  a short-lived  posi- 
tron-emitting isotope  (half-life  21 
minutes)  made  in  the  60-inch  cyclo- 
tron in  Berkeley.  We  breathed  the 
labeled  carbon  monoxide  mixed 
with  oxygen,  and  then  passed  the 
expired  air  through  a soda-lime  can- 
ister with  a Geiger  counter  screen- 
ing its  possible  radioactive  carbon 
dioxide  content.  In  this  study,  none 
of  us  who  breathed  the  radioactive 
carbon  monoxide  subsequently  ex- 
pired radioactive  carbon  dioxide, 
thus  indicating  that  during  the 
short  time  studied  there  was  no 
significant  conversion  of  carbon 
monoxide  to  carbon  dioxide  in  the 
human  body. 

Another  interesting  example  of 
a tracer  study  with  radioactive  car- 
bon and  breath  analysis  has  been 
done  in  recent  years  using  carbon- 
14,  the  long-lived  carbon  isotope. 
We  in  the  United  States  apparently 
have  our  share  of  headaches,  and 


Dr.  Lawrence  is  Professor  of  Medical  Physics  at  the  Donner  Laboratory  and 
Lawrence  Radiation  Laboratory  of  the  University  of  California  at  Berkeley. 

This  article  is  an  edited  version  of  a paper  delivered  at  the  15th  Annual  Meeting 
of  the  American  Nuclear  Society,  Seattle,  Washington,  June  17,  1969.  The  refer- 
ence list,  of  66  citations,  submitted  by  the  author  is  not  being  published  but  will 
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Construction  or  Being  Planned  for  Use  in  Nuclear  Medicine;  3.  Some  Medically 
Useful,  Short-lived  Gamma-Emitting  Isotopes;  4.  Some  Medically  Useful  Positron- 
Emitting  Isotopes  Produced  by  Cyclotrons. 
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Fig.  1.  Whole-body  radiation  in  rads  following  administra- 
tion of  10  microcuries  of  l^C -labeled  glycine  to  the  rat.  The 
dose  quickly  falls  below  the  level  of  background  radiation 
when  using  such  tracer  doses. 


one  company  makes  over  two  tons 
of  aspirin  daily.  There  was  some 
question  about  which  form  of  two 
different  aspirins  was  absorbed  more 
rapidly,  and  so  breath  analysis  was 
used  to  look  into  this.  After  giving 
carbon-14-labeled  forms  of  these 
rivo  types  of  aspirin  bv  mouth,  it 
was  found  that  the  initial  and  peak 
appearances  of  labeled  carbon  di- 
oxide in  the  exhaled  air  were  about 
the  same  for  both.  Now,  in  mv  fam- 
ily, we  buy  the  cheapest  form  of 
aspirin  available  at  the  drug  store. 

bone-marrow  metabolism 

In  a recent  investigation,  Landaw 
and  ^^’inchell  have  used  breath  an- 
alysis to  study  bone-marrow  meta- 
bolism by  measuring  the  labeled 
carbon  monoxide  excreted  in  the 
breath  after  administering  carbon- 
14-labeled  glycine.  The  labeled 
carbon  is  incorporated  in  red-cell 
hemoglobin  during  its  svnthesis 
(the  labeled  methvlene  carbon  atom 
of  the  glycine  is  the  specific  pre- 
cursor of  heme,  the  prosthetic  group 
of  hemoglobin)  and  is  quantitative- 
ly and  rapidly  excreted  as  labeled 
carbon  monoxide  when  the  red 
cells  are  subsequently  destroved  in 
the  body. 

Animal  studies  revealed  two 
peaks  for  the  appearance  of  labeled 
carbon  monoxide  in  the  expired  air; 
an  earlv  peak  (occuring  from  0 to  5 
days  after  injection  of  the  labeled 
glycine),  a portion  of  which  is  as- 
sociated with  red-cell  production 
and  is  probably  the  result  of  early 
destruction  of  a portion  of  the  red 
blood  cells  produced;  and  a late 
peak,  caused  by  the  destruction  of 
labeled,  circulating  blood  cells  re- 
sulting from  senescence.  The  time 
of  occurrence  of  the  late  peak  repre- 
sents the  mean  potential  red  blood 
cell  life  span,  and  this  peak  is 
skewed  toward  the  left  whenever 
there  is  a significant  amount  of  ran- 
dom hemolysis  (rbc  breakdown). 
This  is  a method  for  determining 
red-cell  life  span  in  vivo,  without 
taking  blood  samples.  This  method 
has  now  been  developed  so  that  by 
monitoring  for  radioactive  carbon 
monoxide  production  in  the  patient. 


ery  thropoietic  bone  marroyv  metab- 
olism can  be  measured  and  quanti- 
tated. 

A valuable  application  of  this 
method  is  for  the  study  of  hemolytic 
processes  in  astronauts.  The  chief 
physiological  changes  observed 
after  long  duration  space  flights  are 
loss  of  calcium  from  the  bones, 
probably  related  to  inactivitv,  and 
decrease  in  red  cell  mass.  Studies 
in  the  Gemini  series  have  suggested 
the  possible  loss  of  up  to  20  percent 
of  the  red-cell  mass,  presumably 
due  to  the  oxygen  atmosphere.  It 
is  knoyvn  to  cause  hemolysis  in 
animals.  If  such  hemolysis  occurs, 
one  yvould  expect  to  find  increasing 
concentration  of  CO  in  the  breath 
of  astronauts  during  flight.  Bv  using 
breath  analvsis,  data  yvill  be  tele- 
metered to  the  ground  for  a minute- 
to-minute  assessment  of  the  status 
of  hemolysis  in  the  orbiting  astro- 
nauts, and  miniaturization  of  equip- 
ment necessary  to  do  this  is  under 
development. 
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iron 

One  of  the  earliest  applications 
of  radioisotopes  in  medical  kinetic 
studies  yvas  the  use  of  cyclotron- 
produced  iron-59  to  study  iron  me- 
tabolism in  normal  and  pathologic 
states.  First  performed  in  1947, 
iron-59  studies  today  are  routine 
diagnostic  procedures  in  studying 
obscure  anemias  and  other  blood 
disorders.  Moy'ement  of  radioactive 
iron  can  give  information  concern- 
ing the  rates  and  sites  of  both  the 
production  and  destruction  of  red 
blood  cells.  For  many  years  yve 
have  used  a multiport,  in-yfiy'o,  scin- 
tillation counter  called  the  “mon- 
ster.” After  administering  iron-59, 
counts  are  taken  periodically  during 
a tyvo-yveek  period  to  determine 
the  radioactivity  over  the  liver, 
spleen,  and  bone  marroyv.  These 
data  are  plotted,  and  subsequent 
cury'e  analyses  determine  yvhen  and 
yvhere  the  red  blood  cells  are  being 
formed  and  destroyed.  As  one  ex- 


Fig.  2 Photograph  of  ionization  tracks  taken  with  the  Wilson  cloud  chamber  at  a 
distance  of  20  feet  from  the  beryllium  target  of  the  cyclotron.  The  very  dense  long 
tracks  represent  recoil  protons  which  are  the  result  of  the  collisions  of  neutrons 
with  hydrogen  nuclei.  The  finer  lines  in  the  background  represent  the  ionization 
produced  by  gamma  rays,  the  result  of  secondary  electron  emission. 


ample  of  its  use  in  determining  the 
cause  of  anemia,  an  iron-kinetic 
study  may  show  that  the  spleen  is, 
or  is  not,  responsible  for  excessive 
destruction  of  red  cells.  If  it  is,  re- 
moval of  the  spleen  may  correct 
the  disorder. 

Use  of  radioisotopes  with  scan- 
ners for  imaging  and  with  the  gam- 
ma-positron scintillation  camera 
and  whole  body  scanner  (the  whole 
body  scanner  developed  in  1952  by 
Anger  is  still  being  used)  has  led  to 
new  methods  to  visualize  tissue, 
organs  and  tumors  that  cannot  be 
seen  using  diagnostic  x-rays.  A re- 
cent example  by  Van  Dyke  and 
associates  investigated  the  forma- 
tion of  blood  in  the  body  and  its 
relation  to  bone  marrow  distribution 
with  in-vivo  visualization  of  the  re- 
lative blood  flow  to  bones  (using 
positron  emitter  flourine-18)  and 
the  whole  body  distribution  of  ery- 
thropoietic marrow  (using  positron 
emitter  iron-52).  This  study  showed 
a similarity  between  the  distribu- 
tions of  blood  flow  to  the  skeleton 
and  of  marrow  in  the  skeleton. 


restoration  of  hematopoiesis 

This  led  to  the  postulate  that 
marrow  grows  best  in  blood  which 
has  just  passed  through  bone.  It  fol- 
lowed that  if  one  could  achieve 
chronic  stimulation  of  bone  blood 
flow,  there  would  be  the  possibility 
that  the  fatty  marrow  contained  in 
relatively  avascular  bones  could  be 
converted  to  red  marrow.  Studies 
carried  out  in  monkeys  and  dogs 
demonstrated  that  scraping  the  en- 
dosteal surface  of  a bone  with  a 
small  sharp  curette  will  produce 
marked,  prolonged  increase  in 
blood  flow  to  the  operated  bone.  It 
is  followed  by  replacement  of  the 
fatty  marrow  with  hematopoietic 
marrow. 

The  approach  has  been  used  in 
the  treatment  of  a 56-year-old  man 
who  had  idiopathic  marrow  fibrosis 
and  myeloid  metaplasia  associated 
with  an  enormous  spleen  that  was 
the  sole  site  of  red  cell  production. 
Frequent  transfusions  had  been  re- 
quired to  maintain  his  hemoglobin 
level.  An  iron-52  bone  marrow  pos- 
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itron  camera  picture  showed  lack 
of  blood  formation  in  the  marrow 
throughout  most  of  the  central  skel- 
eton, there  being  a significant  ac- 
cumulation of  hemoglobin-synthe- 
sizing marrow  present  only  in  the 
proximal  ends  of  the  tibias.  There 
was  no  significant  erythropoietic 
marrow  in  either  femur.  In  May, 
1968,  the  left  femur  was  entered 
bv  Harris  and  \'an  Dvke  and  the 
atrophic  and  fibrotic  marrow  re- 
moved bv  passing  a 13mm  diameter 
orthopedic  reamer  to  the  distal  end 
of  the  femur;  curettement  of  the 
endosteal  surfaces  was  then  carried 
out. 

Total  body  marrow  distribution 
studies,  using  iron-52  and  the  posi- 
tron scintillation  camera,  were  re- 
peated thirty  days  post-operatively. 
It  was  apparent  that  erythropoietic 
marrow  had  appeared  in  the  distal 
end  of  the  operated  femur,  as  well 
as  in  the  opposite  femur  and  pelvis, 
and  that  the  minute  amount  of  mar- 
row previously  present  in  the  ankles, 
shoulder,  and  elbow  was  increased 
significantly.  Studies  at  45  days  and 
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Fig.  3 Schematic  representation  in  a tissue-like  material  (lucite  phantom)  of  the 
dose  distribution  produced  by  several  types  and  energies  of  radiation.  Note  that 
there  is  greater  depth  dose  with  less  scattering  in  the  case  of  the  high-energy  heavy 
particles. 
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Fig.  4 Change  in  plasma-growth-hormone  level  as  measured  by  radioimmuno- 
assay in  47  patients  with  acromegaly  who  have  been  followed  for  at  least  two  years 
after  completion  of  heavy-particle  therapy.  Fifteen  of  these  patients  did  not  have 
pre-treatment  growth  hormone  determinations  by  this  method  (treated  prior  to 
October  1961),  but  their  growth-hormone  levels  determined  4 to  7 years  post-irradi- 
ation (see  superimposed  dashed  line)  are  consistent  with  the  rest  of  the  group. 


60  days  showed  further  increase  in 
the  newly  formed  marrow.  Along 
with  the  improved  marrow-distri- 
bution picture,  the  patient’s  hemo- 
globin level  increased  and  the 
spleen  decreased  in  size.  The  pa- 


tient felt  well  and  continued  to  im- 
prove without  requiring  transfu- 
sions for  several  months.  About  one 
year  after  endosteal  curettage  he 
again  needed  transfusion,  and  two 
months  later  underwent  splenec- 
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tomy.  Subsequently  he  continued 
to  require  transfusions  and  died  six 
months  after  splenectomy.  (Final 
diagnosis:  myelofibrosis  with  early 
acute  blastic  conversion). 

heavy  particles 

Another  important  result  of  nu- 
clear research  is  the  therapeutic  use 
of  accelerator-produced  high-energy 
heavy  particles.  In  1935,  at  the  time 
of  our  early  work  with  the  first  cy- 
clotron-produced radioisotopes,  bio- 
medical studies  with  heavy  part- 
icles were  also  initiated.  These 
studies  demonstrated  that,  per  unit 
of  ionization,  neutrons  produced  a 
greater  relative  biological  effect 
(RBE)  on  both  normal  and  neoplas- 
tic tissues  than  do  x-rays  or  gamma- 
rays.  It  was  recognized  that  there 
was  potential  therapeutic  value  in 
the  greater  RBE  and,  possibly, 
greater  differential  effect  on  neo- 
plastic tissue  compared  to  normal 
tissue.  This  led  to  the  first  trial  of 
neutrons  in  cancer  therapy  in  1937. 
This  early  use  was  not  successful, 
probably  largely  due  to  the  great 
scatter  and  lack  of  good  depth  dose 
of  these  relatively  low-energy  heavy 
particles. 

After  World  War  II,  accelerator 
theory  advanced  and  larger,  more 
powerful  cyclotrons  were  construct- 
ed, resulting  in  the  availability  of 
higher-energy,  charged,  heavy-par- 
ticle beams. 

Interest  in  the  possible  use  of 
heavy  particles  to  treat  human  dis- 
ease was  again  aroused,  and  inten- 
sive animal  studies  were  started  in 
the  late  forties  using  the  190- mev 
deuteron  and  340-mev  proton 
beams  from  the  184-inch  cyclotron. 
In  1948  the  Bragg-peak  was  first 
used  to  treat  successfully  a mam- 
mary tumor  in  a mouse. 

During  the  past  16  years  we  have 
treated  more  than  500  patients  us- 
ing first  the  340-mev  proton  beam 
and,  since  1958,  the  910-mev 
alpha-particle  beam  to  ablate  tu- 
mors of  the  pituitary  gland  in  acro- 
megaly, Cushing’s  disease,  and 
chromophobe  adenoma. 

During  the  past  13  years  we  have 
used  the  910-mev,  alpha-particle 


F’ig.  5.  Dynamic  study  of  cerebral  vessels  in  a patient  using  ^^ffiTc,  showing  dis- 
placement of  middle  cerebral  vasculature  on  the  left  side  by  an  avascular  mass 
(upper).  Lower  photo  is  a later  picture  in  which  there  is  no  accumulation  of  isotope 
in  the  abnormal  area. 


beam  Iroin  the  184-iiieh  evelotron 
to  treat  144  patients  with  acro- 
megaly. Following  therapy  one  ob- 
serves the  gradual  relief  of  symp- 
toms and  signs;  headaches  disap- 
pear, the  acromegalic  hands,  feet, 
and  facial  features  become  less  ob- 
vious, the  serum-growth-hormone 
levels,  as  determined  by  radioim- 
muno-assay,  decrease  to  normal, 
and  abnormalities  in  carbohydrate 
metabolism,  including  insulin  resis- 
tance, are  no  longer  present.  In  ad- 
dition, the  remaining  pituitarv  gland 
is  usually  not  sufficiently  suppres- 
sed to  require  replacement-hormone 
therapy  in  most  cases. 

Cushing's  disease 

In  1935,  Harvey  Cushing  de- 
scribed a clinical  syndrome  asso- 
ciated with  another  tvpe  of  pitui- 
tary tumor  that  we  now  call  Cush- 
ing’s disease.  Working  with  Dr. 
Cushing  as  an  intern  and  later  as  a 
research  investigator  eluting  the 
thirties,  I saw  many  of  the  patients 
and  wrote  one  of  the  early  papers 
on  the  condition.  When  similar 
clinical  pictures  were  subsequentlv 
seen  with  certain  tvpes  of  adrenal 
tumors,  many  inve.stigators  believed 
that  the  condition  was  caused  b\' 
adrenal  hyperfunction  and  soon  the 
treatment  of  choice  became  adrenal- 
ectomy. More  recent  evidence,  in 
line  with  Cushing’s  earlier  belief,  is 
again  pointing  toward  the  altered 
secretion  of  ACTH  as  the  primarv 
disturbance,  and  interest  has  re- 
turned to  the  pituitary  gland  as  the 
initial  site  for  therapv  as  Cushing 
believed. 

As  in  the  case  of  acromegaly,  the 
relative  insensitivitv  of  the  pituitarv 
gland  and  its  tumors  to  externallv 
delivered  radiation  has  limited  the 
use  of  x-ray  or  gamma-rav  treat- 
ment for  Cushing’s  disease.  Heavy- 
particle  therapy  can  accurately  and 
safely  deliver  sufficiently  large  doses 
of  radiation  to  these  patients.  We 
have  used  this  method  during  the 
past  12  years  to  treat  23  patients 
with  Cushing’s  disease.  The  results 
are  encouraging.  The  first  patient 
treated  over  12  vears  ago,  remains 
in  remission  today.  However,  follow- 
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up  of  a larger  number  of  patients 
for  a longer  period  of  time  is  nec- 
essary before  final  conclusions  can 
be  reached. 

manifold  benefits  to  come 

One  cannot  help  but  realize  that 
mankind  will  profit  greatly  from 
atomic  power  and  from  the  great 
potential  power  of  fusion  when  that 
source  comes.  Power  is  very  impor- 
tant for  the  future  of  underdevel- 
oped countries.  There  is  a high  pos- 
itive correlation  between  per  capita 
power  consumption  and  per  capita 
income  in  the  world,  and  any  small 
risks,  from  the  slight  increase  in 
radiation  exposure  to  the  popula- 
tion, involved  in  obtaining  increased 


sources  of  power  through  atomic 
energy  are  far  outweighed  by  the 
benefits  all  countries  will  thereby 
achieve.  General  improvement  in 
economic  welfare  of  the  people  will 
result.  I can  recall  how  crazy  I 
thought  my  brother,  Ernest  Law- 
rence, and  Robert  Oppenheimer 
were  when  they  told  me  in  the 
early  thirties  that  there  was  enough 
energy  in  a glass  of  water  to  send 
the  Queen  Mary  from  New  York  to 
London  and  back  again. 

Nuclear  energy  can  prevent  an- 
other war;  we  can  see  its  influence 
in  international  negotiations  that 
go  on  from  day  to  day.  Ultimately 
we  will  be  forced  to  outlaw  war, 
and  then  some  of  the  defense  funds 
can  again  be  allocated  to  the  al- 


ready large  funds  used  to  support 
the  peaceful  applications  of  atomic 
energy  in  science  and  education. 

In  conclusion,  physicians,  biolo- 
gists, and  investigators  are  just  get- 
ting started  in  the  use  of  the  pro- 
ducts of  atomic  energy  in  biology 
and  medicine.  I believe  that  history 
will  show  that  the  many  and  varied 
contributions  of  the  nuclear  field, 
including  the  production  of  cheap 
power,  together  with  the  contribu- 
tions of  our  field  of  nuclear  biology 
and  medicine  will  dwarf  in  impor- 
tance the  destructive  effects  of  a- 
tomic  energy  in  the  past. 

University  of  California 
(94720) 


YOU  CAN’T  WIN! 

The  physicians  of  this  country  have  been  neatly  trapped  by  the  social 
planners,  who  secretly  envy  their  high  incomes,  whether  real  or  only  appar- 
ent, and  thus  criticize  them  on  any  possible  grounds.  The  intent  of  the  Medi- 
care program  was  that  persons  aged  65  and  over  should  pay  the  same  physi- 
cian fees  as  younger  persons,  and  thus  should  not  be  second-class  citizens  by 
being  given  lower,  “charity”  rates.  Now  that  the  physicians  have  charged  in 
this  manner  they  are  severely  criticized!  If  they  had  artificially  held  down 
their  fees  for  Medicare  patients,  then  they  would  have  been  subject  to  the 
danger  that  the  social  planners  would  have  pointed  out  that  Medicare  was 
operating  very  well  and  at  a low  cost  and  that  therefore  it  should  be  extended 
to  the  entire  population.  You  can’t  win! 

Robert  J.  Meyers,  F.S.A. 
Chief  Actuary,  Social  Security 
Administration  in  The  Journal 
of  the  Tennessee  Medical  Association, 
December,  1970 
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Notes  on  Joint  Diseases  X 
LE  CELLS  AND  ANTINUCLEAR  ANTIBODIES 

L.A.  HEALEY,  M.D.,  Seattle,  Washington 


The  serum  of  patients  with 
systemic  lupus  erythematosus 
(SLE)  contains  antibodies  to 
constituents  of  cell  nuclei. 
Demonstration  of  these  anti- 
bodies by  the  LE  cell  prepara- 
tion and  other  tests  is  of  great 
help  in  diagnosis. 

The  LE  cell  phenomenon 
was  a fortuitous,  naturally  oc- 
curring demonstration  of  an 
antinuclear  antibody,  whose 
finding  opened  the  way  to  im- 
munologic investigations  in 
SLE.  When  white  cells  are 
mixed  with  the  serum  from  a 
patient  with  lupus,  an  antibody 
reacts  with  a nucleoprotein  an- 
tigen present  in  the  cell  nuclei. 
The  combination  of  antibody 
and  nucleoprotein  antigen 
changes  the  typical  staining 
characteristics  of  nuclear  mat- 
erial. In  hematoxylin  and 
eosin  stain  the  nuclear  material 
becomes  a pale,  homogenous, 
pink-staining  mass  (the  LE 
body).  Phagocytosis  of  this 
altered  nuclear  material  by  in- 
tact polymorphonuclear  leuko- 
cytes produces  the  LE  cell.  At- 
traction of  polys  to  the  nuclear 
material  and  phagocytosis  de- 
pend on  activation  of  comple- 
ment which  occurs  when  anti- 
body combines  with  nucleo- 
protein antigen.  Serum  must 


The  advice  of  Robert  Stack  and  Bruce 
Gilliland  in  the  preparation  of  notes  IX 
and  X is  gratefully  acknowledged. 


contain  a sufficient  titer  of 
antinuclear  antibody  for  this 
phenomenon  to  take  place. 

This  antibody  appears  to 
react  only  with  nuclei  of  cells 
that  have  been  damaged  in 
some  way.  It  cannot  reach 
nuclei  of  intact  cells  and  is  not 
considered  responsible  for  the 
clinical  manifestations  of  lupus. 

Antinuclear  antibodies  are 
best  demonstrated  by  a fluor- 
escent method.  The  commonly 
used  test  employs  a sandwich 
or  layering  technique.  The 
patient’s  serum  containing  an- 
tinuclear antibody  is  placed 
over  the  nuclear  substrate  (a 
smear  of  white  cells  or  a sec- 
tion of  rat  liver  fixed  to  a 
slide)  allowed  to  react,  and 
then  the  slide  is  slowly  washed. 
The  top  layer  composed  of  an- 
tibody to  gamma  globulin  con- 
jugated with  fluorescein  iso- 
thiocyanate combines  with  an- 
tinuclear antibody  attached  to 
nucleoprotein.  When  the  slide 
is  viewed  in  ultraviolet  light 
microscopy,  shining  nuclei  are 
clearly  seen. 

In  addition  to  the  antibody 
to  nucleoprotein  antigen  res- 
ponsible for  the  LE  cell,  anti- 
bodies to  other  nuclear  compo- 
nents have  been  found,  includ- 
ing deoxyribonucleic  acid 
(DNA)  and  other  protein  anti- 
gens. The  DNA  antibody  is 
quite  specific  for  lupus  as  it 
rarely  is  found  in  other  diseas- 
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es,  but  is  demonstrable  in  only 
about  half  the  patients  with  the 
disease.  The  test  employs  parti- 
culate carriers,  such  as  red  cells 
or  bentonite  coated  with  DNA, 
which  are  agglutinated  by  anti- 
DNA  in  serum.  It  is  a difficult 
test  to  perform  and  is  not  avail- 
able everywhere. 

These  antibodies  seem  to 
play  an  important  role  in  the 
pathogenesis  of  SLE,  since 
DNA-antiDNA  complexes  plus 
complement  are  found  on 
glomerular  basement  mem- 
brane of  patients  with  lupus 
nephritis.  Although  the  anti- 
bodies do  not  cross  intact  cell 
membranes,  small  amounts  of 
free  DNA  have  been  found  in 
the  serum  of  lupus  patients. 
Its  source  is  not  known,  but  is 
potentially  of  great  impor- 
tance. 

As  with  rheumatoid  factor, 
sensitivity  in  the  tests  for  anti- 
nuclear antibodies  is  gained  at 
expense  of  specificity.  The 
fluorescent  test  is  positive  in 
99  percent  of  patients  with 
lupus;  so  a negative  test,  in  a 
reliable  laboratory,  practically 
excludes  the  diagnosis.  A posi- 
tive test,  however,  does  not 
automatically  make  the  diag- 
nosis of  lupus  since  it  is  also 
positive  in  almost  20  percent 
of  patients  with  rheumatoid 
arthritis,  in  scleroderma  (40 
percent)  and  in  Sjogren’s  syn- 
drome (65  percent). 


The  antibody  can  also  be 
demonstrated  by  the  commer- 
cially available  test  kit  in  which 
nucleoprotein  is  coated  on  la- 
tex particles.  This  is  quite  spe- 
cific for  SLE  but  is  an  insensi- 
tive test,  only  positive  for  30 
percent  of  patients  who  show 
LE  cells  and  therefore  not  a 
good  screening  test  for  the  di- 
sease. 

The  traditional  LE  prep  is 
positive  in  about  70  percent  of 
those  patients  in  whom  the  di- 
agnosis of  SLE  would  be  ac- 
cepted on  other  clinical  and 
laboratory  evidence.  Its  forma- 
tion depends  on  the  titer  of 
antinuclear  antibody  present, 
and  this  fluctuates,  often  para- 
lelling  the  activity  of  the  di- 


sease. Thus,  patients  in  remis- 
sion or  under  effective  treat- 
ment would  probably  not  have 
demonstrable  LE  cells. 

LE  cells  may  also  be  present 
in  other  diseases,  such  as  severe 
rheumatoid  arthritis,  polymy- 
ositis, scleroderma,  and  those 
patients  who  demonstrate  fea- 
tures of  more  than  one  of  these 
diseases,  the  “overlap  syn- 
drome.” Certain  drugs  can  in- 
duce a clinical  picture  similar 
to  SLE  including  the  finding 
of  LE  cells  and  antinuclear  an- 
tibody. These  include  hydral- 
azine, procainamide,  and  sever- 
al anticonvulsants.  LE  cells 
and  antinuclear  antibody  have 
also  been  found  in  the  serum 
of  patients  with  a particular 


liver  disease.  Although  this 
has  been  called  lupoid  hepati- 
tis, current  opinion  holds  that 
it  is  a separate  disease  from 
SLE  but  with  similar  sugges- 
tions of  an  autoimmune  mech- 
anism. 

In  summary,  patients  with 
SLE  have  in  their  serum  anti- 
bodies to  several  nuclear  anti- 
gens and  to  DNA.  These  are 
demonstrable  by  a number  of 
laboratory  tests  including  the 
LE  cell  preparation.  These 
tests  are  a helpful  aid  in  diag- 
nosing lupus  but  must  be  eval- 
uated with  the  clinical  findings 
since  their  correlation  with 
SLE  is  good  but  not  absolute. 

1118  Ninth  Avenue 
(98101) 


TALK  WITHOUT  COMMUNICATION 

The  physician  must  not  take  too  much  medical  knowledge  for  granted,  be- 
cause if  the  patient  does  not  understand  the  nature  of  his  illness,  he  can 
hardly  ask  for  clarification  of  instructions.  Thus  Ley  and  Spelman  report 
two  lo?7g-standii7g  diabetics  of  above-average  intelligence,  who  were  unaware 
that  urine  tests  were  used  in  their  diagnosis  and  management  (Leading  Ar- 
ticle, 1968).  A student  survey  of  surgical  patients  in  the  Royal  Adelaide 
Hospital  in  1969,  revealed  that  a rather  small  proportion  of  patients  knew 
what  was  wrong  with  them,  why  they  had  an  operation,  or  what  was  done 
(Jackson,  1969).  Women  are  often  told,  “you  cannot  have  another  baby .” 
The  confusion  between  can  not,  and  should  not,  may  be  disastrous. 

Many  patients  attempt  to  help  their  physician  by  insisting  on  using,  often 
incorrectly,  medical  terms.  Thus,  the  familiar  “prostrate  trouble.  ” In  the  out- 
patient department  recently  a woman  said  she  had  a hysterectomy.  In  the 
next  sentence  she  described  her  subsequent  normal  periods.  In  fact,  she  had 
had  a myomectomy. 

Each  must  make  some  special  efforts  to  learn  the  language  of  the  other;  es- 
pecially the  physician.  Should  more  formal  tuition  be  given  in  present-day 
curricula  on  communication  with  patients,  especially  in  our  multi-culture, 
multi-lingual  society? 

Mr.  J.L.  Crompton,  The  Medical 
Journal  of  Australia,  January  16,  1971 
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Drug  Therapy  XII 
ASPIRIN,  WHAT’S  NEW? 


JOHN  S.  HOLCENBERG,  M.D.,  Seattle,  Washington 


This  article  will  summar- 
ize some  of  our  current  know- 
ledge about  this  ancient 
drug.T2  A major  question  is 
whether  aspirin  has  different 
pharmaeologic  effects  than 
other  salicylates.  At  present, 
aspirin  is  believed  to  have  great- 
er analgesic  effect  than  salicy- 
lic acid.  Both  drugs  appear  to 
have  equal  anti-inflammatory 
effects.  Recently,  aspirin  alone 
has  been  shown  to  inhibit 
platelet  function  in  clotting. 

absorption 

Aspirin  is  an  acidic  drug 
which  should  be  absorbed  most 
rapidly  in  the  acid  pH  of  the 
stomach.  Raising  the  pH  of  the 
stomaeh  with  buffers  or  alkali 
should  make  an  acidic  drug  less 
well  absorbed.  So  much  for 
theory.  In  fact,  studies  in  man 
show  that  buffered  aspirin  is 
more  rapidly  absorbed  than 
plain  aspirin.  The  buffering 
acts  by  increasing  the  solution 
of  the  pill.  Soluble  aspirin,  ef- 
fervescent pills  like  Alka  Selt- 
zer, and  aspirin  dissolved  in  hot 
water,  are  absorbed  even  faster 
than  buffered  preparations.^  In 
addition,  more  aspirin  is  ab- 
sorbed in  the  upper  small  in- 


testine than  the  stomach  de- 
spite its  higher  pH.  Thus,  for 
most  rapid  absorption  aspirin 
should  be  given  as  an  efferves- 
eent  mixture,  as  soluble  aspirin, 
or  dissolved  in  hot  water.  With 
tablets,  one  should  always  use 
large  amounts  of  water  to  in- 
erease  the  rate  of  solution  and, 
perhaps,  gastric  emptying. 

Effervescent  preparations 
should  not  be  used  in  high 
doses,  since  they  can  alkalin- 
ize  the  urine,  inerease  the  sali- 
cylate clearance,  and  thereby 
decrease  plasma  salicylate  lev- 
els. In  addition,  ehronic  usage 
of  these  preparations  may  pro- 
duce alkalosis  due  to  exeessive 
sodium  intake. 

metabolism 

Aspirin  is  an  acetate  ester  of 
salieylic  acid.  This  acetate 
group  is  rapidly  hydrolyzed  in 
plasma  (biologic  half-life  of 
about  15  minutes).  Aspirin  is 
also  hydrolyzed  in  the  gut.  If 
a preparation  is  absorbed  too 
slowly  most  of  it  will  be  ab- 
sorbed as  salicylie  acid.  Thus, 
soluble  or  buffered  aspirin 
should  be  used  for  maximal 
analgesie  effect.  On  the  other 
hand,  salicylic  acid  has  a long 
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biologic  half  life  which  varies 
with  the  amount  in  the  body. 
Following  a 0.3  gram  dose  the 
half  life  is  approximately  2.5 
hours.  After  one  gram  it  is 
about  7 hours,  and  after  10  to 
20  grams  it  is  19  hours. -'This  is 
due  to  saturation  of  the  meta- 
bolic pathways  so  that  the  drug 
remains  until  more  and  more 
of  it  is  excreted  in  the  urine  in 
unchanged  form. 

Therefore,  when  high  doses 
of  aspirin  are  used  for  anti-in- 
flammatory effect,  the  rate  of 
solution  or  absorption  is  not 
very  important.  Salicylic  acid 
levels  are  maintained  for  long 
periods  of  time.  Prolonged  re- 
lease dosage  forms  are  certainly 
not  needed. 

Net  renal  excretion  of  sali- 
cylic acid  occurs  as  result  of 
filtration,  secretion,  and  reab- 
sorption. The  reabsorption  oc- 
curs in  the  un-ionized  form.  If 
the  urinary  pH  is  below  6,  sali- 
cylic acid  is  almost  completely 
reabsorbed.  On  the  other  hand, 
inereasing  the  pH  from  7 to  8 
increases  the  excretion  rate 
five-fold.  Alkaline  diuresis  is  a 
very  effective  means  of  hasten- 
ing salicylate  elimination. 

Salieylates  compete  with 
uric  acid  for  renal  tubular  se- 


cretion  and  reabsorption.  At 
doses  of  1 to  2 grams  daily, 
salicylates  may  decrease  uric 
acid  excretion.  With  doses  over 
5 grams  a uricosuric  effect  is 
seen.  In  low  doses,  salicylates 
inhibit  tubular  secretion  of 
uric  acid.  In  large  doses  sali- 
cylates also  inhibit  tubular  re- 
absorption of  uric  acid.  Sali- 
cylates can  also  inhibit  the  uri- 
cosuric effect  of  probenecid 
(Benemid). 

Like  many  other  acidic 
drugs,  salicylates  are  bound  to 
albumin.  Salicylic  acid  is  bound 
more  extensively  than  aspirin, 
so  that  at  the  same  plasma 
concentration  less  salicylic  acid 
is  available  to  diffuse  to  its 
sites  of  action.  For  this  reason, 
higher  blood  levels  of  salicy- 
lates may  be  required  for  the 
same  effect  as  aspirin.  Salicy- 
lates may  potentiate  the  ac- 
tion of  penicillin,  sulfona- 
mides, methotrexate,  oral  anti- 
coagulates, sulfonylureas  and 
aminosalicylic  acid  (PAS)  by 
displacing  these  drugs  from  the 
same  binding  sites. 

adverse  effects  of  salicylates 

Dyspepsia  is  a rare  compli- 
cation with  single  small  doses, 
especially  if  the  patient  doesn’t 
know  he  is  getting  aspirin.  With 
larger  doses,  10  to  20  percent 
of  patients  have  gastric  com- 
plaints. These  are  lessened  by 


using  more  rapidly  dissolving 
or  soluble  preparations. 

Blood  loss  and  platelet  dys- 
function. Dose  of  one  to  three 
grams  of  aspirin  produces  two 
to  six  ml  of  gastrointestinal 
blood  loss  in  normal  subjects. 
This  blood  loss  can  be  reduced 
or  eliminated  by  using  buf- 
fered, soluble,  or  small  particle 
sized  aspirin,  or  by  taking  the 
aspirin  with  large  amounts  of 
fluid.  Other  salicylates  cause 
much  less  blood  loss  than  aspi- 
rin. 

Recently,  aspirin  has  been 
shown  to  block  platelet  func- 
tion in  clotting  for  prolonged 
periods  of  time.  Many  of  the 
severe  bleeding  episodes  assoc- 
iated with  aspirin  use  may  be 
due  to  its  effect  on  platelets. 
Salicylates  that  do  not  possess 
the  acetyl  group  do  not  affect 
platelet  function. 

Recently,  platelet  dysfunc- 
tion has  been  shown  in  new- 
borns whose  mothers  took  as- 
pirin during  the  last  part  of 
their  pregnancy.  This  abnor- 
mality may  lead  to  an  increased 
chance  of  bleeding  in  the  new- 
born.^ 

On  the  other  hand,  the  in- 
hibitory effect  of  aspirin  on 
platelet  function  may  be  thera- 
peutically useful  in  the  treat- 
ment and  prevention  of  arterial 
thrombosis.  Aspirin,  dipyri- 
damole (Persantin)  and  other 
agents  are  currently  being  stud- 
ied for  this  effect. 


Aspirin  has  been  shown  to 
acetylate  albumin  and  other 
proteins.  The  significance  of 
this  acetylation  is  unknown. 

conclusion 

Patients  must  be  taught  that 
aspirin  is  a drug  that  has  side 
effects  and  can  interact  with 
other  agents.  Buffered  or 
soluble  aspirin  produces  less 
gastrointestinal  distress  and 
blood  loss  than  plain  aspirin. 
Nevertheless,  the  effect  of  as- 
pirin on  platelets  may  be  re- 
sponsible for  most  severe  gas- 
trointestinal bleeding.  Non- 
aspirin salicylates  may  be  sub- 
stituted if  this  problem  occurs, 
since  they  do  not  cause  plate- 
let dysfunction. 

University  of  Washington 
School  of  Medicine 
(98105) 
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Screening  Females  for  Asymptomatic 
Gonorrhea  Infection 

A.H.B.  PEDERSEN,  M.D.,  M.P.H./  PAUL  BONIN,  M.A.,  Seattle,  Washington 


A culture  method  was  used  to  screen  23,320  women  for  asymptomatic 
gonorrhea.  Cultures  were  obtained  at  four  health  department  clinics  and 
seven  cooperating  facilities.  Highest  rate  was  in  subjects  examined  at  the 
public  venereal  disease  clinic  and  lowest  were  from  a government  hospital 
clinic  and  a private  practice  facility.  Economic  status  was  based  on  area  of 
residence.  Highest  rates  were  found  in  women  from  the  lowest  economic 
levels. 

Methods  developed  for  this  pilot  study  should  be  applied  in  community 
wide  screening  programs  involving  private  medical  care  as  well  as  pub- 
lic health  services.  Attempts  to  reverse  the  rising  incidence  of  gonorrhea  in- 
fection must  start  with  accurate  diagnosis  and  identification  of  asymptomatic 
as  well  as  symptomatic  cases. 


The  rapid  rise  in  gonorrhea 
in  the  United  States  concerns 
public  health  officials  and  pri- 
vate practitioners  alike.  Pre- 
sent day  medical  knowledge 
ought  to  be  sufficient  to  bring 
this  infectious  disease  under 
control  but  an  increasing  num- 
ber of  reports  from  urban  areas 
indicate  otherwise. 

One  of  the  major  reasons  for 
our  failure  in  controlling  this 
epidemic  must  surely  be  our 
relative  inability  to  identify  the 
woman  who  has  no  symptoms 
and  unknowingly  transmits  the 
disease  to  her  sex  partners.  Too 
much  time  elapses  between  her 
contracting  the  infection  and 
subsequent  diagnosis  and  treat- 
ment. Unless  she  is  named  as 
the  probable  source  of  infec- 
tion or  unless  she  develops 
complications  with  symptoms, 


This  investigation  was  supported  by 
Public  Health  Service  Contract  *PH  21- 
68-2061  from  the  Venereal  Disease  Pro- 
gram, National  Communicable  Disease 
Center,  Atlanta,  Georgia. 


she  is  not  likely  to  be  identi- 
fied and  treated. 

Most  physicians  know  the 
laboratory  problems  involved 
in  culturing  gonococci  from 
the  mixed  flora  found  in  the 
female  genital  tract.  And  they 
recognize  that  gram-stained 
slides  of  genital  secretions  of 
the  female  contribute  very  lit- 
tle to  diagnosis— in  contrast  to 
their  use  with  male  patients. 

Until  Thayer  and  Martin^ 
developed  their  selective  cul- 
ture medium,  bacteriologic 
confirmation  was  often  impos- 
sible. Positive  cultures  were 
clinically  helpful  but  negative 
reports  were  too  often  false. 
Physicians  had  only  clinical 
suspicion  or  epidemiologic  in- 
formation to  guide  them  in 
rendering  proper  care.  Our 
policy  of  many  years  of  treat- 
ing all  named  female  contacts 
as  infected  patients  stemmed 
from  this  dilemma. 

In  cooperation  with  the  Na- 
tional Communicable  Disease 
Center,  Atlanta,  we  initiated  a 
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limited  screening  program  for 
prevalence  of  asymptomatic 
gonorrhea,  in  Seattle,  Washing- 
ton, in  1968.  With  the  intent 
of  including  as  wide  a spectrum 
of  socio-economic  levels  as  pos- 
sible, we  solicited  participation 
by  seven  different  medical  fa- 
cilities. Two  of  them  provide 
services  mainly  for  lower  in- 
come groups.  Another  two 
provide  services  for  higher  in- 
come groups,  while  the  remain- 
der were  classified  as  in-be- 
tween. The  project  was  de- 
signed to  gather  geographic  and 
socio-economic  information  on 
gonorrheal  disease  within  the 
community.  Women  were  not 
selected  randomly  from  various 
census  tracts.  Although  this 
would  have  been  the  ideal  de- 
sign, it  was  obviously  not  pos- 
sible. 

This  report  describes  our 
findings  after  twenty  months 
of  screening  (July  1,  1968 
through  February  28,  1970). 
We  have  included  discussion  of 
pertinent  logistics  and  labora- 


TABLE  1 


Sources  of  23,320  Female  Patients 
Screened  for  Gonorrhea 
Seattle-King  County 
1 July  1968  - 28  February  1970 


Health  Department  Clinics 
V.D.  Clinic 

Pre-Natal  and  Family  Planning 
Jail  Inmates 

O.E.O.  Pre-employment 
Sub-Total; 

Cooperating  Medical  Facilities 

Voluntary  Family  Planning  Agency 
County  Hospital  OB  & Gyn  Clinic 
Pre-paid  Group  Practice  Hospital 
US  Govt.  Hospital  OB  & Gyn  Clinic 
Private  Practice  OB  & Gyn  Clinic 
University  Student  Health  Service 
Voluntary  "Hippy”  Clinic 

Sub-Total: 

TOTAL:  All  Participating  Clinics 

tory  problems  encountered,  in 
the  hope  that  others  may  bene- 
fit from  our  experience. 

methods  and  procedures 

Protocol:  Each  participat- 

ing facility  was  requested  to 
conform  to  a uniform  method 
of  collecting  culture  specimens. 
These  procedures  were  simpli- 
fied as  much  as  possible  and 
given  to  the  staff  in  written 
form. 

It  was  agreed  that  all  facili- 
ties would  limit  screening  to 
female  patients  who  were 
scheduled  for  pelvic  examina- 
tion for  rca.sons  other  than  a 
culture.  A single  culture  from 
the  cervix  would  be  taken  after 
other  procedures  were  comple- 
ted. If  the  patient  had  a nega- 
tive culture  on  the  initial  pel- 
\ ic  examination,  she  would  not 
be  screened  on  sub.sequent  vis- 


Total 

Total 

Percent 

Screened 

Positive 

Positive 

6,172 

1,849 

29.9 

1,107 

18 

1.6 

613 

116 

18.9 

95 

1 1 

1 1.6 

7,987 

1,994 

25.0 

5,808 

141 

2.4 

1,772 

101 

5.7 

4,011 

57 

1.4 

1,370 

15 

1.1 

1,435 

18 

1.2 

844 

37 

4.4 

93 

15 

16.1 

15,333 

384 

2.5 

23,320 

2,378 

10.2 

its,  unless  she  had  developed 
signs  or  symptoms  indicating 
need  for  further  testing. 

Cervical  cultures  were  ob- 
tained without  regard  to  men- 
strual cycle.  If  an  unusual 
amount  of  cervical  discharge 
was  present,  the  external  os 
was  wiped  with  a dry  cotton 
swab.  A small,  sterile,  cotton- 
tipped  swab  was  then  gently 
rotated  within  the  os.  Excess 
length  of  the  stick  was  broken 
off  so  the  cotton-tip  could  be 
placed  on  the  medium.  We  re- 
quested physicians  not  to 
streak  the  plates  because  of  the 
fragile  medium  surface.  Plates 
were  kept  at  room  temperature 
both  before  and  after  use.  Pick 
up  service  delivered  fresh  media 
and  brought  cultures  to  our 
laboratory  for  processing,  each 
day.  Name,  address,  race,  age, 
and  marital  status,  were  en- 
tered on  a slip  that  could  easily 
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be  attached  to  the  plate  cover. 
Culture  specimens  were 
streaked  and  incubated  in  our 
laboratory  within,  at  most,  ten 
hours  from  the  time  specimens 
were  taken. 

Reports  on  individual  pa- 
tients were  returned  to  partici- 
pating facilities  within  24  to 
48  hours.  Some  preferred  to 
inform  their  own  patients  of 
test  results.  Others  requested 
that  follow-up  on  positives  be 
completed  by  the  Health  De- 
partment. In  the  latter  cases, 
patients  were  forewarned  of 
the  possibility  of  such  follow- 
up procedures.  All  facilities 
giving  treatment,  though  they 
differed  in  method,  utilized 
what  we  considered  adequate 
therapy,  as  presently  recom- 
mended by  the  United  States 
Public  Health  Service. 

As  originally  designed,  pro- 
tocol called  for  all  facilities  to 
screen  patients  on  a consecu- 
tive basis  regardless  of  signs  or 
symptoms  of  disease.  There 
was  to  be  no  selection  other 
than  attendance  for  whatever 
medical  care  that  particular  fa- 
cility provided.  It  became  evi- 
dent, early  in  the  program,  that 
all  had  over-estimated  the  num- 
ber of  patients  that  would  be 
available  for  screening.  After  a 
short  time,  however,  the  num- 
ber of  cultures  remained  fairly 
constant  for  each  facility.  This 
became  our  best  assurance  that 
there  was  minimal  bias  in  selec- 
tion. 

S ocio -Eco nomic  Classifica- 
tion of  Patients:  Addresses,  as 
given  by  patients,  were  con- 
verted to  census  tract  codes. 
Approximately  eight  percent 
of  given  addresses  could  not  be 
coded  because  of  false  infor- 
mation or  residence  outside  of 
our  jurisdiction. 

The  group  listed  under  Uni- 
versity Student  Health  Center 


Fig.  1 . 


was  coded  entirely  according 
to  campus  address  since  it  was 
too  difficult  to  obtain  individ- 
ual home  addresses.  Most  of 
these  patients  were  living  on 
campus  during  the  school  year. 
The  campus  address,  according 
to  census  data,  was  classified 
as  a medium  income  area. 

The  jail  cases  were  women 
arrested  on  charges  of  prosti- 
tution, lewdness  or  narcotic 
use.  Under  a city  ordinance, 
they  were  detained  until  cul- 
tures could  be  obtained  the 
following  morning.  Addresses 
given  by  these  subjects  were 
frequently  erroneous.  In  many 
instances,  the  only  address  ob- 
tainable was  the  place  of  arrest. 
This  was  either  the  place  of 
meeting,  exposure,  or  true  res- 
idence. 

In  1965  the  Planning  Divi- 
sion of  King  County  United 
Good  Neighbors  developed  a 
Population  and  Housing  Data 
analysis  of  Metropolitan  Seat- 
tle based  on  the  United  States 
Census  of  1960.^  Census  tracts 
were  ranked  in  socio-economic 
order,  according  to  a devised 
index  rating.  The  index  was 
computed  from  percentage  of 
wage  earners  in  professional 
and  manager  class,  median  in- 
come and  median  years  of  for- 
mal sehooling  completed.  Uti- 
lizing these  data,  the  city  of 
Seattle  was  divided  into  areas 
of  low,  medium  and  high  socio- 
eeonomic  levels  as  shown  in 
Figure  1.  We  were  thus  able  to 
assign  most  of  the  subjects  to  a 
geographic  and  socio-economic 
distribution  pattern.  We  feel 
that  there  were  no  major  geo- 
graphic revisions  of  the  pattern 
after  the  1960  Census. 

Laboratory  Procedures 

Selection  of  a suitable  transport 
medium  was  an  important  issue  be- 
fore screening  began.  Our  depart- 


ment personnel  had  used  Thayer- 
Martin  medium^ for  temporary 
transport.  We  continued  to  use  it. 
In  our  V.D.  Clinic,  specimen  swabs 
were  placed  directly  on  the  surface 
of  the  medium  and,  via  dumbwaiter 
system,  sent  promptly  to  the  labor- 
atory for  processing.  Average  time 
between  obtaining  the  specimen  and 
streaking  plates  was  about  30  min- 


utes. This  technic  has  produced  80 
percent  positive  cultures  on  named 
female  contacts  coming  to  the  V.D. 
Clinic.  During  1967-68,  trial  of 
Hirschberg  medium,^  Amies  medi- 
um,® Stuart's  transport,^  and  Cary- 
Blair  medium,®  had  failed  to  exceed 
this  yield  on  similar  patients.  In 
personal  communication  (1967),  Dr. 
Thayer  informed  us  that  a number 
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TABLE  2 


Comparison  of  Health  Department  Clinics 
with  Cooperating  Facilities  as  to 
Age  — Racial  Status  of  23,320  Females  Screened  for  Gonorrhea 
Seattle-King  County 
1 July  1968  - 28  February  1970 


Health  Department  Cooperating  Medical 

Clinics  Facilities 


Number 

Number 

Percent 

Number 

Number 

Percent 

RACE 

Screened 

Positive 

Positive 

Screened 

Positive 

Positive 

White 

5,770 

1,257 

21.8 

12,406 

205 

1.6 

Negro 

1,746 

573 

32.8 

2,342 

170 

7.2 

Oriental 

72 

16 

22.2 

266 

2 

0.7 

Indian 

110 

55 

50.0 

86 

4 

4.6 

Other* 

289 

93 

32.2 

233 

3 

1.3 

TOTALS 

7,987 

1,994 

25.0 

15,333 

384 

2.5 

AGE 

Under-1  5 

299 

63 

21.1 

171 

9 

5.3 

16-19 

2,804 

811 

28.9 

2,991 

100 

3.3 

20-24 

2,946 

782 

26.5 

5,460 

176 

3.2 

25-29 

969 

- 210 

21.7 

2,876 

67 

2.3 

30-34 

352 

57 

16.2 

1,300 

20 

1.5 

35-39 

222 

31 

14.0 

797 

7 

0.9 

Over-40 

395 

40 

10.1 

1,738 

5 

0.3 

TOTALS 

7,987 

1,994 

25.0 

15,333 

384 

2.5 

‘Other  refers  to  Mexican,  Filipino,  Puerto  Rican,  etc. 


of  laboratories  were  using  the  Thay- 
er-Martin  medium  for  transport  at 
that  time. 

To  determine  the  maximum  time 
delay,  without  significant  die-off  of 
organisms,  on  Thayer-Martin  medi- 
um, gonorrhea  seeded  plates  were 
left  at  room  temperature  up  to  24 
hours.  Recovery  of  positive  cul- 
tures remained  fairly  constant  up  to 
16-18  hours.  Beyond  this  time  we 
observed  sharp  drop-off  in  recovery 
of  organisms. 

Since  delivery  service  from  parti- 
cipating facilities  would  be  accom- 
plished before  expiration  of  the  crit- 
ical 16-18  hour  limit,  we  felt  the  lab- 
oratory support,  as  planned,  would 
yield  reasonably  accurate  results. 

After  16-24  hours  incubation  at 
37C,  plates  were  examined  for  colo- 
ny formation.  Oxidase  positive 
colonies  were  confirmed  as  of  Neis- 
seria gonorrhoeae  origin,  by  fluor- 
escent antibody  microscopy,^  In 


February  1969,  gram-stain  technic 
was  substituted  for  fluorescent  anti- 
body identification  as  the  confirma- 
tion test.  This  change  was  initiated 
because  of  further  publication  by 
Thayer,  in  1968,  which  pointed  out 
that  this  less  expensive  and  simpler 
procedure  was  as  accurate  as  the 
fluorescent  antibody  technic.^° 

results 

A total  of  23,320  females 
were  screened  during  the  20 
months.  Of  these,  21,214  could 
be  assigned  to  census  tracts  for 
socio-economic  analysis.  The 
remainder  either  lived  outside 
of  metropolitan  Seattle  or  gave 
information  that  was  inaccu- 
rate or  incomplete. 

Table  1 shows  the  various 


participating  facilities  and  vol- 
ume of  patients  screened  in 
each.  The  Health  Department 
clinics  are  singled  out  in  Table 
2 for  comparison  purposes. 
This  permits  a better  evaluation 
of  disease  prevalence  in  pa- 
tients attending  typical  facili- 
ties offering  OB-Gyn  care.  An 
average  of  2.5  percent  positive 
cultures  is  a significant  yield 
for  a routine  screening  pro- 
gram. Screening  for  carcinoma 
by  use  of  Papanicolaou  smears 
produces  only  a tenth  as  many 
positives  within  these  same  age 
groups. 

The  remaining  Tables  3,  4, 
and  5 correlate  socio-economic 
level  with  age,  race  and  marital 
status.  It  is  clearly  evident  that 
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TABLE  3 


Socio-Economic  — Age  Status 
of  21,214  Females  Screened  for  Gonorrhea 
Seattle-King  County 
1 July  1968  — 28  February  1970 

Socio  - Economic  Status 


Low 

Medium 

High 

Age 

Total 

No. 

% 

Total 

No. 

% 

Total 

No. 

% 

Screened 

Pos. 

Pos. 

Screened 

Pos. 

Pos. 

Screened 

Pos. 

Pos. 

Under-1  5 

168 

45 

26.8 

185 

17 

9.2 

88 

9 

10.2 

16-19 

1,627 

427 

26.2 

2,540 

302 

11.9 

1,189 

144 

12.1 

20-24 

2,327 

481 

20.7 

3,979 

315 

7.9 

1,547 

123 

7.9 

25-29 

1,089 

153 

14.0 

1,560 

79 

5.1 

782 

35 

4.5 

30-34 

435 

48 

11.0 

650 

16 

2.5 

382 

9 

2.4 

35-39 

233 

24 

10.3 

408 

6 

1.5 

257 

6 

2.3 

Over-40 

407 

32 

7.9 

836 

8 

1.0 

525 

4 

0.8 

TOTALS 

6,286 

1,210 

19.2 

10,158 

743 

7.3 

4,770 

330 

6.9 

TABLE  4 

Socio-Economic  — Racial  Status 
of  21,214  Females  Screened  for  Gonorrhea 
Seattle-King  County 
1 July  1968  - 28  February  1970 

Socio-Economic  Status 


Low 

Medium 

High 

Race 

Total 

No. 

% 

Total 

No. 

% 

Total 

No. 

% 

Screened 

Pos. 

Pos. 

Screened 

Pos. 

Pos. 

Screened 

Pos. 

Pos. 

White 

3,316 

539 

16.2 

8,894 

620 

7.0 

4,014 

220 

5.5 

Negro 

2,531 

550 

21.7 

861 

82 

9.5 

621 

100 

16.1 

Oriental 

79 

4 

5.1 

164 

11 

6.7 

80 

4 

5.0 

Indian 

117 

47 

40.2 

39 

9 

23.1 

13 

2 

15.4 

Other* 

243 

70 

28.8 

200 

21 

10.5 

42 

4 

9.5 

TOTALS 

6,286 

1,210 

19.2 

10,158 

743 

7.3 

4,770 

330 

6.9 

'Other  refers  to  Mexican,  Filipino,  Puerto  Rican,  etc. 


low  socio-economic  groups 
have  more  than  twice  the  prev- 
alence of  gonorrheal  infections 
found  in  medium  or  high 
groups.  Yields  in  the  younger 
age  groups  were  more  than  we 
had  anticipated.  Difference  in 
infection  rate  among  races 
must  be  evaluated  in  relation 


to  the  racial  composition  of 
our  population.  Minority  races 
constitute  slightly  over  10  per- 
cent of  our  population,  but 
samplings  in  minority  groups 
constituted  more  than  20  per- 
eent  of  all  women  screened. 
The  total  sample  (23,320)  is 
approximately  8 percent  of  the 
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estimated  female  population 
(aged  10-50)  in  King  County. 
Lower  infection  rates  for  mar- 
ried females,  in  all  categories, 
follows  an  expected  pattern. 

In  order  to  get  a clearer  pic- 
ture of  results  that  private 
practitioners  might  expect  if 
routine  sereening  for  gonorrhea 


TABLE  5 


Socio-Economic  — Marital  Status 
of  21,214  Females  Screened  for  Gonorrhea 
Seattle-King  County 
1 July  1968  — 28  February  1970 

Socio  - Economic  Status 


Low 

Med  ium 

High 

Marital 

Total 

No. 

% 

Total 

No. 

% 

Total 

No. 

% 

Status 

Screened 

Pos. 

Pos. 

Screened 

Pos. 

Pos. 

Screened 

Pos. 

Pos. 

Single 

3,018 

752 

24.9 

4,859 

515 

10.6 

2,223 

245 

11.0 

Married 

2,329 

237 

10.2 

4,431 

109 

2.5 

2,280 

39 

1.7 

Other 

939 

221 

23.5 

868 

119 

13.7 

267 

46 

17.2 

TOTALS 

6,286 

1,210 

19.2 

10,158 

743 

7.3 

4,770 

330 

6.9 

were  undertaken  among  their 
female  patients,  we  changed 
the  computer  program  during 
the  last  eight  months  of  the 
study.  Although  this  analysis 
covers  only  one-half  of  the 
total  patients  screened,  it  rep- 
resents a valid  sample.  The 
results  as  shown  in  Table  6 can 
probably  be  projected  to  de- 
scribe the  total  population 
screened  by  non-Health  De- 
partment facilities.  The  find- 
ings indicate  again  the  propor- 
tionately high  yields  in  women 
under  30  and  in  the  lower  so- 
cio-economic segment  of  our 
population. 

discussioji 

Female  patients  screened  at 
the  Health  Department  Vene- 
real Disease  Clinic  were,  with- 
out question,  selected  and  were 
the  least  representative  group. 
Approximately  one-third  were 
named  contacts  of  diagnosed 
male  gonorrhea  patients.  An- 
other third  were  referred  by 
physicians  or  clinics  because 
they  suspected  the  patients 
were  infected.  They  requested 
us  to  confirm  the  diagnosis  and 
render  the  necessary  care.  The 


remainder  were  walk-ins  who 
thought  they  might  be  infected 
because  of  promiscuous  ex- 
posure or  presence  of  sugges- 
tive symptoms.  The  major  rea- 
son for  such  high  rates  in  our 
V.D.  Clinic  patients  must  be 
this  inherently  biased  selection 
mechanism. 

Conditions  for  obtaining  cul- 
tures were  also  most  favorable 
in  the  V.D.  Clinic.  Experi- 
enced nurses  used  a standard- 
ized technic  and  promptly  sent 
specimens  to  our  laboratory 
for  streaking  and  incubation. 
It  is  impossible  to  estimate 
what  portion  of  the  increased 
yield  can  be  attributed  to  these 
factors. 

As  described  under  labora- 
tory' procedures,  the  8 to  10 
hour  delay  in  streaking  and  in- 
cubating cultures  from  outside 
facilities  must  have  had  some 
adverse  effect  on  obtaining 
positive  cultures  on  all  their  in- 
fected patients.  In  future 
screening,  participating  facili- 
ties will  have  incubators  and 
candle  jars  within  their  own 
areas.  Plates  will  thus  be 
streaked  and  incubated  before 
being  picked  up  by  our  delivery 
serv'ice. 


Using  Thayer-Martin  medi- 
um, mass  screening  of  females 
for  gonorrhea  is  feasible  if  suf- 
ficient resources  are  available. 
For  an  effective  community- 
wide program  in  large  urban 
area,  it  would  appear  necessary 
to  enlist  the  assistance  of  all 
laboratories  providing  bacteri- 
ologic  service. 

Physicians  must  be  con- 
vinced that  a reliable  labora- 
tory can  detect  infection  in 
their  asymptomatic  cases.  Lab- 
oratories must  be  willing  to  of- 
fer the  necessary  service. 

Infection  rates  obtained  in 
this  surv'ey  are  probably  lower 
than  the  real  infection  rates 
within  our  community.  We 
would  strongly  endorse  Cave,^ 
et.  al.,  in  their  recommendation 
for  more  intensive  screening  of 
gynecologic  and  obstetrical 
clinic  patients.  This  would  be 
especially  warranted  in  the  1 5- 
30  year  age  groups.  A single 
routine  cervical  culture,  using 
Thayer-Martin  medium,  seems 
justified  as  part  of  the  diagnos- 
tic work-up  in  this  population. 

Public  Health  Departments, 
capable  of  providing  laboratory 
service  of  this  type,  should  lead 
the  way  in  encouraging  such 
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screening  programs.  Until  a 
more  simple  and  less  expen- 
sive method  is  developed,  this 
remains  the  only  feasible  way 
to  uncover  the  latent  reservoir 
of  gonorrheal  infection  in  fe- 
males. 


TABLE  6 

Analysis  of  7,809  Private  Female  Patients 
Screened  for  Gonorrhea  by  Cooperating  Clinics 
Seattle-King  County 
1 July  1969  — 28  February  1970 


summary 

A limited  screening  program 
for  asymptomatic  gonorrhea  in 
females  was  undertaken  in  Se- 
attle-King  County  from  July  1, 
1968  to  February  28,  1970. 
Analysis  of  the  findings  shows 
an  overall  rate  of  10.2  percent 
positive  cultures.  Excluding 
the  Health  Department  Clinics, 
the  overall  rate  was  2.5  per- 
cent. Geographic  and  socio- 
economic patterns  were  deter- 
mined on  the  basis  of  census 
tract  data.  The  highest  infec- 
tion rates  were  found  among 
low  income  females  from  15 
to  30  years  of  age. 

Participation  of  a limited 
number  of  private  hospitals  and 
clinics  was  secured  by  provid- 
ing them  with  Public  Health 
Department  laboratory  servi- 
ces, including  the  necessary 
Thayer-Martin  medium.  Ap- 
proximately 8 percent  of  the 
population  at  risk  was  screened 
during  the  20  months.  An  in- 
tensive community- wide 
screening  program  would  re- 
quire cooperation  of  all  physi- 
cians and  all  laboratories  ca- 
pable of  providing  bacteriolo- 
gic  services.  Present  data  on 
the  prevalence  rates  justify 
such  a campaign.  Attempts  to 
reverse  the  rising  trend  in  gon- 
orrhea infections  will  have  to 
start  with  accurate  diagnosis. 

Seattle-King  County 
Department  of  Public 
Health,  Public 
Safety  Building  (98104) 


Age 


Socio- 

Under  - 30 

Over 

- 30 

Economic 

Total 

No. 

% 

Total 

No.  % 

Status 

Screened 

Pos. 

Pos. 

Screened 

Pos.  Pos. 

Low 

1,161 

90 

7.7 

314 

9 2.8 

Medium 

3,366 

83 

2.4 

862 

3 0.3 

High 

1,465 

22 

1.5 

641 

2 0.3 

TOTALS 

5,992 

195 

3.2 

1,817 

14  0.7 
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Student  Reactions  to  Pharmaceutical 
Promotion  Practices 


CHARLES  J.  BARNES,  M.S./JOHN  S.  HOLCENBERG,  M.D.,  Seattle,  Washington 


Medical  students  recognize  the  inadequacy  of  most  sources  of  information 
on  drug  therapy  and  are  not  favorably  impressed  by  non-educational  activities 
on  the  part  of  pharmaceutical  manufacturers  to  gain  good  will.  They  do  not 
ignore  the  efforts  of  manufacturers  to  improve  therapeutics  and  they  approve 
donation  of  drugs  for  needy  patients.  They  rate  medical  journal  advertising 
above  the  detail  man  and  direct  mail  advertising  as  a source  of  information. 
These  attitudes  are  most  pronounced  in  junior  and  senior  classes. 


Currently,  the  present  and 
future  relationships  between 
the  drug  industry  and  the 
health  professions  are  being  ac- 
tively debated.  Major  argu- 
ments are  centered  around  cost 
and  ethics  of  advertising  prac- 
tices and  gifts.  Medical  stu- 
dents at  several  institutions, 
including  the  University  of 
Washington,  have  refused  tra- 
ditional gifts,  such  as  black 
bags. 

We  designed  a questionnaire 
to  assess  attitudes  toward  the 
current  promotional  practices 
of  the  drug  industry,  and  to 
see  if  some  of  these  practices 
are  more  acceptable  than  oth- 
ers. We  asked  medical  stu- 
dents and  pharmacy  students 
to  answer  it.  This  article  sum- 
marizes attitudes  of  the  medi- 
cal students  and  compares 
them  with  those  of  the  phar- 
macy students. 


Many  p>eople  helped  in  the  develop- 
ment of  this  questionnaire.  We  particu- 
larly wish  to  thank  Mr.  Karlis  Ullis  and 
Mr.  Richard  Horvitz  for  help  in  devising 
the  questions,  and  Donovan  J.  Thompson, 
Ph.D.,  for  advice  and  computer  time. 


questionnaire 

The  poll  was  taken  in  the 
spring  of  1970.  The  responders 
were  coded  for  class  and  asked 
to  give  their  age  and  sex,  but 
otherwise  were  anonymous. 
The  pharmacy  students  were 
seniors  taking  a pharmacology 
course.  The  results  were  ob- 
tained on  the  following  per- 
centages of  each  group:  Med  I, 
88  percent;  Med  II,  80  percent; 
Med  III,  59  percent;  Med  IV, 
67  percent;  Pharmacy,  80  per- 
cent, with  a total  of  254  medi- 
cal students  and  59  pharmacy 
students. 

The  questionnaire  was  de- 
signed in  three  parts.  Part  1 
consisted  of  six  statements  to 
which  ayes  or  no  response  was 
sought: 

1 . 1 favor  a policy  statement 
to  change  our  relation- 
ship with  the  drug  com- 
panies. 

2.  I favor  discontinuing  so- 
licitation of  drug  compan- 
ies to  support  social  ac- 
tivities. 

3.  I favor  discontinuing  ac- 
ceptance of  abstracts,  in- 
dex cards  and  other  learn- 


ing aids  from  drug  com- 
panies. 

4.  I favor  discontinuing  ac- 
ceptance of  drugs  from 
drug  companies  for  per- 
sonal use. 

5.  I favor  discontinuing  ac- 
ceptance of  black  bags 
and  instruments  from 
drug  companies. 

6.  I favor  discontinuing  ac- 
ceptance of  textbooks 
from  drug  companies. 

Part  II  contained  a list  of 
promotional  practices  of  the 
drug  industry.  Immediately 
following  each  statement  were 
five  possible  responses:  highly 
acceptable,  acceptable,  unde- 
cided, unacceptable,  or  highly 
unacceptable.  The  responder 
was  asked  to  rank  each  promo- 
tional practice  by  its  degree  of 
acceptability  or  unacceptabil- 
ity. The  promotional  practices 
were  listed  in  random  order  as 
follows: 

1.  Sponsoring  of  receptions, 
dinners  and  parties. 

2.  Sponsoring  undergradu- 
ate education  in  drug  ther- 
apy. 

3.  Sponsoring  postgraduate 
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education,  scholarships, 
symposia. 

4.  Contacting  of  physicians 
and  pharmacists  by  detail 
men. 

5.  Drug  advertising  in  profes- 
sional journals. 

6.  Support  of  free  commun- 
ity clinics. 

7.  Free  drugs  for  your  fam- 
ily. 

8.  Free  drugs  for  needy  pa- 
tients. 

9.  Gifts  to  you  of  medical 
equipment. 

10.  Gifts  to  you  of  educa- 
tional literature  (mono- 
graphs and  textbooks). 

11.  Advertising  displays  in 
hospitals. 

12.  Free  samples  of  drugs  for 
physicians. 

13.  Gifts  to  you  of  non-edu- 
cational  items  (pens,  note- 
books, office  knicknacks). 

14.  Sponsoring  of  publication 
of  clinical  studies  on 
drugs. 

15.  Drug  advertising  by  mail. 

16.  Research  grants. 

Part  III  was  designed  to  as- 
certain the  feelings  of  our  sam- 
ple regarding  the  various  as- 
pects of  the  drug  industry  and 
therapeutics.  They  were  asked 
to  indicate  whether  they 
strongly  agree,  agree,  undeci- 
ded, disagree,  or  strongly  disa- 
gree with  the  following  state- 
ments: 

1.  The  various  forms  of  pro- 
motion by  drug  compan- 
ies have  an  effect  on  the 
prescribing  practices  of 
physicians. 

2.  Most  drug  firms  are  inter- 
ested in  improving  thera- 
peutics and  patient  care. 

3.  The  current  sources  of 
drug  information  are  sat- 
isfactory. 

4.  Physicians  in  private  prac- 
tice are  well-informed 


about  clinical  therapeu- 
tics. 

5.  My  acceptance  of  promo- 
tional gifts  from  drug 
firms  increases  the  retail 
drug  price. 

6.  The  government  should 
regulate  drug  prices. 

7.  A comprehensive  drug 
compendium  should  be 
published  (including  pre- 
scribing information,  indi- 
cations, side  effects,  and 
wholesale  cost  of  all  com- 
mon medications  current- 
ly available). 

The  four-page  questionnaire 
(the  fourth  page  left  blank  for 
comments)  was  passed  out  with 
the  following  preamble: 


DRUG  COMPANY 
QUESTIONNAIRE 

This  questionnaire  is  de- 
signed to  assess  your  attitudes 
toward  the  current  relation- 
ships between  health  services 
and  the  pharmaceutical  indus- 
try. We  hope  this  poll  of  stu- 
dents, staff,  and  faculty,  will 
determine  whether  changes  in 
these  contacts  are  needed,  and 
help  formulate  possible  chan- 
ges. 


The  data  were  compiled  and 
displayed  by  computer  as  his- 
tograms for  each  question  with 
the  whole  group  and  individual 
groups.  The  promotional  prac- 
tices in  Part  II  were  ranked 
from  most  acceptable  to  least 
acceptable  by  adding  the  per- 
centages responding  highly  ac- 
ceptable and  acceptable.  If 
two  questions  had  the  same 
percentage  by  this  method, 
they  were  ranked  by  weigh- 
ing the  highly  acceptable  re- 
sponse equal  to  two  acceptable 
responses.  The  practices  were 
also  ranked  by  adding  the  per- 
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centages  responding  highly  un- 
acceptable and  unacceptable. 
The  inverse  of  this  list  was  sim- 
ilar to  the  rank  by  acceptabil- 
ity. 

responses 

In  Part  I,  70  percent  of  the 
medical  students  favored  dis- 
continuing solicitation  of  drug 
companies  to  support  social 
events,  and  over  60  percent 
favored  a policy  statement.  A 
majority  (62  to  82  percent) 
did  not  want  to  discontinue 
acceptance  of  the  items  listed 
in  questions  3 through  6.  The 
majority  of  the  pharmacy  stu- 
dents did  not  want  to  discon- 
tinue any  of  these  practices. 

The  promotional  practices 
listed  in  Part  II  were  ranked 
according  to  their  acceptability 
for  each  group.  Table  1.  Over 
90  percent  of  the  medical  stu- 
dents rated  support  of  free 
community  clinics  and  free 
drugs  for  needy  patients  ac- 
ceptable (the  sum  of  accep- 
table and  highly  acceptable 
responses).  Postgraduate  edu- 
cation, research  grants  and 
publication  of  clinical  studies 
on  drugs  were  acceptable  to 
over  75  percent  of  the  medical 
students.  However,  contact  by 
detail  men  was  acceptable  to 
just  over  50  percent;  drug  ad- 
vertising by  mail  to  34  per- 
cent, non-educational  gifts  to 
28  percent,  and  parties  to  only 
17  percent.  Sponsoring  of  so- 
cial events  was  unacceptable  or 
highly  unacceptable  to  over  69 
percent  of  the  medical  stu- 
dents. 

Detail  men  were  more  ac- 
ceptable to  the  pharmacy  stu- 
dents (78  percent  acceptable), 
and  support  of  free  clinics  was 
slightly  less  acceptable.  Other- 
wise, their  ranking  was  very 
similar  to  medical  students. 


TABLE  I 


Acceptability  of  various  promotional  practices 


Practice*  Acceptability  Rank 


Medical  Class 

1st 

2nd 

3rd 

4th 

Pharmacy 

Free  Clinics  (6)  ** 

2 

2 

1 

1 

6 

Needy  Patients  (8) 

1 

1 

2 

3 

4 

Postgraduate  Education  (3) 

4 

4 

4 

2 

2 

Research  Grants  (16) 

3 

3 

3 

5 

1 

Publication  of  Drug 
Studies  (14) 

5 

5 

7 

11 

3 

Textbooks  (10) 

7 

7 

6 

4 

5 

Undergraduate  Education  (2) 

6 

6 

9 

10 

7 

Free  Samples  (12) 

8 

8 

8 

7 

10 

Journal  Ads  (5) 

9 

10 

5 

6 

9 

Medical  Equipment  (9) 

12 

9 

10 

8 

11 

Drugs  for  Your  Family  (7) 

11 

11 

11 

9 

13 

Detail  Men  (4) 

10 

12 

13 

12 

8 

Advertising  Displays 
in  Hospitals  (11) 

14 

15 

12 

13 

12 

Mail  Advertising  (15) 

13 

14 

14 

14 

15 

Non-educational  Gifts  (13) 

15 

13 

15 

15 

16 

Parties  (1) 

16 

16 

16 

16 

14 

*The  practices  are  listed  in  order  of  acceptability  of  the  whole  medical  student  group. 
**Refers  to  question  number  in  Part  II. 


The  subjective  attitudes  in 
response  to  Part  III  of  the 
questionnaire  are  grouped  in 
Table  2 with  the  percentages 
combined  for  strongly  agree- 
and  agree,  and  strongly  disa- 


gree and  disagree  for  the  whole 
medical  group. 

Under  Section  A,  Table  2, 
are  three  statements  related  to 
drug  information.  Most  re- 
sponders felt  that  sources  of 


drug  information  were  unsatis- 
factory. A question  on  how 
well  clinicians  are  informed  on 
therapeutics  was  included  to 
further  assess  the  responders’ 
attitudes  on  the  adequacy  of 
sources  of  drug  information. 
Probably  due  to  lack  of  direct 
contact  with  physicians,  a large 
percentage  were  undecided  on 
this  question.  Nevertheless, 
many  felt  that  physicians  were 
not  well  informed.  Nearly 
everyone  felt  that  a compre- 
hensive compendium  including 
prescribing  information,  side 
effects  and  cost  should  be  pub- 
lished. 

Section  B of  this  table  asses- 
ses the  effect  of  promotional 
practices.  Sixty  percent  feel 
that  the  promotional  practices 
affect  prescribing,  but  the  sam- 
ple is  split  regarding  whether 
gifts  increase  the  drug  prices. 

Section  C records  the  ma- 
jority belief  that  most  drug 
firms  are  interested  in  improv- 
ing therapeutics  and  patient 
care.  Despite  the  difficulty 
with  drug  promotional  prac- 
tices, only  25  percent  of  the 
group  believe  the  government 
should  regulate  drug  prices. 

Over  70  percent  of  the  phar- 
macy students  felt  that  private 
physicians  were  not  well  in- 
formed about  therapeutics,  and 
75  percent  believed  that  pro- 
motion by  drug  companies  af- 
fect prescribing  practices.  Oth- 
erwise, their  attitudes  were 
very  similar  to  the  medical  stu- 
dents. 

Analysis  of  the  questionnaire 
showed  that  the  ranking  ac- 
ceptability of  various  promo- 
tional practices  is  very  similar 
for  each  medical  class.  Never- 
theless, seniors  are  more  apt  to 
accept  most  of  these  practices 
than  juniors  and  the  trend  is 
apparent  through  all  four 
classes.  In  addition,  a greater 
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TABLE  II 


% 

% 

% 

Statement 

A. 

Drug  information- 

Strongly  agree 
or  agree 

Strongly  disagree 
or  disagree 

Undecided 

sources  are  satisfactory  (3) 

Private  physicians  are 
well  informed  about 

1*  18 

63 

19 

therapeutics  (4) 
Drug  compendium 

10 

49 

41 

should  be  published 
B. 

Promotion  by  drug 
companies  affect 

95 

1 

4 

prescribing  practices  (1) 
My  acceptance  of  gifts 

60 

24 

16 

increases  drug  price  (5) 
C. 

Most  drug  firms  are 
interested  in  improving 
therapeutics  and  patient 

40 

39 

21 

care  (2) 

Government  regulation 

54 

19 

26 

of  drug  prices  (6) 
‘Question  number  in  Part  III 

25 

49 

26 

percentage  of  third  and  fourth 
year  classes  disagree  with  gov- 
ernment regulation  of  drug 
prices.  All  classes  strongly  sup- 
port a comprehensive  drug 
compendium. 

Several  people  commented 
that  they  could  make  a better 
estimate  of  the  acceptability  of 
various  promotional  practices 
if  they  knew  how  much  money 
was  spent  on  each  practice. 
Last  spring  a meeting  was  held 
with  students  and  detail  men 
from  six  major  pharmaceutical 
companies.  Preliminary  data 
from  this  survey  were  pre- 
sented, and  a series  of  ques- 
tions was  formulated  including 
the  relative  cost  of  the  various 
promotional  practices.  Each 
drug  company  representative 
sent  this  list  of  questions,  plus 
the  preliminary  data  on  this 
survey,  to  his  company.  To 


date  we  have  had  no  answer  to 
any  of  these  questions.  Never- 
theless, drug  company  repre- 
sentatives have  been  extremely 
helpful  in  supplying  drugs  for 
free  medical  clinics  and  needy 
patients. 

comments 

The  results  of  this  question- 
naire at  the  University  of  Wash- 
ington Medical  School  will 
leave  many  questions  unan- 
swered, but  do  resolve  some 
controversies.  Of  principal  in- 
terest were  opinions  on  inade- 
quacy of  available  source  of 
drug  information,  and  the 
heavy  plurality  favoring  a drug 
compendium  with  complete  in- 
formation about  current  phar- 
macologic agents  and  notably 
their  cost. 

The  questionnaire  also 
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showed  marked  differences  in 
acceptability  of  various  pro- 
motional practices  of  the  drug 
firms.  The  most  acceptable 
practices  are  support  of  free 
community  clinics  and  dona- 
tion of  drugs  to  needy  patients. 
In  addition,  the  distribution  of 
educational  items  by  the  firms 
appears  to  be  a reasonable 
alternative  to  less  acceptable 
practices  of  advertising  by 
mail,  displays  in  hospitals,  con- 
tact by  detail  men,  sponsoring 
of  social  events  and  gifts  of 
non-educational  value. 

A recurrent  comment  from 
the  responders  was  the  unac- 
ceptability of  half-truth  and 
slick  advertising  techniques, 
plus  the  importance  of  alter- 
nate sources  of  information,  as 
illustrated  by  the  following 
comment: 

“Presently  the  most  con- 


venient  and  voluminous 
source  of  information  about 
drugs  is  the  pharmaeeutical 
company.  This  situation 
should  not  exist,  and  that  it 
does  is  the  fault  of  the  phy- 
sician. They  and  their  pa- 
tients are  the  source  as  well 
as  the  utilizer  of  the  infor- 
mation. I think  that  the 
cause  of  health  eare  would 
best  be  served  if  the  physi- 
cians through  the  AMA 
would  collect  and  dissemi- 
nate information  about 
drugs.  The  availability  of 
this  information  would  di- 
minish the  impact  of  glossy 
ads  and  the  complementary 
books  and  trinkets.  This  ap- 
proach would  be  more  con- 
structive than  that  of  put- 


ting legal  restraints  on  the 
pharmaeeutical  companies.” 
We  believe  that  the  foregoing 
results  have  value  in  reassessing 
drug  company-medical-com- 
munity relationships.  This  sur- 
vey has  indicated  that  promo- 
tional practices  have  different 
priority  values  to  this  group  of 
future  physicians.  These  prior- 
ities are  directed  toward  im- 
proving physicians’  knowledge 
about  drugs,  and  making  these 
drugs  available  to  needy  pa- 
tients. 

We  recommend  that  the 
pharmaceutical  companies  con- 
sider reallocation  of  their  ad- 
vertising dollars  to  support 
practices  valued  on  a scale 
similar  to  the  one  we  have  pre- 
sented. 


It  would  be  very  educational, 
if  not  consoling,  to  have  a re- 
port published  by  the  pharma- 
ceutieal  industry.  Pharmaceuti- 
cal Manufacturers  Assoeiation, 
or  individual  companies,  listing 
which  of  their  advertising  prac- 
tices are  most  effective  in 
boosting  sales  of  preseription 
items. 

We  hope  this  information 
will  stimulate  practicing  physi- 
cians to  express  their  attitudes 
toward  various  aspects  of  rela- 
tionships between  drug  com- 
panies and  the  medical  com- 
munity. 

University  of  Washington 
School  of  Medicine 
(Mr.  Barnes) 
(98105) 


ANYONE  CAN  UNDERSTAND  BLACK  EYES 

Top  scientists,  with  a few  notable  exceptions,  can  converse  only  in  their 
own  trade  jargon.  It  is  difficult  for  their  less-specialized  colleagues  and  stu- 
dents to  interpret  this,  and  even  more  difficult  for  the  public.  Hence,  mis- 
leading headlines  and  news  items  are  lamentably  frequent  in  the  Press,  on 
radio  and  television.  One  cannot  always  blame  the  reporter  whose  know- 
ledge is  insufficient  to  enable  him  to  realize  he  has  completely  misunderstood 
what  the  expert  said.  A frequent  headline  is  “a  new  cure  for  cancer,”  which 
usually  refers  to  observations  of  the  effect  of  certain  chemicals  inhibiting 
growths  in  experimental  animals.  As  Sir  Mark  Oliphant  points  out:  “The 
unfortunate  lay  reader  whose  child  is  dying  of  leukemia  may  not  understand 
why  his  physicians  will  not  immediately  apply  the  new  knowledge  to  cure  his 
daughter.  ” 

In  courts  of  law,  medical  terminology  should  be  avoided,  and  lay  terms 
used  as  far  as  possible.  In  a Southwark  court  case,  a certain  Dr.  J.  M.  de- 
scribed the  condition  of  a man  as  “bilateral  periorbital  hematoma  and  left 
subconjunctival  hemorrhage.  ” Asked  what  this  meant,  he  replied:  “For  we 
ordinary  mortals,  two  lovely  black  eyes.  ” 

Mr.  J.L.  Crompton,  The  Medical 
Journal  of  Australia,  January  16,  1971 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  it’s  made  by  Wompudl 


CALORIES  / 7 oz.  Serving 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


OREGON 


Oregon  Medical  AsSOciation-'^yM  S.W.  park  place,  Portland,  Oregon  97205 


PRESIDENT 
SECY-TREAS. 
EXECUTIVE  DIRECTOR 


Robert  L.  Hare,  M.D.,  Portland 
Donald  F.  Kelly,  M.D.,  Portland 
Mr.  Robert  L.  Dernedde,  Portland 


The  Oregon  Program  of  Screening  for 
Inborn  Errors  of  Metabolism 


Oregon  law  provides  that  every  infant  born 
in  Oregon  shall  have  a blood  test  for  phenyl- 
ketonuria prior  to  two  weeks  of  age.  At  the 
State  Board  of  Health  Laboratory  we  are  mak- 
ing the  Guthrie  Inhibition  Assay  test  using 
blood  spots  on  filter  paper.  In  addition,  we 
are  sereening  for  galaetosemia,  maple  syrup 
urine  disease,  tyrosinemia,  and  homocystinu- 
ria. 

phenylketonuria 

Instructions  to  the  hospitals  suggest  that 
the  blood  spots  be  obtained  just  prior  to  dis- 
charge of  the  baby.  Also  the  mother  is  given  a 
filter  paper  testing  kit  with  matching  number, 
with  a request  to  have  a follow-up  test  done  in 
four  to  six  weeks.  This  second  test  is  impor- 
tant because  some  babies  do  not  have  suf- 
ficient milk  challenge  prior  to  discharge  to 
cause  an  elevation  of  blood  phenylalanine. 
Out  of  the  twenty-four  Oregon  cases  identi- 
fied in  the  newborn  period,  one  typical  case 
would  have  been  missed  on  the  first  test  alone. 
In  addition,  one  case  of  hyperphenylalanin- 
emia,  requiring  a period  of  dietary  limitation 
of  phenylalanine  intake,  would  also  have  been 
missed.  Recent  report  of  two  to  one  ratio  of 
males  to  females  in  cases  identified  by  Guthrie 
screening  suggests  delay  in  manifestation  of 
phenylketonuria  in  females. 


Recent  reports  indicate  that  some  infants 
may  suffer  brain  damage  if  treatment  is  de- 
layed as  long  as  two  weeks  from  birth.  There- 
fore, we  recommend  that  the  follow-up  test  be 
done,  where  possible,  earlier  than  four  to  six 
weeks.  In  the  vast  majority  of  cases,  a phe- 
nylketonuric  will  be  identified  on  the  first 
test.  Physicians  are  promptly  alerted  to  all 
elevations.  In  these  cases,  the  baby  should  be 
watched  carefully  and  called  in  early  for  a 
follow-up  test.  Generally  the  second  test 
shows  normal  levels,  so  it  is  very  important 
that  the  physician  not  alarm  the  parents  con- 
cerning the  reason  for  the  re-testing.  We  never 
make  a diagnosis  of  phenylketonuria  on  the 
first  Guthrie  test.  If  the  follow-up  test  shows 
a marked  elevation,  we  suggest  a quantitative 
McCamon-Robbins  photofluorometer  test  on 
venous  blood.  This  test  is  also  done  in  the 
State  Public  Health  Laboratory. 

The  State  Board  of  Health  furnishes  Lof- 
enalac  to  all  infants  who  have  a confirmed 
phenylketonuria,  as  determined  by  a rising 
phenylalanine  level  by  Guthrie  test,  a paper 
chromatography  test  confirming  presence  of 
increased  phenylalanine,  a McCamon-Robbins 
quantitative  test,  and  a urine  test  for  metabolic 
break-down  products.  In  addition,  it  is  rec- 
commended  that  both  parents  have  a phe- 
nylalanine loading  test  to  determine  carrier 
status.  For  a typical  phenylketonuric,  both 
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parents  must  be  earriers.  We  furnish  materials 
and  instructions.  Dietary  treatment  should 
not  be  delayed  to  await  results  of  loading  tests 
on  the  parents  unless  the  diagnosis  is  in  doubt. 

Recently,  cases  of  phenylketonuria  have 
been  reported  in  women  who  have  escaped  the 
severe  damage  almost  always  associated  with 
untreated  phenylketonuria.  If  a phenylketo- 
nuric  woman  marries  a normal  man,  all  the 
offspring  will  be  carriers.  The  carrier  state 
would  not  be  identified  by  ordinary  Guthrie 
screening.  However,  nearly  all  offspring  of 
maternal  PKU  cases  will  have  brain  damage  as 
a result  of  the  mother’s  abnormally  high  blood 
phenylalanine  level.  We  are  planning  to  in- 
clude PKU  testing  on  bloods  submitted  for 
syphilis  serology  and  rubella  H-I  antibody  test- 
ing during  pregnancy. 

galactosemia 

Blood  spots  are  tested  for  presence  of  the 
enzyme  galactose-l-phosphate  uridyl  transfer- 
ase, which  is  deficient  or  absent  in  galacto- 
semia. The  Beutler  test  is  used.  If  there  is  no 
fluorescence  the  physician  is  advised  of  the 
possibility  of  galactosemia.  Symptoms  of  ga- 
lactosemia develop  very  rapidly  and  the  infant 
may  die  if  not  taken  off  milk  at  once.  The 
baby  may  be  jaundiced  at  birth  and  have  an 
enlarged  liver.  Lens  opacity  may  be  found. 
Usually  the  baby  will  show  increasing  irritabil- 
ity and  vomiting.  We  occasionally  get  a false 
positive  Beutler  test.  However,  it  is  wise  to 
get  a follow-up  blood  test  soon,  especially  if 
the  infant  has  any  suspicious  symptoms.  If 
there  is  any  question,  it  is  wise  to  take  the 
baby  off  milk  and  use  Nutramigen  or  soy  bean 
milk.  This  will  not  change  the  Beutler  test.  If 
there  is  any  question  of  galactosemia  at  birth, 
obtain  a Guthrie  test  on  cord  blood. 

maple  syrup  urine  disease 

This  condition  also  progresses  swiftly,  with 
rapid  general  deterioration  and  marked  evi- 
dence of  brain  irritability.  We  screen  for 
leucine,  which  is  one  of  the  three  branch-chain 
amino  acids  involved  in  this  condition.  The 
diet  must  be  entirely  synthetic  and  must  not 
contain  leucine,  isoleucine,  or  valine.  If  the 
leucine  level  is  elevated  on  Guthrie  test,  the 
physician  will  be  notified  at  once  by  tele- 
phone. Another  sample  should  be  submitted 
immediately  or,  if  the  baby  has  symptoms,  he 


should  be  admitted  to  Doernbecher  Hospital 
at  once.  If  an  odor  of  maple  syrup  is  detected 
in  the  urine,  prompt  action  is  imperative. 

tyrosinemia 

Most  prematures  will  show  a fairly  marked 
elevation  of  tyrosine.  For  this  reason,  we  do 
not  report  elevations  in  babies  whose  birth 
weight  is  under  six  pounds.  If  the  follow-up 
test  is  still  positive,  the  physician  will  be  asked 
to  submit  blood  for  another  Guthrie  test,  and 
possibly  a dried  urine  spot. 

homocystinuria 

Guthrie  test  will  show  an  elevation  in  methi- 
onine. If  this  is  reported,  the  physician  will  be 
asked  to  submit  another  blood  sample  and  a 
urine  spot  that  can  be  tested  for  homocystine 
by  paper  chromatography.  Since  this  con- 
dition usually  leads  to  mental  retardation,  it  is 
important  to  identify  it  as  soon  as  possible. 
Dietary  management  has  been  successful. 

In  the  case  of  prematures,  the  question  of 
when  to  submit  the  first  blood  for  Guthrie 
test  always  arises.  In  the  case  of  PKU,  the 
time  would  not  make  much  difference,  as  long 
as  it  was  done  sometime  in  the  first  two  weeks 
of  life.  If  the  baby  should  have  galactosemia 
or  maple  syrup  urine  disease,  he  would  cer- 
tainly show  some  symptoms  as  outlined  above. 
In  that  case,  blood  for  a Guthrie  test  should 
be  submitted  at  once. 

If  there  are  any  questions  concerning  the 
screening  program,  please  contact: 

Carl  G.  Ashley,  M.D. 

Box  231 

Portland,  Oregon  97207 
or  call  229-5593 

We  shall  be  happy  to  furnish  a copy  of  our 
reference  booklet  “Phenylketonuria  and  Other 
Inborn  Errors  of  Metabolism-The  Oregon  Pro- 
gram.” 

Carl  G.  Ashley,  M.D. 

OMA  Board  Reviews  New  Insurance  Plan 

As  its  March  meeting  the  Oregon  Medical 
Association’s  Board  of  Trustees  reviewed  and 
gave  tentative  approval  to  a new  professional 
liability  program  for  members  of  OMA.  The 

continued  on  page  275 
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Regularity- 
for  about  half  the 


regular  cost 

Especially  for  your  patients  on 
fixed  incomes  there  is  ample 
reason  to  recommend  Regutol.  It 
costs  about  half  what  the  other 
stool  softeners  with  dioctyl  sodium 
sulfosuccinate  cost.  Yet  it  offers 
the  same  quality  and  advantages 
as  the  more  expensive  brands. 

Regutol  is  gentle.  It  works 
without  laxative-type  irrita- 
tion. It  enables  the  natural 
moisture  in  the  colon  to 
soften  or  prevent  hard 
stools.  There’s  no  cramping 
or  urgency.  Just  a comfort- 
able return  to  easier,  normal 
evacuation. 

Regutol.  For  older 
patients  or  any  patient  with 
constipation.  It’s  the  gentle 
approach  to  therapy... phys- 
iologically and  economically. 

Regutoi* 

Dioctyl  Sodium 
Sulfosuccinate,  100  mg. 
Calcium  Pantothenate, 

50  mg. 


Pharmaco,  Inc. 

Division  of  Schering  Corporation 
Kenilworth,  New  Jersey  07033 


With  vitamins^  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with:  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  pbenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 


Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 
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Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  IV3  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 


nitrate  (Vit.  B,)  15  mg 

Riboflavin  (Vit.  62)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  BJ  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 

HT^I'H'RObins 


drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond,  Va.  23220 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  Tkmnatal 


each  tablet,  capsule  or  eachDonnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (%  gr.)  16.2  mg. 
(Warning : may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may  j 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage,  j 
Administer  with  caution  to  patients  with  incipient  ■ 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra-  j 
indicated  in  acute  glaucoma,  advanced  renal  or  hepatic  I 
disease  or  a hypersensitivity  to  any  of  the  ingredients.  I- 

AH'f^OBINS  j| 


A.  H.  ROBINS  COMPANY.  RICHMOND,  VIRGINIA  23220 
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new  plan  will  be  implemented  pending  formal 
approval  by  the  House  of  Delegates,  and  final 
negotiations  with  the  carrier. 

As  planned  by  OMA’s  Professional  Consul- 
tation Committee,  insurance  intermediaries, 
and  the  carrier,  all  phases  of  liability  insurance 
including  umbrella  coverage  of  up  to  $5  mil- 
lion for  qualified  applicants  will  be  available 
through  the  basic  master  policy. 

The  Professional  Consultation  Committee’s 
report  noted  the  new  carrier  will  give  the  Com- 
mittee more  policy-making  authority  over  de- 
termination of  who  should  be  covered.  The 
present  carrier  has  decided  to  discontinue  its 
liability  coverage  through  OMA  because  of 
current  lack  of  legal  reserve  funds.  Spokesmen 
for  the  carrier  emphasized  the  decision  to  with- 
draw from  the  group  program  did  not  relate  to 
poor  performance  of  covered  members.  It  was 
also  emphasized  that  little  or  no  disruption 
would  occur  during  the  changeover. 

In  other  business,  the  Board  elected  John 
Hutton,  Portland,  to  Life  membership.  Dr. 
Hutton  became  a member  of  the  Oregon  Medi- 
cal Association  in  1939. 

The  Board  also  approved  a recommendation 
of  the  Executive  Committee  to  submit  a re- 
quest to  establish  a scientific  section  on  ortho- 
pedics to  the  House  of  Delegates  at  its  April 
Meeting.  If  approved,  the  new  orthopedic  sec- 
tion would  bring  the  total  number  of  scientific 
specialties  officially  represented  in  OMA  to  1 1. 

Trustees  also  reviewed  and  approved  a re- 
port of  the  Public  Policy  Committee  which 
established  positions  on  a total  of  86  bills  cur- 
rently under  consideration  by  the  Oregon  State 
Legislature.  Also  announced  was  the  apparent 
success  of  the  OMA  drive  to  repeal  the  portion 
of  the  Basic  Science  Law  which  requires  three 
years  in  practice  to  waive  the  basic  science 
exam.  At  the  time  of  the  Board  meeting,  both 
houses  of  the  legislature  had  passed  the  bill 
and  it  was  awaiting  the  Governor’s  signature. 

Mr.  Hank  Crawford,  new  associate  executive 
director  of  the  Association,  was  introduced. 
Mr.  Crawford  will  assume  primary  duties  for 
OMA’s  Division  of  Public  Affairs,  and  will  also 
take  similar  responsibility  for  legislative  ac- 
tivities on  the  part  of  the  Association.  He  is  a 
former  teacher,  pharmaceutical  representative, 
and  sales  executive  for  radio  stations  in  Ore- 
gon. The  new  staff  man  was  a Little  All- 
American  football  player  for  Linfield  College. 

Traffic  Safety  Committee  to  Hold  Seminar 


gon  Medical  Association  has  announced  a ten- 
tative date  of  May  14  to  conduct  a seminar  on 
how  to  be  an  effective  medical  witness  in 
Driving  Under  the  Influence  of  Intoxicating 
Liquor  trials. 

The  one-day  program,  which  was  authorized 
by  the  House  of  Delegates  last  spring,  will  pri- 
marily relate  to  instruction  of  physicians  from 
throughout  the  state  on  how  to  most  effec- 
tively testify  as  an  expert  in  cases  involving 
drunk  drivers. 

According  to  Rudolph  M.  Crommelin, 
Chairman  of  the  Committee  on  Traffic  Safety, 
the  seminar  will  treat  such  subjects  as  the 
physiology  of  intoxication,  administration  of 
empirical  testing  to  determine  physical  im- 
pairment due  to  alcohol  consumption,  statisti- 
cal studies  relating  to  the  incidence  of  viola- 
tions and  accidents  in  the  intoxicated  as  op- 
posed to  the  sober  driver,  and  practical  mock 
court  presentations  between  attorney  and 
medical  witness. 

The  seminar  sponsors  hope  to  draw  at  least 
one  physician  participant  from  each  court 
district  in  the  state.  Those  who  attend  will  re- 
ceive special  recognition  for  participating  in 
the  program  and,  hopefully,  will  be  able  to 
serve  as  expert  medical  witnesses  for  their 
communities  in  those  cases  which  such  testi- 
mony is  needed. 

New  Members  of  the  Oregon  Medical 
Association  for  the  year  1971 

Eldon  L.  Erickson,  Corvallis,  Internal  Medi- 
cine; Frederick  D.  Hirsch,  Corvallis,  Radiology  ; 
George  W.  Knox,  Corvallis,  Neurology ; Eldon 
W.  Younger,  Corvallis,  Pediatrics;  Ronald  L. 
Lutz,  Bend,  Anesthesiology;  Thomas  E.  Math- 
eson,  Prineville,  General  Practice;  Stewart 
Tuft,  Jr.,  Bend,  General  Practice;  Alden  B. 
Glidden,  Klamath  Falls,  General  Practice; 
Willard  R.  Lilly,  Klamath  Falls,  Orthopedics; 
Dennis  K.  Collis,  Eugene,  Orthopedics;  Milford 
W.  Freeman,  Eugene,  Anesthesiology;  R.  Jer- 
ome Kasher,  Cottage  Grove,  Surgery;  Marian 
F.  Mayo,  Waldport,  General  Practice;  Bentley 
B.  Altizer,  Lebanon,  Surgery;  Mercedes  F.  Al- 
tizer,  Lebanon,  General  Practice;  K.  Clair  An- 
derson, Albany,  Orthopedics;  Monty  R.  Elli- 
son, Albany,  Orthopedics;  Benjamin  E.  Ken- 
agy,  Brownsville,  General  Practice;  Theodore 
T.  Bolliger,  Salem,  Radiology;  John  R.  Chris- 
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An  intestiiial 
autobiography 

of  rage, 
contentment 
and  horror* 


"Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  byA.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit.’’* 


“The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful."* 


He  was  overwhelmed  by 
"paralyzing  horror”  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  “. . . the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period "* 


Background 

‘Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40-| 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might  h 
own  family.  His  full-time  job  is  as  a “humat 
laboratory,”  and  throughout  the  13-year  pefd 
of  the  study,  he  has  taken  great  personal  p 
in  his  own  participation. 


|e 


A story  charged  with  emotion 

The  graphs  on  the  facing  page  are  intestinal  motility 
readings  on  a human  subject  experiencing  the 
emotions  of  rage,  contentment  and  horror  (see 
“Background”  below  left).  This  “intestinal 
autobiography”  dramatizes  the  point  that  certain 
emotions  correlate  with  specific  patterns  of 
G.I.  motility. 

I The  visceral  clutch 
! and  functional  G.I.  disorders 

(The  gut  response  to  stress  has  been  amply 
demonstrated  in  many  functional  G.I.  disorders. 

I Nervous  diarrhea  and  irritable  colon  syndrome,  for 
example,  are  disorders  associated  with  abnormal  G.I. 
motility.  And  these  disorders  are  commonest  among 
patients  sensitive  to  life-stress  situations  productive 
i of  conflict  and  excessive  anxiety. 

|Librax^calms  anxiety, 
calms  the  gut 

(In  these  areas  of  G.I.  pathology,  Librax  has  become 
a mainstay  of  adjunctive  therapy.  Reason?  Effective 
two-way  calming  action.  Librax,  by  relieving 
excessive  anxiety,  not  only  helps  calm  emotional 
overreaction  to  stress,  it  controls  intestinal 
hypermotility,  too.  Depend  on  Librax— the  only  drug 
1 that  combines  the  well-known  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  potent, 
dependable  antisecretory/antispasmodic  action  of 
Quarzan®  (clidinium  Br). 

1 or  2 capsules,  3 or  4 times  daily 
in  the  treatment  of 
nervous  diarrhea  and 
irritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  Instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 

In  functional  G.I.  disorders, 

"t*  A * 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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topher,  Salem,  Pathology;  Donald  W.  Fortlage, 
Salem,  Pediatrics;  Carl  H.  Matthey,  Jr.,  Salem, 
Surgery;  Frederick  W.  Tiley,  Salem,  Ortho- 
pedics; Lee  Allen,  Portland,  Dermatology ; Wil- 
liam C.  Awe,  Portland,  Surgery;  Carl  R. 
Bankes,  Portland,  Anesthesiology;  F.  Frank 
Gabor,  Portland,  Urology ; James  H.  Gilbaugh, 
Jr.,  Portland,  Urology;  Robert  H.  Gustafson, 
Portland,  Anesthesiology;  Eugene  A.  Kazmier- 
ski,  Portland,  Internal  Medicine;  J.  Halisey 
Kennedy,  Portland,  Physical  Medicine  and  Re- 


habilitation; Paul  F.  Klosterman,  Portland,  In- 
ternal Medicine;  Edwin  A.  Mickel,  Gladstone, 
General  Practice;  Frederick  J.  Oerther,  Port- 
land, Neuphrology;  David  G.  VanSickle,  Port- 
land, Internal  Medicine;  Glenn  H.  Weyhrich, 
Portland,  Obstetrics  and  Gynecology;  Roy  P. 
Rasmussen,  Jr.,  Hermiston,  General  Practice; 
Gerald  B.  Voelker,  Tigard,  Internal  Medicine; 
Gary  K.  Reschly,  McMinnville,  General  Prac- 
tice; Barney  S.  Saunders,  McMinnville,  Inter- 
nal Medicine;  Peter  H.  Rozendal,  Corvallis, 
Public  Health;  and  Paul  W.  Jones,  Eugene, 
Neurology. 


UOMS  Alumni  Association  to  Hold 
Annual  Meeting 


/ 


ROGER  O.  EGEBERG,  M.D. 


The  56th  Annual  Scientific  meeting  of  the 
Alumni  Association  of  the  University  of  Ore- 
gon Medical  School  will  be  held  in  conjunction 
with  the  spring  series  of  Sommer  Memorial 
Lectures  April  21-23,  1971  at  Portland’s  Ben- 
son Hotel. 

Roger  O.  Egeberg,  Assistant  Secretary  for 
Health  and  Scientific  Affairs,  Department  of 
Health,  Education  and  Welfare,  Washington, 
D.C.  will  be  the  featured  speaker  at  the  An- 
nual Luncheon  April  22. 

WEDNESDAY,  APRIL  21 

9:30  a.m.  Recognition  of  Curable  Forms  of 
Hypertension,  Sommer  Memorial 
Lecture 

Grant  W.  Liddle,  M.D.,  Nashville, 
Tennessee 


2:30p.m.  Tolerance  for  Hemorrhagic 
Shock,  Sommer  Memorial  Lec- 
ture 

William  R.  Drucker,  M.D.,  Toron- 
to, Canada 

4:00  p.m.  Genetics  of  Transplantation  in 
Man,  Sommer  Memorial  Lecture 
Fritz  H.  Bach,  M.D.,  Madison 
Wisconsin 

THURSDAY,  APRIL  22 

9:00a.m.  The  Homograft  Reaction  and 
Graft  Rejection,  Sommer  Memo- 
rial Lecture 

Fritz  H.  Bach,  M.D.,  Madison, 
Wisconsin 

10:00  a.m.  Stat  Electro  Cardiography  in  Car- 
diac Crises 
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Herbert  Semler,  M.D.,  Portland, 
Oregon 

10:45  a.m.  Role  of  Insulin  in  Metabolic  Re- 
sponse to  Shock,  Sommer  Memo- 
rial Lecture 

William  R.  Drucker,  M.D.,  Toron- 
to, Canada 

12:00  noon  Luncheon  Address,  Roger  O. 

Egeberg,  M.D.,  Washington,  D.C. 

2:00  p.m.  Alumni  Association  Awards  Pre- 
sentation 


2:15  p.m.  Developments  in  UOMS  Family 
Practice 

Laurel  Case,  M.D.,  Portland,  Ore- 
gon 

2:45  p.m.  What’s  Hew  in  Mental  Retarda- 
tion 

Richard  L.  Sleeter,  M.D.,  Port- 
land, Oregon 

3:  30  p.m.  “Cyclic  AMP’’ for  Physicians  over 
30,  Sommer  Memorial  Lecture 
Grant  W.  Liddle,  M.D.,  Nashville, 
Tennessee 


Evening  Class  Reunions: 

1936— Faulkner  Short,  chair- 
man 

1941— Jarvis  Gould,  chairman 


1946— Donald  Brown  and  Len- 
don  Smith,  chairmen 

1951— Ernest  Livingstone, 
chairman 

1956— Darrell  Landrey,  chair- 
man 

1961— George  Caspar,  chair- 
man 


FRIDAY,  APRIL  23 

9:00  a.m.  Cushing’s  Syndrome  - 1971,  Som- 
mer Memorial  Lecture 
Grant  W.  Liddle,  M.D.,  Nashville, 
Tennessee 


10:00  a.m.  Therapeutic  Control  of  Cerebral 
Blood  Flow 

C.  Conrad  Carter,  AID.,  Portland, 
Oregon 

11:00  a.m.  Post-operative  Alterations  in  Nu- 
trition, Sommer  Memorial  Lec- 
ture 

William  R.  Drucker,  M.D.,  JToron- 
to,  Canada 

2:00  a.m.  Immunotherapy  of  Cancer,  Som- 
mer Memorial  Lecture 
Fritz  H.  Bach,  M.D.,  Madison, 
Wisconsin 


COMMUNICATION  WITH  COLLEAGUES 

The  skills  of  communication  are  themselves  varied.  With  professional  col- 
leagues in  the  setting  of  patient  care  (and  no  less  importantly  between  teacher 
and  taught),  the  essence  is  clarity.  Recently,  a house-surgeon  had  taken  a 
swab  from  an  infected  wound,  and,  wishing  to  have  it  cultured,  asked,  “Sister, 
have  you  any  transport  medium?’’  The  reply  was:  “No,  I’m  afraid  all  my 

nurses  are  busy,  you’ll  have  to  take  it  down  yourself.  ’’  In  the  context  of  un- 
dergraduate instruction,  “the  hernia  commonest  in  women”  (femoral),  is  not 
identical  to  “the  commonest  hernia  in  women”  (inguinal)  (Donald,  1969). 

Mr.  J.L.  Crompton,  The  Medical 
Journal  of  Australia,  January  16,  1971 
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9010  - 13th  Avenue,  N.W.,  Seattle,  Washington  98107  TEL:  (206)  784-0781 


Medical  Director:  John  B.  Riley,  M.D. 

Administrator:  Marie  Dewey 

Treatment  Program: 

A closed  staff  hospital  whose  individual  staff  members  vary  exceedingly  in 
their  schools  of  thought.  Patients  are  admitted  upon  the  recommendation  of 
a staff  psychiatrist  who  will  be  in  attendance  of  the  patient  needing  care. 
Psychotherapy,  pharmacotherapy  and  electroconvulsive  therapy  are 
employed.  Occupational  therapy  is  maintained  daily. 


Licensed  by: 
Registered  by: 
Accredited  by: 
Certified: 

Year  Opened: 


State  of  Washington 
American  Hospital  Association 
Joint  Commission  on  Accreditation  of  Hospitals 
To  participate  under  Medicare 

1946  No.  Beds:  38  No.  Admissions  Annually:  413 

A proprietary  hospital,  operated  by  a corporation. 


Physical  Description: 

Located  on  the  comer  of  90th  Street  and  13th  Avenue,  N.W.  Seattle,  the 
building  is  two  stories  high,  with  automatic  sprinkler  system  throughout. 
There  is  a large  dining  room  for  patients,  a lounge  on  the  second  floor,  and  a 
large  recreation  room  in  the  basement,  with  a large  landscaped  area  at  the 
rear  of  the  building  with  a patio  area. 

Rates: 

Ward  rate,  two,  three  or  four  beds,  $45.00  per  day. 

Private  room,  $50.00  per  day. 

Rates  include  room,  board,  nursing  care. 

Safe  room,  $45.00  per  day. 

Alcoholics  are  charged  $45.00  per  day. 

Extra  charges  for  dmgs,  occupational  therapy  material,  and  personal  items. 
Require  payment  of  one  week  in  advance. 

Method  of  Reporting  to  Referring  Physician: 

By  telephone  and  letter. 

Admissions: 

Upon  recommendation  of  a staff  psychiatrist 

Visiting  Regulations: 

Governed  by  the  attending  physician. 


j 


Editorial  continued  from  page  243 

the  likelihood  of  error  in  everyday  use.  In 
actuality,  each  of  the  codes  used  stems  from  a 
National  Drug  Code— multiple-digit  code  de- 
veloped by  a joint  pharmaceutical  industry- 
FDA  venture.  Its  goal  is  not  simply  to  assist 
in  identification  of  drugs  but  more  important- 
ly to  develop  a computer-based  drug  informa- 
tion system— a feasible  goal  for  the  1970’s. 

Obviously,  this  planned-for,  industry-wide 
conversion  to  a coded  imprint  system  can’t 
take  place  overnight;  yet,  it  ought  not  con- 
sume many  more  years.  Similarly,  physicians 
may  not  adopt  its  use  quickly— but  each  might 


well  acquaint  himself  with  the  technique  so 
he  can  take  full  advantage  of  its  potentials  as 
it  emerges.  By  1975— perhaps  sooner— each 
practitioner  ought  be  able  to  pinpoint  the 
precise  identity  of  each  and  every  solid  medi- 
cation form  in  virtually  seconds  for  accidental 
ingestions,  suicide  attempts  or  simple  pre- 
scription refills.  Thus,  in  contrast  to  today’s 
ineffective  and  inefficient  time  consuming 
flails  which  we  use  in  trying  to  recognize  un- 
known tablets  and  capsules,  we’ll  have  tech- 
nologic innovation  at  our  fingertips— thanks  to 
an  industry-government  partnership. 

W.O.R. 
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COMMUNICATION  WITH  STUDENTS 


In  the  teaching-learning  process  something  more  than  clarity  of  expression 
is  necessary;  the  teacher  must  somehow  highlight  the  important  aspects  of  his 
topic,  and  make  sure  that  those  that  are  obscure  are  not  better  remembered 
because  of  their  curiosity.  It  is  often  apparent  that  the  more  senior  the 
teacher,  the  less  is  he  able  to  divorce  himself  from  his  specialized  jargon  to 
communicate  with  his  juniors.  Students  have  long  been  painfully  aware  that 
their  teachers  have  themselves  had  no  teaching  on  teaching;  the  teachers  re- 
main blissfully  unaware  of  this  deficiency.  ^ ^ crompton.  The  Medical 

Journal  of  Australia,  January  16,  1971 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola^ 
products. 


p^u^idSAFFlOWER  OIL 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1. 


Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automati< 


A 


transMipn. 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
If  s a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  ofT^to  Tsat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  Tg— T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTH ROiD  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS; 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism ; sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  O.I  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  O.I  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 

a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Giddeposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS! 
0.05 mg.  (white)  ;0. 1 mg. (yellow) ; 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  furthei 
information. 


FLINT  LABORATORIE 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Morton  Grove,  Illinois  60053 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98ns 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Wolfred  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


Donation  From  Those  Who  Know 


Mr.  George  Biddle  presents  check,  representing  contribu- 
tions from  CAPRI  participants  to  the  Medic  1 fund,  to  Frank 
R.  Hanson,  Assistant  Chief,  Seattle  Fire  Department.  Second 
from  left  is  Howard  R.  Pyfer,  M.D.,  Executive  Director  of  the 
program.  Mr.  Belvin  Doan,  Executive  Secretary  and  co-foun- 
der with  Dr.  Pyfer,  is  on  the  right.  Mr.  Biddle,  now  leading  an 
active  life  of  business  and  outdoor  sports,  which  includes 
playing  18  holes  of  golf,  pulling  his  own  golf  cart,  was  one  of 
those  entering  the  program  in  1968,  barely  able  to  make  the 
circle  of  the  relatively  small  gymnasium  at  a slow  shuffle. 


Seattle’s  mobile  coronary  care  vehicle,  Med- 
ic 1,  received  support  in  its  money  raising 
campaign  early  this  year  when  men  who  have 
had  coronary  and  pulmonary  problems  made 
a modest  but  significant  donation  to  the  fund. 
The  check  was  presented  to  Frank  R.  Hanson, 
Assistant  Chief,  Seattle  Fire  Department,  at 
the  Downtown  YMCA,  February  26.  Men 
contributing  to  the  fund  are  participants  in  an 
exercise  program  conducted  by  the  Cardio 
Pulmonary  Research  Institute  (CAPRI)  of 


which  Howard  R.  Pyfer  is  Executive  Director. 
Myocardial  infraction  brought  most  of  the 
men  into  the  program  but  several  are  in  it  be- 
cause of  pulmonary  problems. 

Medic  1 is  an  elaborately  equipped  vehicle 
operated  by  the  Seattle  Fire  Department  as  an 
emergency  vehicle  with  its  chief  function  be- 
ing preservation  of  the  life  of  victims  of  coro- 
nary occlusion.  It  is  manned  by  firemen  who 

continued  on  page  290 
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die  night  shift 
of  depression... 
insomnia 


Depression  is  a 24-hour-a-day  problem.  And  insomnia  is 
often  its  nocturnal  expression.  In  fact,  insomnia  may  be  a 
key  symptom  in  establishing  the  diagnosis  of  depression. 

ELAVIL  HCI  (Amitriptyline  HCI,  MSD)  may  prove  quite 
helpful  when  you  have  arrived  at  such  a diagnosis.  Unlike 
psychic  energizers  or  agents  that  merely  elevate  mood, 
ELAVIL  HCI  embodies  a mild  antianxiety  action  which 
manifests  itself  even  before  the  fundamental  antidepressant 
activity  of  the  drug  becomes  evident.  Daytime  drowsiness 
occurs  in  some  patients,  usually  within  the  first  few 
days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid 
patients  or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible. 


Contraindications;  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 


When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine.- 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  the  Direction 
Circular.  Merck  Sharp  & Dohme.  Division  of  Merck&Co.,lnc..  West  Point,  Pa.  19486 
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have  been  given  special  training  in  handling 
cardiac  emergencies. 

The  CAPRI  program  was  started  by  Dr. 
Pyfer  and  Mr.  Doan  in  1968,  with  a small 
group  of  patients,  referred  by  their  physicians, 
willing  to  become  subjects  of  an  experiment 
in  rehabilitation  through  exercise.  Some  were 
barely  able  to  shuffle  around  the  gymnasium 
floor  when  they  started  but  gradually  built  up 
tolerance  until  they  could  jog  a mile  without 
resting. 

Participants  are  accepted  only  if  referred  by 
their  personal  physicians  and  are  carefully 
checked  for  exercise  tolerance  before  they 
begin  the  program  of  jogging  and  supervised 
calisthenics.  Resuscitation  equipment  is  avail- 
able during  the  sessions  and  telemetered 
cardioscope  monitor  is  used  if  there  is  any 
question  about  capability  of  a participant.  All 
personnel  have  been  trained  in  use  of  the 
equipment. 

■Members  of  the  group  are  instructed  to  stop 
at  the  always  available  cardiograph  for  a quick 
tracing  if  pain  develops  at  any  time  during  the 
session.  A defibrillator  is  ready  for  immediate 
use  if  anyone  should  develop  fibrillation  during 
the  exercise  session. 

The  CAPRI  program,  perhaps  best  labeled 


Telemetered  cardioscope  demonstrated.  It  is  part  of  the 
monitoring  equipment  available.  Left  to  right  — Howard  R. 
Pyfer,  M.D.,  Assistant  Chief,  Frank  Hanson,  Herbert  L. 
Hartley,  M.D.,  editor  of  NORTHWEST  MEDICINE,  D.  Boyd 
Bigelow,  M.D.,  Director,  Pulmonary  Department,  St.  An- 
thony's Hospital  and  Assistant  Professor  of  Medicine,  Univer- 
sity of  Colorado  School  of  Medicine,  Denver. 

as  a non-surgical  method  of  revascularization 
of  the  myocardium,  was  so  successful  that  a 
satellite  program  was  soon  started  in  Bellevue. 
The  first  two  programs  were  for  men.  Recent- 
ly a program  for  women  has  been  established 
on  Mercer  Island.  The  group  meets  at  the 
gymnasium  of  the  Jewish  Community  Center. 
Dr.  Pyfer  expects  other  cities  to  develop  simi- 
lar programs  and  is  ready  to  help  anyone  who 
wishes  to  start. 


Progress  in  Emergency  Service 


In  the  spring  of  1970,  a conference  dealing 
with  the  problems  of  emergency  medical  ser- 
vices met  in  Bellevue.  A national  authority  on 
these  problems  and  representatives  of  groups 
throughout  King  County  met,  discussed  and 
identified  problems  occurring  in  our  own  local 
area.  Five  major  areas  stand  out  needing  solu- 
tions at  the  earliest  possible  date. 

1.  Higher  standards  of  training  and  licensing 
of  ambulance  attendants. 

2.  Standardization  and  improvement  of  am- 
bulance equipment. 

3.  Communication  systems  between  hospi- 
tals and  ambulances. 

4.  Evaluation  and  improvement  of  in-hospi- 
tal emergency  medical  services. 

5.  Coordination  of  emergency  services  coun- 
ty-wide for  large  volume  (disaster)  pa- 
tient care. 


The  formation  of  the  King  County  Emer- 
gency Medical  Services  Coordinating  Council 
is  a direct  outgrowth  of  this  conference.  For 
the  past  year,  sub-groups  of  KCEMSCC  have 
been  working  out  solutions  to  these  problems. 

Multiple  agencies,  members  of  KCEMSCC, 
developed  criteria  for  a minimum  level  of 
training  as  well  as  additional  higher  levels  of 
training  for  emergency  attendants.  A course 
for  Emergency  Medical  Technicians  is  now  in 
progress  at  Bellevue  Community  College  and 
endorsed  by  the  King  County  Medical  Society. 
(Similar  programs  are  starting  up  in  other  areas 
of  Washington).  Certificates  will  be  honored 
in  other  areas,  thus  developing  a pool  of  career 
workers  in  Emergency  Medical  Services. 

Prior  to  graduation,  emergency  medical 
technicians  receive  75  hours  of  instruction  by 
physicians,  members  of  the  King  County  Medi- 
cal Society,  experts  in  their  field.  Additional 
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instruction  is  supplied  by  lay  instructors,  well 
versed  in  emergency  technical  skills.  As  a re- 
quirement for  certification,  each  emergency 
medical  technician  demonstrates  proficiency 
in  areas  such  as  major  wound  care,  first  aid 
and  transportation  techniques  for  bone  inju- 
ries, techniques  in  physiological  observation 
and  cardiopulmonary  resuscitation.  Lecture- 
discussion  sessions  and  in-hospital  emergency 
room  laboratory  session  highlight  the  prob- 
lems of  communication  and  coordination  be- 


tween emergency  room  personnel  and  the 
emergency  medical  technician. 

One  hundred  percent  proficiency  is  the  level 
required  for  graduation  and  certification  as  an 
emergency  medical  technician  creates  a para- 
medical health  worker,  much  more  outstand- 
ing than  the  common  ambulance  attendant. 
Health  professionals,  trained  as  these  men  are, 
will  go  a long  way  to  earn  the  respect  of  the 
practicing  physician,  the  emergency  room 
doctor  and  the  hospital  personnel. 


Health  Sciences  Construction  Under  Way 


Robert  L.  Van  Citters,  Dean  of  the  University  of  Washington  School  of  Medi- 
cine, stands  in  front  of  part  of  the  Health  Sciences  Center  addition  which  will 
house  basic  science  teaching  labs,  library  and  departmental  offices. 


Long  contemplated  expansion  of  teaching 
and  hospital  facilities  at  the  University  of 
Washington  School  of  Medicine,  was  begun  in 
May  1970.  Several  projects  were  planned, 
construction  of  some  is  well  under  way,  and 
others  started  the  first  of  this  month. 

Phase  I of  the  Teaching  Increment,  is  a long 
seven-story  addition  to  the  front  of  the  exist- 
ing Health  Sciences  Building. 

Scheduled  for  completion  in  September 
1972,  this  addition  will  house  classrooms,  basic 
science  teaching  laboratories,  library  expan- 


sion, work  rooms,  reading  rooms,  expansion 
of  Scientific  Stores  and  the  Vivarium  and 
departmental  space  for  the  School  of  Nursing. 

Phase  I is  an  addition  of  more  than 
436,000  square  feet  budgeted  at  slightly  more 
than  $21.5  million. 

Phase  II-M  (M— Medicine)  is  a vertical  addi- 
tion of  eight  floors  above  the  present  eight- 
story  BB  wing  of  University  Hospital.  This 
work,  also  begun  in  May  1970,  is  scheduled 

continued  on  page  293 
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Washington  News  continued  from  page  291 

for  completion  next  March  and  will  contain 
expanded  departmental  offices  and  laboratory 
space  for  the  clinical  departments  of  the  School 
of  Medicine,  as  well  as  classrooms  and  study 
carrels. 

Budgeted  at  just  over  $7.5  million,  this 
phase  is  generally  on  schedule. 

Construction  on  Phase  II-D  (D— Dentistry) 
just  began  in  January.  Eventually  this  stage 
will  include  a seven-story  addition  to  the  south 
end  of  the  present  D-Wing  of  the  Health  Sci- 
ences Building  which  will  house  teaching  and 
departmental  space  for  the  School  of  Dentis- 
try. This  phase,  budgeted  at  more  than  $7.2 
million,  will  also  add  two  floors  of  warehouse 
space,  offices  and  a loading  dock  to  the  exist- 
ing Scientific  Stores  area  in  the  AA  Wing. 

Phase  III  of  the  Teaching  Increment  will 
include  remodelling  of  the  present  Health  Sci- 
ences Building.  This  will  be  done  in  segments 
over  several  biennia.  The  first  work,  scheduled 
to  begin  in  June  1972  and  completed  in  Octo- 
ber 1973,  will  be  in  the  Dentistry  wing.  This 
same  budget  will  also  provide  office  and  labo- 
ratory space  for  the  Basic  Science  departments 
near  the  connections  of  the  Phase  I Teaching 
Increment  and  the  main  building. 


Ground  was  broken  about  April  1 for  Phase 
A-B  of  University  Hospital  construction  bud- 
geted at  a little  more  than  $2.5  million.  This 
will  include  two  underground  floors  in  front 
of  the  present  main  hospital  lobby  and  one 
ground  floor  on  the  east  side  of  the  lobby, 
which  will  house  clinical  facilities  for  the  new 
Department  of  Family  Medicine. 

The  underground  floors  will  provide  facil- 
ities for  the  Radiation  Therapy  Department, 
the  Electroencephalography  (EEG)  Laborato- 
ry, the  Orthopedic  Clinic,  the  Cardiorespira- 
tory Center  and  switchboard  equipment  for 
the  entire  campus  telephone  system. 

Phase  C of  hospital  expansion  is  presently 
in  the  planning  stages.  This  construction  would 
add  more  than  200  beds. 

Another  part  of  Phase  C would  be  two 
underground  floors  and  one  ground  floor  in 
the  area  between  the  NN-Wing  and  the  exist- 
ing Health  Sciences  Library.  This  addition 
would  be  similar  in  design  to  the  A-B  phase 
now  under  construction.  It  would  house  of- 
fices, laboratories  and  a clinic. 


continued  on  page  297 


BEE-DOUBLE-DEE-DOUBLE-EM-OH-PEE 

More  recently,  the  physicians  tend  to  hunt  disease  in  packs,  and  although 
there  are  consequently  some  sicknesses  named  after  two  or  three  physicians  at 
once,  like  Hand-Schuller-Christian  disease,  or  the  Charcot-Marie-Tooth  syn- 
drome, that  sort  of  thing  gets  a bit  of  a mouthful.  And  so  Biggs  and  her 
friends,  even  if  modesty  had  allowed  them,  could  scarcely  have  expected  the 
doctoring  world  to  be  grateful  if  they  had  converted  themselves  to  alphabeti- 
cal order  and  called  their  new  disease  the  Biggs-Dacie-Douglas-Macfarlane- 
Merskey-O’Brien-Pitney  syndrome.  Dammit,  a bleeding  patient  could  bleed 
to  death  with  a disease  named  like  that  while  you  were  telling  the  blood 
transfusion  service  by  telephone  what  he  had.  Could  they  have  used  initials? 
Bee-double-dee-double-em-oh-pee  disease?  Bit  hard  to  remember.  And  not 
quite  dignified  enough  for  a serious  matter,  somehow. 

Earle  Hackett,  The 
Medical  Journal  of 
Australia,  December  26,  1970 
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Empirin*  Compound  with 
Codeine,  grV2  or  gri 


Helps  overpower 

Each  tablet  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.V2. 

No.  4 contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit  forming.) 

B.  W.  Co.  narcotic  products  are  Class  "B,"  and  as  such  are 
available  on  oral  prescription,  where  State  law  permits. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


pain 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


“Wfeteomc  back,  Ann” 


fjmrtf  — 

I therapy 


A 

BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  rablet  q.i.d. 


Tn»pt*n  100.000  N.F.  Units.  Chymolrypsin:  8.000  N.F.  Uinft; 
ngunslmt  m tryptic  pctnlty  to  40  mf.  o(  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


^>oe  cf.  i.d. 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  mr  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edenrxa,  good  results  have 
been  obtair>ed  In: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventior>al  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti>infective  therapy 
should  be  given. 

Contraindicationa:  ORENZYME  BITABS  should  r>ot  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Pracautiona:  It  should  be  used  with  caution  in  patients  with 
abrKvmality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactkma:  Adverse  reactions  wibr  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
'4  groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

I Doeif : One  tablet  q.i.d. 

' I Ify^l  NXnONAL  DRUG  COMMNY 

HI  I MMI  I OMSON  OF  R>CHAROSON  MERREU  INC. 

PHILADELPHIA.  PENNSYLVANIA  1»M4 

T*AOCMAIK  SiTAtS  U.S.  ^ATCNT  NO  3.004.t93  9/70  0-0O9A  t«t 


The  causes  of  vaginitis 
ore  multiple 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


lindications:  Known  sensitivity  to  sulfonamides, 
jtions/ Adverse  Reactions:  The  usuol  precautions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
’ of  absorption.  Burning,  increased  local  discomfort,  skin 
urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  oppiicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV.104  2/71  Y.149 

[■  ' I I the  national  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

* ^ I PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 
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David  Bork,  a first-year  medical  student  learns  a few  things  he  will  never  find 
in  text  books.  His  examination  of  the  infant  is  being  directed  by  James  H.  Dahlen 
who  graduated  from  the  University  of  Wisconsin  Medical  School  in  1961 . 


Hippocrates  Would  Have  Liked  This 

“—and  to  teach  them  this  art,  if  they  shall 
wish  to  learn  it,  without  fee  or  stipulation— ’’ 

Twenty-seven  first  year  medical  students  at 
the  University  of  Washington  School  of  Medi- 
cine are  learning  the  art  of  medicine,  by  pre- 
cept, from  physicians  who  are  making  The 
Oath  a living  force  in  modern  medical  educa- 
tion. They  plan  to  specialize  in  family  prac- 
tice and  are  carrying  full  academic  schedules 
while  spending  substantial  periods  of  time 
with  practicing  physicians. 

These  preceptorships  have  been  arranged 
through  the  Division  of  Family  Practice,  now 
the  Department  of  Family  Practice,  an  admin- 
istrative change  ordered  by  the  Board  of 
Regents  on  February  19,  effective  March  1. 
Theodore  J.  Phillips  is  Chairman  of  the  De- 
partment. 

With  keen  appreciation  of  the  need  for  fam- 
ily practice,  faculty  at  UWSM  adopted  a new 
curriculum  in  1968  that  includes  a pathway 
to  family  practice.  As  a result,  more  and  more 
students  are  planning  careers  in  family  medi- 
cine. Undoubtedly  the  trend  will  be  main- 
tained. Currently,  according  to  Dr.  Phillips, 
25  percent  of  fourth  year  students  plan  to  en- 
ter family  practice  and  50  percent  of  the  en- 
tering class  indicate  major  interest  in  the 
field.  This  interest  will  undoubtedly  be 
sharpened  by  experiences  gained  while  work- 
ing closely  with  the  physicians  who  are  teach- 
ing the  art. 

But  teaching  of  the  art  will  not  be  confined 
to  students  in  the  entering  class.  Advanced 
students,  ready  for  more  intensive  clinical 
training,  will  spend  six-week  periods  at  com- 
munity teaching  centers  in  Omak  and  Grand- 


view, Washington.  These  centers  will  be  used 
also  in  training  students  enrolled  in  the  ex- 
panded educational  program  using  facilities  in 
Washington,  Alaska,  Montana,  and  Idaho  — the 
WAMI  program. 

The  Family  Practice  Department,  now  with 
limited  space  at  its  disposal,  will  eventually  be 
housed  in  an  addition  to  the  University  Hospi- 
tal, on  whieh  construction  will  start  later  this 
year.  A residency  training  program  will  be  es- 
tablished, with  the  first  group  of  residents  to 
be  enrolled  as  of  July  1,  1972. 


Washington  Academy  of  General  Practice 
Annual  Meeting 

Holiday  Inn,  Everett,  Washington 
May  13-15,  1971 

WEDNESDAY,  MAY  12 

7:00  p.m.  WAGP  Board  Dinner  Meeting 


THURSDAY,  MAY  13 

7:30  a.m.  President’s  Breakfast,  Commis 
sion  and  Committee  Chairmen 

10:00  a.m.  House  of  Delegates 

FRIDAY,  MAY  14 

8:30  a.m.  Medical  Film  Showings 
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9:00  a.m. 

Diagnosis  and  Acute  Management 
Diabetes 

John  A.  Galloway,  M.D. 
Indianapolis 

9:45  a.m. 

Use  of  Antimicrobial  Agents  in 
Acute  Care 

E.  Jack  Benner,  M.D. 
Sacramento 

10: 30  a.m. 

Acute  Care  of  the  Patient  in 
Shock 

George  D.  Motsay,  M.D. 
Minneapolis 

11:15  a.m. 

Panel  of  Guest  Speakers 

2:00  p.m. 

Out-patient  Abortion 
Alan  J.  Margolis,  M.D. 
San  Francisco 

2:45  p.m. 

Abortion:  Referral  Centers  and 

Local  Statistics 

Julius  Butler,  M.D. 
Seattle 

3:30  p.m. 

Panel  of  Guest  Speakers 

4:00  p.m. 

Mobile  Cardiac  Facility  for  Re- 
suscitation and  Acute  Care  of  the 
Patient  with  Miocardial  Infarction 

Leonard  Cobb,  M.D. 
Seattle 

4:45  p.m. 

Common  ENT  Problems  Met  in 
General  Practice 

James  Donaldson,  M.D. 
Seattle 

6: 30  p.m. 

President’s  Reception  at  Everett 
Elks 

7:30  p.m. 

WAGP  Annual  Dinner,  Everett 
Elks 

Speaker,  A AGP  President-elect 
J.  Jerome  Wildgen,  M.D.  Musical 
entertainment  by  World-tour  Sno- 
homish High  School  Group 

SATURDAY,  MAY  15 

7:00  a.m. 

WAGP  Board  of  Directors  Break- 
fast Meeting 

9:00  a.m. 

Current  Trends  in  Management 
of  Diabetic  Patients 

John  A.  Galloway,  M.D. 
Indianapolis 

9:45  a.m. 

Antimicrobial  Long  Term  Care 
E.  Jack  Benner,  M.D. 
Sacramento 

10: 30  a.m. 

Stress  Testing 
William  Mead,  M.D. 
Howard  Pyfer,  M.D. 
Seattle 

11:15  a.m. 

Role  of  Endocrinology  in  Use  of 
Diuretics  and  Treatment  of  Hy- 
pertension or  Edema  or  Both 
Richard  Horton,  M.D. 

Los  Angeles 

1 2:00  noon 

Electro  myography 
John  E.  Stanwood,  M.D. 
Seattle 

1 
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PRESIDENTS  page 


Random  Thoughts  On 
Legislative  Sessions 


RICHARD  C.  GREEIMLEAF,  M.D. 


If  you  think  it  is  hard  to  explain  to  young 
people  these  days  how  the  establishment  oper- 
ates, try  telling  my  teenage  son  the  difficulties 
involved  in  obtaining  passage  through  the 
Legislature  of  new  laws  or  changes  in  old  ones 
that  are  designed  solely  for  the  benefit  of  the 
people  of  the  state.  It  is  amazing  the  amount 
of  time,  effort,  and  dollars  that  go  into  fur- 
therance of  reforms  that  patently,  on  the  face 
of  them,  are  for  the  common  good,  benefit  no 
self-interest  group,  and,  what  is  more,  cost  no 
money.  Even  medical  students,  and  often 
many  physicians,  who  have  seen  the  process 
first-hand  can  hardly  believe  the  stumbling 
blocks  that  are  put  in  the  path  of  changes  that 
would  seem  to  be  simple,  quick,  and  direct. 

There  are  many  organizations,  but  if  I had 
to  pick  one  that  could  help  expedite  matters 
best,  it  would  be  the  attorneys  of  the  state. 
Yet,  I was  dismayed  at  hearing  testimony,  in 
committee  hearings,  that  was  reflective  of  the 
desires  of  what  I would  hope  to  be  only  a mi- 
nority group  of  Bar  Association  members.  I 
get  the  uneasy  feeling  that  the  legal  profession 
as  a whole  is  not  doing  all  it  can  to  make  this 
minority  responsible  rather  than  allowing  them 
to  exploit  the  public  for  their  own  purposes. 

It  is  truly  not  self-interest  that  causes  our 
concern  in  the  malpractice  area.  Medicine  is 
not  blameless,  and  just  laws  are  necessary.  But 
it  is  the  frivolous  suit  that  ups  the  cost  of  care, 
not  in  terms  of  the  amount  of  premium  which 


is  minor,  but  in  terms  of  the  scare  phenome- 
non which  leads  to  unnecessary  and  unduly 
prolonged  hospitalization,  inappropriate  x-ray 
and  laboratory  testing,  and  a general  atmos- 
phere not  conducive  to  attracting  qualified 
physicians  to  locate  in  this  area. 

While  our  bills,  if  passed,  will  help,  it  does 
not  seem  to  me  that  the  heart  of  the  problem 
will  be  corrected  until  some  sort  of  insurance 
coverage  is  devised  that  will  protect  all  pa- 
tients against  an  unfortunate  or  unexpected 
result  regardless  of  fault. 

There  is  no  way  to  talk  of  the  legislative 
session  without  making  it  very  clear  that  be- 
hind all  our  efforts  in  Olympia,  we  physicians 
have  a representative  — I dislike  the  word 
“lobbyist”  — who  is  well-known,  universally 
liked,  and  sincerely  respected  — a man  whose 
technical  ability,  experience,  and  devotion,  no 
amount  of  money  could  replace.  To  help  Har- 
lan Knudson,  surely  one  of  the  top  people  in 
his  profession,  we  now  have  a few  selected  and 
highly  effective  volunteer  physicians  whose 
talents  and  time  donated  to  our  collective 
cause  have  been  most  sincerely  appreciated  by 
us  all.  In  the  last  analysis,  their  efforts  are 
really  on  behalf  of  the  public.  May  they  con- 
tinue to  be  fruitful. 
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CONTINUIN 

Compiled  by  Washington  ^Alaska  Regional  Medical  Pr 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

POSTGRADUATE 
PRECEPTORSHIPS: 
HEART  DISEASE,  CAN- 
CER, STROKE  AND 
OTHER  FIELDS 

Practicing 

physicians 

Washington/Alaska  Regional 
Medical  Program;  Division 
of  Continuing  Medical 
Education,  University  of 
Washington  School  of 
Medicine 

Hospitals  in  Seattle, 
Spokane,  Tacoma  and 
Yakima 

Physicians 

TRAINING  PRO- 
GRAM IN 
DIABETES 
MELLITUS 

John  W.  Stephens,  M.D. 
Elizabeth  Burke,  R.N. 

Oregon  Regional  Medical 
Program 

Good  Samaritan  Hos- 
pital & Medical  Center, 
1015  N.W.  22nd  Ave., 
Portland,  Oregon 

Physicians 
OAGP  Credit  - 40 

DISORDERS  OF  THE 
COLON:  DIAGNOSIS 
AND  TREATMENT 

William  C.  Awe,  M.D. 
John  A.  Benson,  Jr.,  M.D. 
Walter  E.  Meihoff,  M.D. 
Clifford  S.  Melnyk,  M.D. 

UOMS  Circuit  Course 
Program 

May  4,  1971 
Bend,  Oregon 
St.  Charles  Memorial 
Hospital 
May  5,  1971 

Hood  River,  Oregon 
Eddie  May  Inn 

Physicians 
AAGP  Credit 
4-14  hours 

OTOLARYNGOLOGY 
FOR  THE  PRACTIC- 
ING PHYSICIAN 

David  D.  DeWeese,  M.D. 
Alexander  J.  Schleuning,  M.D. 
Edwin  C.  Everts,  M.D. 

University  of  Oregon 
Medical  School 

Portland  Center  for 
Hearing  Speech  at  the 
University  of  Oregon 
Medical  School,  Portland 

Physicians 
OAGP  Credit 
10  hours 

JOINT  MEETING: 
PIERCE  AND  THUR- 
STON-MASON  COUNTY 
MEDICAL  SOCIETIES 

COL.  William  Meriwether,  M.D. 
LTC.  John  N.  Wettlaufer,  M.D. 

Madigan  General  Hospital 

Madigan  General 
Hospital,  Tacoma 

Physicians 

WASHINGTON 
CIRCUIT  COURSE: 
THERAPY  IN 
PRACTICE 

Robert  D.  Conn,  M.D. 

John  S.  Holcenberg,  M.D. 
William  0.  Robertson,  M.D. 
Robert  C.  Davidson,  M.D. 

Division  of  Continuing 
Medical  Education,  Univer- 
sity of  Washington  School 
of  Medicine 

May  1 1 : 

St.  Mary's  Hospital, 
Walla  Walla 
May  12: 

University  of  Washing- 
ton Graduate  Center, 
Tri-Cities 
May  1 3: 

St.  Elizabeth  Hospi- 
tal, Yakima 
May  14: 

Cascade  Natural  Gas 
Building,  Wenatchee 

Physicians 

TRANSIENT 
ISCHEMIC  CEREBRAL 
ATTACKS  - SOME 
ADVANCES  IN  DIAG- 
NOSIS AND  TREAT- 
MENT 

C.  Conrad  Carter,  M.D. 
Anthony  E.  Gallo,  Jr.,  M.D. 
John  B.  Isom,  M.D. 

Frank  E.  Kloster,  M.D. 
Harold  D.  Paxton,  M.D. 

UOMS  Circuit  Course 
Program 

May  12,  1971 

Newport,  Oregon 
Pacific  Communities 
Hospital 
May  20,  1971 

Astoria,  Oregon 
Columbia  Memorial 
Hospital 

Physicians 
AAGP  Credit 
4-14  hours 

SOCIO-ECONOMIC 
ASPECTS  OF 
MEDICINE 

Robert  W.  Day,  M.D.,  Chairman 

Division  of  Continuing 
Medical  Education,  Uni- 
versity of  Washington 
School  of  Medicine 

Room  150,  Child  De- 
velopment and  Mental 
Retardation  Center,  Uni- 
versity of  Washington 

Physicians 

BASIC 

ROENTGENOLOGY 
OF  THE  CHEST 

Charles  T.  Dotter,  M.D. 
Marcia  K.  Bilboa,  M.D. 
Louis  H.  Frische,  M.D. 
Josef  Rdsch,  M.D. 

University  of  Oregon 
Medical  School 

Child  Development  and 
Rehabilitation  Center  on 
the  Campus  of  the  Univer- 
sity of  Oregon  Medical 
School,  Portland,  Oregon 

Physicians 
OAGP  Credit 
13  hours 

MEDICAL  GENETICS 

Arno  G.  Motulsky,  M.D. 
Chairman 

Division  of  Continuing 
Medical  Education, 
University  of  Washington 
School  of  Medicine 

Room  150,  Child  De- 
velopment and  Mental 
Retardation  Center,  Uni- 
versity of  Washington 

Physicians 
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lEDICAL  EDUCATION 

-on  Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

To  be 

individually 

arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorships  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  "U"  District  Building, 
Seattle  98105 

Six  per  session 

Five  days 

April  26-30,  1971 

8:00  a.m.  - 5:00  p.m. 
September  20-24,  1971 
8:00  a.m.  - 5:00  p.m. 
November  15-19,  1971 
8:00  a.m.  - 5:00  p.m. 

$10.00  (to  be 
refunded  upon 
completion  of 
course) 

Mrs.  Susan  Levin 

Diabetic  Research  Project 

Good  Samaritan  Hospital  & Medical  Center 

1015  N.W.  22nd  Avenue 

Portland,  Oregon  97210 

4-%  hours 

May  4,  1971 

1:30-  6:00  p.m. 
May  5,  1971 

4:00  - 9:30  p.m. 

None 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

IV2  days 

May  7,  1971 

9:00  a.m.  - 5:00  p.m. 
May  8,  1971 

9:00  a.m.  - 12:00  noon 

$50.00 

Director  of  Continuing  Education 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

None 

One  evening 

May  11, 1971 

6:30  p.m.  - 9:00  p.m. 

To  be 

determined 

Mrs.  Lila  Branch 
Medical  Education, 
Madigan  General  Hospital, 
Tacoma  98431 

None 

One-half  day 

May  11-14 

All  sessions  1 :30  p.m. 

$15 

Division  of  Continuing  Education, 
University  of  Washington 
School  of  Medicine,  Seattle  98105 

4'/2  hours 

May  12, 1971  None 

1:30-  6:00  p.m. 

May  20, 1971 

1:30-  6:00  p.m. 

Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

100 

Two  days 

May  13, 1971  $50 

Registration:  8:30a.m. 

Session:  9:00  a.m.  - 5:00  p.m. 
May  14, 1971 

Session:  9:00  a.m.  - 5:00  p.m. 

Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of 
Medicine 

Two  days 

May  20,  1971  $55.00 

9:00  a.m.  - 5:00  p.m. 

May  21,  1971 

9:00  a.m.  - 5:00  p.m. 

Director  of  Continuing  Medical  Education 
University  of  Oregon  Medical  School 
Portland,  Oregon  97201 

100 

Two  days 

May  20  $60 

Registration:  8:30a.m. 

Session:  9:00  a.m.  - 5:00  p.m. 

May  21 

Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of 
Medicine,  Seattle  98105 

Session:  9:00  a.m.  - 5:00  p.m. 
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SUBJECT  FACULTY  SPONSOR  LOCATION  FOR 


HOSPITAL  ELECTRI- 
CAL SAFETY 
HAZARDS:  SEMINAR 

Representatives  from  law,  manu- 
facturing, medical  engineering, 
hospital  administration,  nursing, 
medicine 

Washington  State  Hospital 
Safety  Council,  Washington/ 
Alaska  Regional  Medical 
Program,  Washington  State 
Heart  Association  And 
Division  of  Health 

Hilton  Inn,  Seatac  Airport  Hospital  Administi 
maintenance  perso 
nurses 

BEDSIDE  APPROACH 
TO  FLUID-ELECTRO- 
LYTE DISORDERS 

Richard  R.  Paton,  M.D. 

Division  of  Continuing 
Medical  Education, 
Virginia  Mason  Medical 
Center 

The  Mason  Clinic 

Physicians 

FOURTH  ANNUAL 
CORONARY  CARE 
CONFERENCE 

Charles  Rackley,  M.D.,  Birmingham 
Glena  Barnes,  R.N.,  Birmingham 
Catherine  Baden,  R.N.,  St.  Paul 
Elliot  Rapaport,  M.D.,  San  Francisco 

Washington/Alaska,  Moun- 
tain States  and  Oregon  Re- 
gional Medical  Programs 

Hilton  Inn,  Seatac  Airport  Physicians  and  nui 

CORONARY  CARE 

Stephen  R.  Yarnail,  M.D. 
Werner  S.  Samson,  M.D. 
Directors 

Washington/Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Educa- 
tion, University  of  Washing- 
ton School  of  Medicine 

Samuels  Wing  Lounge, 
University  of  Washington 
Hospital 

Physicians 

B.  Robert  Aigner,  M.D.  Produced  and  sponsored  by  Channels  9,  Seattle;  47,  Primarily  for  phy< 

John  Timothy  Chapman,  M.D.  the  Washington/Alaska  Yakima;  7,  Spokane; 

John  Richard  Mullins,  M.D.  Regional  Medical  Program  10,  Pullman;  10,  Portland 

Fletcher  J.  Pomeroy,  M.D. 

Marcel  Malden,  M.D. 


SURGICAL  GRAND  Produced  and  sponsored  by  Washington/Alaska  Regional  Channels  9,  Seattle;  47,  Primarily  for  phy: 

ROUNDS,  PARTS  I,  II  the  Washington  Alaska  Medical  Program  Yakima;  7,  Spokane;  10, 

III  Regional  Medical  Program  Pullman;  10,  Portland 


HEADACHE,  PARTS  I, 
II,  III  (Rerun) 


RALEIGH  HILLS  HOSPITAL 

Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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ENROLLMENT  LIMIT  DURATION  DATE  AND  HOUR FEE INFORMATION.  REGISTRATION 


VA  days 


May  20  $25 

9:00  a.m.  - 5:00  p.m. 

May  21 

9:00  a.m.  - 12:00  noon 


Barbara  James 

Secretary,  Washington  State  Safety  Council, 
c/o  Personnel  Department, 

Swedish  Hospital 
1 21  2 Columbia,  Seattle  981 04 


20 


2'A  days 


May  20  $35 

Registration:  8:30  a.m. 

Session:  9:00  a.m.  - 5:00  p.m. 

May  22 

Session:  9:00  a.m.  - 12:00  noon 


Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center,  1111  Terry 
Avenue,  Seattle,  98101 


200 


2'/2  days  May  21  $35 

Registration:  8:00  a.m.  - 10:00  a.m. 
Session:  10:00  a.m.  - 5.00  p.m. 

May  22 

Session:  9:00  a.m.  - 5:00  p.m. 

May  23 

Session:  9:00  a.m.  - 12  noon 


Registration  requested  by  May  7.  Contact 
Mrs.  Gaylene  Altman,  WMRMP, 

108  University  District  Building, 

Seattle  98105 


21 

Five  days 

May  24-28  $75 

Preregistration  requested.  Contact 
Stephen  R.  Yarnall,  M.D.,  Washington/Alaska 
Regional  Medical  Program,  AA  510  University 
Hospital,  University  of  Washington, 

Seattle  98105 

25  minutes 

April  27,  May  4,  May  1 1 
Programs  are  broadcast  at 
7:35  a.m.  and  again  at  8:05 
a.m.  and  at  10:30  p.m.  or 
1 1 :00  p.m.  (check  local  listing) 

25  minutes 

May  18,  May  25,  June  1 

Programs  are  broadcast  at 
7:35  a.m.  and  again  at  8:05  a.m. 
and  10:30  p.m.  or  1 1 :00  p.m. 
(check  local  listing) 

Profeggional  - jMeJical 

EQUIPMENT 

LEASING 


Specialists  in  Convalescent  or  General  Hospital  Equipment  and  Professional  Medical  Apparatus 


Call  or  write  . . . 

LOWELL  R.  CHANDLER,  Manager 

AMERICAN  FEDERAL  LEASE  CORP. 

(A  Division  of  Granning  & Treece  Financial  Corp.) 

805  S.E.  HAWTHORNE  • PORTLAND,  OREGON  97214 
Telephone  (503)  234-0911 
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IDAHO 


Idaho  Medical  Association -^Q7  west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  William  R.  Tregoning,  M.D.,  Boise 

SECRETARY  ].  Gordoxi  Dawes,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armarxd  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Appointed 


Two  physicians  have  been  appointed  to 
state  boards  by  Governor  Cecil  D.  Andrus. 

Lester  J.  Petersen,  Rexburg,  was  appointed 
to  a five-year  term  on  the  Idaho  State  Board 
of  Health,  replacing  Fran  Blomquist,  Caldwell, 
who  resigned. 

J.P.  Munson,  Sandpoint,  was  appointed  to  a 
six-year  term  as  a member  of  the  State  Board 
of  Education,  succeeding  Elvon  Hampton, 
Genesee,  whose  term  expired. 

Dr.  Petersen,  whose  appointment  was  an- 
nounced February  20,  has  practiced  in  Idaho 
since  1960.  A native  of  Rexburg,  he  received 
his  M.D.  degree  from  the  University  of  Utah 
College  of  Medicine  in  1957.  He  has  served  as 
Secretary  to  the  Upper  Snake  River  Medical 
Society,  a Delegate  to  the  Idaho  Medical  As- 
sociation, and  President  of  his  component  so- 
ciety. He  also  served  as  a member  of  the 
association’s  Committee  on  Medicine  and  Re- 
ligion for  two  years.  He  will  be  joining  two 
other  physicians  on  the  Board,  Carter  V. 
Beghtol,  Orofino,  and  Merrill  J.  Sharp,  Poca- 
tello. 

Dr.  Munson  is  a past  president  of  the  Idaho 
School  Trustees  Association  and  is  currently 
Chairman  of  the  Public  School  Legislative 
Committee  of  the  State  Board  of  Education. 
He  has  practiced  in  Sandpoint  since  1952,  and 
received  his  M.D.  Degree  from  the  University 
of  Oregon  Medical  School,  Portland  in  1949. 
He  has  served  as  Secretary  and  as  President  of 
the  Bonner-Boundary  District  Medical  Society 
and  as  Alternate  Delegate  to  the  Idaho  Medi- 
cal Association  on  two  occasions.  One  other 


physician,  John  W.  Swartley,  Boise,  serves  as  a 
member  of  the  Board  of  Education. 

The  State  Board  of  Health,  in  an  unan- 
nounced meeting  in  Pocatello,  February  24, 
suspended  Terrell  O.  Carver,  Administrator  of 
Health,  for  30  days.  The  Board  of  Health  has 
reportedly  asked  the  Attorney  General’s  office 
to  “ascertain  if  information  had  been  with- 
held from  the  Board,  or  if  action  had  been 
taken  against  the  wishes  or  policy  positions  of 
the  Board.”  News  of  the  action  came  to 
the  public  notice  on  Tuesday,  March  2,  after  a 
reporter  received  a tip  at  the  Statehouse. 

Bernard  P.  Strouth,  Boise,  has  been  ap- 
pointed to  membership  on  the  State  Legisla- 
tive Committee  by  William  R.  Tregoning,  Presi- 
dent of  the  Idaho  Medical  Association.  Dr. 
Strouth  will  complete  the  term  of  A.H.  Ros- 
somondo,  Nampa,  who  resigned. 

Norman  D.  Sower,  Boise,  has  been  appointed 
Chairman  of  the  Idaho  Committee  on  Trauma 
of  the  American  College  of  Surgeons. 

Merrill  J.  Sharp,  Pocatello,  President  of  the 
Southeastern  Idaho  District  Medical  Society, 
has  accepted  a bid  to  serve  as  medical  officer 
at  the  13th  World  Jamboree  of  the  Boy 
Scouts,  to  be  held  in  Japan,  August  2-10, 
1971. 

Clayton  C.  Morgan,  Boise,  has  been  elected 
President  of  St.  Luke’s  Hospital  Medical  Staff 
for  the  coming  two  years.  He  succeeds  James 
C.F.  Chapman,  Boise. 

Miles  E.  Thomas,  Boise,  has  been  re-elected 
Chief  of  the  St.  Alphonsus  Hospital  Medical 
Staff. 


304 

Northwest  Medicine,  April,  1971  ^ 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


® 

TABLETS 


'arafon  Forte  tablets  help  to  relieve  pain, 
estore  mobility. . . stop  pain- spasm  feedback 


ere  is  why.  Parafon  Forte  provides : 


nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
ain,’’^  yet  unlikely  to  cause  the  gastric  irritation^'^  or  in- 
reased  bleeding  time"  associated  with  aspirin  therapy. 


nd  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
tudies  to  be  useful  in  a variety  of  low  back  disorders®'^ 
■ but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
tive  and  is  unlikely  to  produce  a tranquilizing  or  seda- 
ve  effect.® 


rescribe  Parafon  Forte  for  effective  spasmolysis  and 
nalgesia  in  acute  sprains,  strains  and  myalgias  of  the 
•wer  back,  including  acute  exacerbations  of  chronic  con- 
itions.  Your  patients  will  appreciate  the  restored  comfort 
nd  freedom  of  movement  it  usually  provides. 


:Neil.  laboratories,  INC.,  FT.  WASHINGTON,  PA.  19034 


( McNEIL ) 


Contraindications:  Sensitivity  to  either  component.  Warnings:  Usage 
in  Pregnancy —Use  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances.  Parades:  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  tab- 
lets q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 

References:  1.  Batterman.  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1.4:316, 
1955.  2,  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Britten, 
A.  F.  H.:  New  Engl.  J.  Med.  252:1270,  1970  (Corresp.).  S.  Kestler,  O.  C.,  and 
Gyurik,  J.:  Industr,  Med.  Surg.  21:372,  1962.  6.  Forster,  S.,  et  al.:  Amer.  J. 
Orthop.  2:285,  1960.  7.  Data  on  file.  McNeil  Laboratories,  Inc.  8.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

*U.S.  PATENT  NO.  2,B95,877 


The  pain 
of  arthritis 


relieved  wHh 

MEASURIN  q.  8h.  dosage 


Double-Strength  Measurin  timed-release  aspirin  offers  a new 
kind  of  control  for  your  arthritic  patients.  Each  10-grain  tablet 
has  over  6,000  microscopic  reservoirs  that  release 
aspirin  at  a controlled  rate— some  right  away  and  some 
later  on.  This  means— fast  relief,  followed  by  long 
lasting  relief.  Throughout  the  day,  Measurin 
gives  your  patients  freedom  from  a 4-hour  dosage 
schedule.  Measurin  can  help  your  patients  get 
a good  night’s  sleep,  uninterrupted  by  the  need  for 
an  extra  dose  of  aspirin.  And,  taken  at 
bedtime,  it  also  helps  ease  morning  joint 
discomfort  and  stiffness. 


For  Professional  Samples  write: 
Breon  Laboratories  Inc. 

Sample  Fulfillment  Division 
P.O.  Box  141 
Fairview,  N.J.  07022 


REON 


BREON  LABORATORIES  INC. 


90  Park  Avenue,  New  York,  N.Y.  10016 
Subsidiary  of  Sterling  Drug  Inc. 


Me>»urin  i 

TIMED-RELEASE  ASPIRIN 

ECONOMICAL  • EFFECTIVE  • LONG  LASTING  PAIN  RELIEF  ! 
Dosage:  2 tablets  followed  by  1 or  2 tablets  every 
8 hours  as  required,  not  to  exceed  6 tablets  in  24  hours. 

For  maximum  nighttime  pain  relief  and  to  help  relieve 
early  morning  stiffness,  2 tablets  at  bedtime. 

Available:  Bottles  of  12,  36  and  60  tablets. 


Novell  M.  Wells,  Mountain  Home,  will  spend  clinical  cardiology  training  program  in  late 
two  weeks  at  the  University  of  Utah  taking  a April  and  early  May. 


State  Board  of  Medicine  Section 


The  regular  meeting  of  the  Idaho  State 
Board  of  Medicine  was  held  in  Boise,  January 
9 - 11,  1971.  Members  attending  included: 
Robert  E.  Lloyd,  Boise,  Chairman;  Orland  B. 
Scott,  Kellogg,  Vice-Chairman;  G.  Curtis  Waid, 
Idaho  Falls;  Dan  E.  Stipe,  Lewiston;  Fred  H. 
Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls 
and  Arthur  S.  Cudmore,  Boise. 

During  the  meeting,  nine  physicians  who 
had  received  Temporary  Licenses  since  the 
July  session,  received  permanent  licensure. 

Twenty  physicians  were  granted  licensure 
on  the  basis  of  endorsement.  Included  were: 

Wayne  B.  Carte,  Shelton,  Wash.  (Twin  Falls). 
Graduate,  University  of  Michigan  Medical 
School,  Ann  Arbor,  December  14,  1946.  In- 
j ternship,  Tacoma  General  Hospital,  Tacoma, 
1947.  Residency,  Anesthesiology,  Tacoma 
General  Hospital,  1948.  ANESTHESIOLOGY. 

Dean  H.  Harding,  San  Jose.  Graduate,  Uni- 
versity of  Kansas  School  of  Medicine,  Law- 
rence-Kansas  City,  May  17,  1943.  Internship, 
Garfield  Memorial  Hospital,  Washington,  D.C., 
1943-44.  GENERAL  PRACTICE. 

Jack  S.  Johnson,  Fremonton,  Utah  (Malad). 
Graduate,  The  George  Washington  University 
School  of  Medicine,  Washington,  D.C.,  June  1, 
1960.  Internship,  Latter-Day  Saints  Hospital, 
Salt  Lake  City,  1960-61.  FAMILY  PRAC- 
riCE  (SURG). 

|l  Dean  E.  Sorensen,  Camp  Pendleton,  Cali- 

i fornia.  Graduate,  Stritch  School  of  Medicine 
of  Loyola,  Chicago,  June  9,  1964.  Internship, 
Highland  Alameda  County  Hospital,  Oakland, 
1964-65.  Residency,  General  Surgery,  High- 
i land  Alameda  County  Hospital,  1965-67;  U.S. 
Naval  Hospital,  Portsmouth,  1967-69.  GEN- 
ERAL SURGERY. 

David  A.  Spencer,  Lewiston.  Graduate, 
University  of  Oklahoma  School  of  Medicine, 
June  14,  1964.  Internship,  Kansas  City  Gen- 
eral Hospital  and  Medical  Center,  Kansas  City, 
1964-65.  Residency,  General  Surgery,  Kansas 
> City  General  Hospital  and  Medical  Center, 
Ij  1965-66;  1968-70.  GENERAL  SURGERY. 

■ Marcel  J.  Marquess,  Santa  Cruz  (Sandpoint). 

) Graduate,  University  of  Tennessee  College  of 


1 


Medicine,  Memphis,  June  13,  1938.  Intern- 
ship, San  Francisco  French  Hospital,  1938-39. 
GERIATRICS. 

Alvin  L.  Frostad,  Pullman.  Graduate,  Uni- 
versity of  Washington  School  of  Medicine, 
Seattle,  June  12,  1965.  Internship,  William 
Beaumont  General  Hospital,  1965-66.  Resi- 
dency, Pediatrics,  Tripler  General  Hospital, 
Honolulu,  1966-68.  PEDIATRICS. 

Cecille  O.  Sunderland,  Portland.  Graduate, 
State  University  of  New  York  Upstate  Medical 
Center,  Syracuse,  May  27,  1962.  Internship, 
State  University  of  New  York  Upstate  Medical 
Center,  1962-63.  Residency,  Pediatrics,  St. 
Joseph’s  Hospital,  Syracuse,  1962-63;  State 
University  of  New  York  Upstate  Medical  Cen- 
ter, 1964-66;  University  of  Oregon  Medical 
Center,  Portland,  1967-70.  PEDIATRICS. 

Walter  A.  Sunderland,  Portland,  Graduate, 
State  University  of  New  York  Upstate  Medical 
Center,  1957.  Internship,  State  University  of 
New  York  Upstate  Medical  Center,  1957-58. 
Residency,  General  Medicine,  St.  Joseph’s  Hos- 
pital, Syracuse,  1958-59;  Pediatrics  residency. 
State  University  of  New  York  Upstate  Medical 
Center,  1965-66;  University  of  Oregon  Medi- 
cal Center,  Portland,  1967-68;  Chest  Diseases 
Fellowship,  University  of  Oregon  Medical  Cen- 
ter, 1968-70.  PEDIATRICS. 

Ward  E.  Dickey,  Jr.,  Boise.  Graduate,  Uni- 
versity of  Washington  School  of  Medicine, 
Seattle,  June  10,  1959.  Internship,  University 
of  Oregon  Medieal  School  Hospital  and  Clinics, 
1959-60.  Residency,  Internal  Medicine,  Uni- 
versity of  Oregon  Medical  School,  1963-69. 
Post-doctoral  fellowship.  Diabetes  and  Metab- 
olism, University  of  Oregon  Medical  School, 
1965-66.  INTERNAL  MEDICINE. 

James  W.  Baltzell,  Salt  Lake  City.  Gradu- 
ate, Northwestern  University  Medieal  School, 
June  13,  1964.  Internship,  Denver  General 
Hospital,  1964-65.  Residency,  Radiolog)^ 
1970-present.  RADIOLOGY. 

Richard  R.  Flynn,  Bountiful,  Utah.  Gradu- 
ate, University  of  Maryland  School  of  Medi- 
cine, Baltimore,  June  7,  1958.  Internship, 
H.C.  Moffitt-University  of  California  Hospitals, 
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San  Francisco,  1958-59.  Residency,  Pedia- 
trics, Universit}'  of  California  Hospitals,  San 
Francisco,  1959-61;  Radiologv',  University 
Hospital,  Salt  Lake  City,  1969-70.  PEDIA- 
TRICS. 

Frank  B.  Kimball,  Spokane.  Graduate, 
Johns  Hopkins  School  of  Medicine,  Baltimore, 
June  14,  1960.  Internship,  Royal  Victoria 
Hospital,  Montreal,  1960-61.  Residency,  Path- 
olog\’,  Brooke  General  Hospital,  San  Antonio, 
196i-65.  PATHOLOGY. 

Kenneth  L.  Wright,  Los  Angeles.  Graduate, 
UniversiU'  of  Southern  California  School  of 
Medicine,  Los  Angeles,  June  9,  1960.  Intern- 
ship, Queen  of  Angels  Hospital,  Los  Angeles, 
1960-61.  Residency,  Obstetrics  & Gynecology', 
Queen  of  Angels  Hospital,  Los  Angeles,  1961- 
64.  OBSTETRICS  & GYNECOLOGY. 

Howard  C.  Seely,  Nampa.  Graduate,  Loma 
Linda  University,  Loma  Linda,  January  2, 
1953.  Internship,  Portland  Adventist  Hospi- 
tal, Portland,  1952-53.  Residency,  Physical 
.Medicine  & Rehabilitation,  Long  Beach  Vet- 
erans Administration  Hospital,  Long  Beach. 
PHYSICAL  MEDICINE  & REHABILITA- 
flON. 

Richard  W.  Hehn,  Coeur  d’Alene.  Gradu- 
ate, University  of  Oregon  Medical  School,  June 
7,  1963.  Internship,  San  Joaquin  General 
Hospital,  1963-64.  Residency,  Ophtalmology', 
Kresge  Eye  Institute  of  Wayne  State  Univer- 
sity, Detroit,  1966-67;  The  Eye  Foundation 
Hospital,  Birmingham,  1966-69.  OPHTHAL- 
MOLOGY. 

Wallace  Proctor,  Napa.  Graduate,  Uniyer- 
sity  of  California  School  of  Medicine,  San 
Francisco,  May  17,  1934.  Internship,  San 
Francisco  General  Hospital,  San  Francisco, 


193  3-34.  Residency,  Dermatology,  Johns 
Hopkins  University  School  of  Medicine,  Balti- 
more, 1941-42;  University  of  Southern  Calif- 
ornia Los  Angeles  General  Hospital,  Los  An- 
geles, 1946-47;  Massachusetts  Memorial  Hos- 
pitals, Boston,  1947-48.  DERMATOLOGY. 

Wendell  E.  Robinson,  Omaha.  Graduate, 
National  University  of  Me.xico,  Me.xico  City', 
December,  1965.  Residency,  Internal  Medi- 
cine, Creighton  University'  School  of  Medi- 
cine, Omaha,  1969-present. 

Two  physicians  who  successfully  completed 
the  examination  of  the  Federation  of  State 
Medical  Boards  of  the  United  States  (FLEX), 
given  in  Boise  in  December,  were  granted 
licenses.  They  were; 

Harv'ey  R.  Hatch,  Rochester,  New  York, 
graduate.  University'  of  Utah  College  of  Medi- 
cine, Salt  Lake,  June  6,  1969,  internship,  Pres- 
byterian Medical  Center,  Denver,  1969-70, 
residency,  radiology.  Strong  Memorial  Hospi- 
tal, Rochester,  1970-71.  RADIOLOGY. 

Alan  R.  Pratt,  Salt  Lake  City,  graduate.  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake 
City,  June  6,  1969,  internship.  Sacred  Heart 
Hospital,  Spokane,  1969-70,  residency,  anes- 
thesiology', University'  of  Utah  College  of 
Medicine,  1970-present.  ANESTHESIOLOGY. 

Physicians  previously  reported  in  the  News 
Letter  as  having  received  temporary’  licenses, 
and  who  were  granted  permanent  license  were: 
William  F.  Crepps,  Nampa;  Gerald  K.  Good- 
enough,  Malad,  Ronald  R.  Harris,  Idaho  Falls; 
William  Furrer,  Jr.,  Pullman;  Robert  E.  Roche- 
leau,  Moscow,  Lida  Crockett  Brown,  Black- 
foot;  David  K.  Merrick,  Boise;  James  T.  Scan- 
lan,  Boise,  and  Joe  E.  McCary,  Caldwell. 


Welcome  New  Members 


The  following  physicians  have  been  elected 
to  membership  in  their  component  medical 
society’; 

South  Central  Idaho  District  Medical  Soci- 


ety: Edward  M.  Tapper,  Sun  Valley';  John  P. 
Gibney',  and  Michael  T.  Phillips,  both  of  Twin 
Falls;  James  L.  Molchan,  Gooding,  and  James 
E.  Scheel,  Jerome. 
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THE  MUSCLE 
RELAXANT  THAT 
DOES  WHAT’S 
EXPECTED 


Some  skeletal  muscle  relaxants  cause  generalized  muscle  weakness.  Not 
Norflex.  Some  require  dosages  as  high  as  eight  tablets  a day  for  effective 
relief.  Norflex  relaxes  only  the  muscles  in  spasm  on  one  tablet  b.i.d.  Norflex 
checks  pain.  Reduces  rigidity.  Restores  mobility.  Has  less  side  effects  too. 
So  Norflex  does  what’s  expected.  And  does  it  with  less  inconvenience. 

Indications:  Acute  spasm  of  voluntary  muscles,  regard- 
less of  location;  especially  post-traumatic,  discogenic, 
and  tension  spasms. 

Dosage:  Two  tablets  per  day  for  adults,  regardless  of 
weight  or  sex;  one  in  the  morning  and  one  in  the 
evening. 

Contraindications:  Contraindications  for  Norflex  are 
due  to  the  anticholinergic  action  of  orphenadrine. 

Norflex  should  not  be  used  in  patients  with  glaucoma, 
pyloric  or  duodenal  obstruction,  stenosing  peptic  ulcers,  prostatic  hypertrophy  or  obstruction  at  the  bladder  neck,  cardio- 
spasm (megaesophagus)  and  myasthenia  gravis.  It  should  be  used  with  caution  in  patients  with  tachycardia. 

Since  mental  confusion,  anxiety  and  tremors  have  been  reported  in  patients  receiving  orphenadrine  and  propoxyphene 
concurrently,  it  is  recommended  that  Norflex  not  be  given  in  combination  with  propoxyphene  (Darvon®). 

Side  Etfects:  Side  effects  of  Norflex  (orphenadrine  citrate)  are  mainly  due  to  the  mild  anticholinergic  action  of  orphen- 
adrine, and  are  usually  associated  with  higher  dosage.  Dryness  of  the  mouth  is  the  first  side  effect  to  appear.  When  the 
daily  dose  is  increased,  possible  side  actions  include:  tachycardia,  palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  constipation, 
drowsiness  and,  rarely,  urticaria  and  other  dermatoses.  Infrequently,  an  elderly  patient  may  experience  some  degree  of 
mental  confusion.  These  mild  side  effects  can  usually  be  eliminated  by  reduction  in  dosage.  Two  cases  of  aplastic  anemia 
associated  with  the  use  of  Norflex  tablets  have  been  reported.  No  causal  relationship  has  been  established. 

For  full  information,  see  Package  Insert  or  P.D.R. 

Riker  Laboratories,  Inc.  MiM 

NORTHRIOGE.  CALIFORNIA  91324  iSSmtS 
Sponsor  of  Riker-Service  — The  Complimentary  Classified  Service  for  Physicians 


IMorflex 

(ORPHENADRINE  CITRATE) 

1 TABLET  (100  mg.)  B.I.D. 
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CLASSIFIED  ADVERTISEMENTS 


All  classined  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  ofTice  nut  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  Journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


CHIEF  OF  MEDICINE-for  large  community  hospital 
which  has  an  active  Residency  Program.  Primary  require- 
ments: community  hospital  interest  and  teaching  experience, 
organizational  ability,  and  clinical  research  interest.  Applica- 
tion and  resume  should  be  sent  to  S.  Meighan,  M.D.,  Dept. 
Medical  Education,  Good  Samaritan  Hospital,  Portland,  Ore. 
97210. 


TWO  GENERAL  PRACTITIONERS-needed  m heart 

of  Western  Washington  Recreational  Area  for  private  practice. 
Guarantee  of  $25,000  per  year  by  hospital  association.  Mil- 
lion dollar  big  city  hospital  in  rural  setting.  Double  clinic 
bldg.,  available.  Area  now  has  6 physicians,  much  too  busy. 
Phone  Mr.  Phil  Lemchen,  Executive  & Scientific  Search,  1406 
Joseph  Vance  Bldg.,  Seattle,  Wa.  98101,  MU  2-7366. 


OPPORTUNITY  — to  take  over  established  internal  medi- 
cine practice  in  Salem,  Oregon.  No  office  leases  and  so  forth 
involved.  Coverage  available.  Will  sell  equipment.  Write  Box 
28-B,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981  21 . 


GP  OR  SPECIALIST  NEEDED-  Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  NEEDEDON  VASHON 
ISLAND— Large  fully  equipped  office  in  Medical-Dental 
Center  available.  Contact  L.A.  Groh,  M.D.,  Rt.  1,  Box  85, 
Burton,  Wa.  9801  3 or  phone  Seattle,  WE  5-7881 . 


LOCUM  WANTED-  June  15-August  15.  GP  , no  OB.  Fee 
open.  Call  WE  7-5500,  South  Seattle. 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.- 

Is  losing  his  associate.  Have  fully  equipped  large  office  space 
available  in  this  seacoast  fishing  and  tourist  area.  Separate 
waiting  rooms,  share  x-ray.  Minor  surgery,  no  OB  unless  de- 
sired. Excellent  25-bed  hospital  2 miles  away.  Above  average 
income.  Rent  or  association  considered.  Have  workable  plan 
for  beginning  physician.  A delightful  place  to  live.  Call  collect 
or  write,  J.L.  Campiche,  M.D.,  12th  & Pacific,  Long  Beach, 
Wa.,  98631 . Phone,  office  (206)  642-2700,  home  642-2701 . 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified  or 
eligible:  100  man  clinic  of  specialists  associated  with  250-bed 
hospital.  Ten  man  department.  Starting  salary  is  $30,000  with 
increments  and  many  fringe  benefits.  Harold  R.  Cohen,  M.D., 
Chief,  Department  of  OB-Gyn.  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GP-INTERNIST— Wanted  for  growing  Wisconsin  commun- 
ity. Outstanding  opportunity,  patient  service  area  exceeds 
10,000.  Desirable  locations  for  family  living  — good  schools 
— doorway  to  Horicon  Recreational  area.  Contact  Executive 
Secretary,  Mayville  Chamber  of  Commerce,  Box  86,  Mayville, 
Wise.  53050. 


SUPERINTENDENT  & ONE  STAFF  PHYSICIAN- 

Neededfor  Galen  State  Hospital  in  western  Montana— 240  bed 
modern  facility  — about  one-half  of  patient  load  are  patients 
with  various  chest  diseases  — other  half  of  patient  load  are 
geriatric  cases.  Appropriation  request  to  up-coming  Legislature 
to  implement  program  of  rehabilitation  for  certain  selected 
cases  on  neuromuscular  programs.  Good  housing,  good  hunt- 
ing, fishing  in  the  mountain  west.  Fringe  benefits  include  va- 
cation with  pay,  retirement  plan  and  Social  Security.  Salary 
for  superintendent  $25,000  plus  maintenance  and  housing. 
Salary  for  staff  physician  $18,000  to  $22,000  depending  on 
qualifications.  Contact  K.A.  Tyler,  M.D.,  Acting  Superinten- 
dent — Galen  State  Hospital,  RFD  No.  1,  Deer  Lodge,  Mon- 
tana 59722.  Phone  (406)  693-2281. 


INTERNAL  MEDICINE-FAMILY  PRACTICE,  SAN 
Dl  EGO  CAL.—  College  area  major  medical  center,  70  physi- 
cians & dentists,  general  hospital.  Senior  3 man  group  estab- 
lished 10  years.  Retiring  because  of  health.  Overhead  shared, 
income  separate,  trial  period,  no  outlay.  Alvarado  Assoc., 
Suite  230,  6475  Alvarado  Rd.,  San  Diego  92120.  Phone 
(714)  583-0121. 


SITUATIONS  WANTED 


PHYSICIAN'S  ASSIST  ANT — Navy  Hospital  Corp  veteran 
and  graduate  of  Cleveland  Clinic  Physician's  Assistant  Train- 
ing Program  wishes  employment  with  overworked  physician  in 
office  or  clinic.  For  further  information  write,  Michael  L. 
Remington,  5623  Erlands  Point  Road,  Bremerton,  Wa.  98310. 


RADIOLOGIST— Board  certified,  age  43,  recently  com- 
pleted University  training,  desires  to  relocate.  Write  Box  26- 
B,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981  21 . 


PEDIATRICIAN  BOARD  CERTI  FIED- Long  experi- 
ence in  teaching  and  research  in  general  pediatrics  and  allergy. 
Presently  teaching  in  Southern  University.  Desires  private 
practice  or  full  time  position  in  Northwest.  Write  Box  25-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981  21 . 

PEDIATRICIAN  BOARD  CERTIFIED  — Desires  associ- 
ation with  established  pediatrician  in  Seattle  or  environs. 
Extensive  experience  in  clinical  pediatrics  and  subspecialities. 
Write  Box  24-B,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GPWANTSOFFICE  WORK  PART  TIME  ONLY-Suc- 
cessful  solo  and  group  practice  for  20  years,  industrial  for  5, 
wishes  to  resume  GP  work.  Age  55.  Available  afternoons 
only.  Does  some  busy  solo  GP  or  group  need  a part  time  as- 
sociate? Prefer  Burien  to  Tacoma  area.  No  hospital  work  or 
night  calls.  Pay  me  a salary  or  by  the  hour.  Write  Box  27-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 . 


EQUIPMENT 


OFFICE  EQUIPMENT  FOR  SALE— Complete  set-up 
suitable  for  GP,  gen.  surg,  internist,  orthopedist.  GE  x-ray, 
100  ma,  exam  tables,  EKG,  op.  table,  surg.  instruments,  etc. 
All  excellent  cond.,  many  new.  Sell  all  or  part,  marked  reduc- 
tion. Contact  Wendell  Petty,  M.D.,  1938  Clemens  Road, 
Oakland,  Calif.  94602. 


SAN  JUAN  VACATION 


NORTHWEST  SAILING  VACATION  — Six  daysaboard 
60'  Garden  Ocean  Sailing  Ketch  through  the  172  Evergreen 
San  Juan  Islands  with  skipper.  Learn  to  sail,  gather  clams  and 
oysters,  rest  and  relax.  Diesel  motor,  radiotelephone,  refriger- 
ation and  hot  shower.  Come  alone  or  with  party.  Not  over 
six  guests  - a party  of  four  may  have  exclusive.  Write  for  pic- 
ture brochure.  Chris  Wilkins,  Christmas  Island,  Orcas,  Wa. 
98280. 
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OFFICE  SPACE 


OFFICE  FOR  RENT-  Attractive  Medical-Dental  Building 
located  in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physicians 
in  growing  community.  Share  waiting  room  with  well-estab- 
lished GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician, GP  or  internist.  Population  close  to  30,000.  Good 
skiing,  hunting,  fishing  and  other  outdoor  recreation.  Contact 
Paul  H.  Lyon,  M.D.,  101  IM.E.  11th,  East  Wenatchee,  Wa. 
98801. 


BEND  OREGON  MEDICAL  BUILDING- For  sale  or 
lease.  Suite  of  9-rms,  1 ,300  sq.  ft.  Excellent  downtown  loca- 
tion. Parking.  Practice  in  Vacationland.  Write  Box  15-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981  21 . 


OFFICE  BUILDING  FOR  SALE  OR  LEASE-ln  Bel- 
lingham Medical  Center.  1,300  sq.  ft.,  ground  floor  and  air 
conditioned.  Write  Rolf  H.  Pratum,  M.D.,  1800  'C'  St., 
Bellingham,  Wa.,  or  call  733-7360. 


WILL  DESIGN  & BUILD  TO  SUIT- Individual(s)  or 
consortium.  For  sale  or  lease,  medical  and/or  dental  facilities 
in  superior,  continuous-growth  patient  area.  Property  in  NW 
Seattle  is  highly  suited  to  modern,  expandable  health  center. 
All  details  from  Mr.  William  R.  Thomas,  MJB  & B Builders, 
Seattle  EM  5-1122. 


U XK  - Whi—  ■ X 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism.  Shade!  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

ACCREDITED  BY  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— June  20-24.  1971,  At- 
lantic City:  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  28-Dec.  1,  1971, 
Nev»  Orleans. 

Oregon  Medical  Association — Annual 
Meeting,  September  22-26,  1971,  Hilton 
Hotel,  Portland. 

Washington  State  Medical  Association — 
Annual  Meeting.  Sept.  19-22.  1971, 
Seattle. 

Idaho  Medical  Association — Annual 
Meeting.  June  30 — ^July  4.  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northvsest  Rheumatism  Society — 

Pres.,  Kenneth  R.  Wilske,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
Annual  Meeting,  May  7-8,  1971,  Wash- 
ington Plaza  Hotel,  Seattle. 

Pres.,  Willis  Taylor,  Seattle 
Sec.,  Robert  Skeith  Miller,  Portland 

West  Coast  Allergy  Society — 

Pres.,  Walter  R.  MacLaren.  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 

Biennial  Western  Conference  on  Anes- 
thesiology, May  2-7,  1971,  Princess 
Kaiulani  Hotel.  Honolulu,  Hawaii; 
Information:  Eldon  E.  Smith,  M.D.. 
2270  kalakaua  Avenue,  Suite  804, 
Honolulu,  Hawaii  96815. 

Pres.,  Fred  H.  Landeen,  Tucson,  Ariz. 
Sec.,  Murray  G.  Atnikov,  Vancouver, 
B.C. 


OREGON 

Academy  of  General  Practice — Annual 
Scientific  Assembly,  May  5-7,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  Wemme. 

Pres.,  Warren  B.  Thompson,  Hood 
River 

Sec.,  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  & 
Otolary  ngology  — Cosmopolitan  Port- 
land VIotor  Hotel.  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 
Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr„  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 
Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 


Northwest  Physical  Medicine  and  Re- 
habilitation 

Pres.,  Justus  F.  Lehmann 

Sec.,  Donald  R.  Silverman,  Seattle 

Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock.  Portland 

Oregon  Society  Obstetrics  & Gy  necology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  E.  M.  deCastro,  Portland 
Sec.,  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 

Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri..  Oct. — April.  Portland.  May, 
SaJishan,  Sept.,  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell.  Portland 

Oregon  Society  of  Internal  Medicine — 
Annual  Meeting,  May  13-15,  1971, 
Bowman's  Mt.  Hood  Golf  Club  and 
Resort,  W emme. 

Pres.,  W.  James  Kuhl,  Portland 
Sec.,  William  R.  Olson.  Portland 

Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd.  Friday. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building. 
Portland. 

Pres.,  Donald  Kelly,  Portland 
Sec.,  Edward  Hendricks,  Beaverton, 

Ore. 

Portland  Academy  of  Psychiatry^-Ith 
Tues.  (Jan.-May,  Sept.-Nov.). 

Pres.,  Ira  Pauly.  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society — 4th  Tues. 
(Sept.-May).  Annual  Sleeting — May 
13-14,  1971,  Thunderbird  Motor  Inn, 
Portland,  Oregon. 

Pres.,  Walter  C.  Reiner,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 
King  County  Academy  General  Practice  - 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 
Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 
Puget  Sound  Academy  of  Ophthalmology 
- 3rd  Tues.  (Oct.  - Apr.) 

Pres.,  Robert  F.  Kaiser,  Bellingham 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.), 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 

Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June.  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin,  Seattle 
Sec.,  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - .May  except  Dec.). 

Pres.,  Ralph  R.  Luce,  Seattle 
Sec.,  H.  Lee  Kilburn,  Kirkland 
Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May). 

Pres.,  Dean  Parker,  Seattle 
Sec.,  Karl  J.  May,  Seattle 
Spokane  Surgical  Society — Quarterly. 

Pres.,  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  .Medicine — 
4th  Tues. 

Pres.,  James  Billingsley,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tues. 
(Sept.  - May).  Annual  Clinical  Meet- 
ing - May  1,  1971. 

Pres.,  William  W.  Mattson  Jr.,  Tacoma 
Sec.,  John  R.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Academy  of  General  Prac- 
tice— Annual  .Meeting,  May  13-15, 
1971,  Holiday  Inn,  Everett. 

Pres.,  Leeon  F.  Aller,  Jr.,  Snohomish 
Sec.,  Paul  M.  Tueffers,  Seattle 
Washington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 
Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.,  Edward  C.  Smith,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthe- 
siologists - Quarterly  Meetings,  Lo- 
cation Varies.  Mar.,  June,  Sept.,  & 
Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Katherine  Trudnowski,  Seattle 
Yakima  Surgical  Society  - Last  Thurs. 
(Sept.  - May  ).  Annual  Meeting.  May  21, 
1971. 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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His  makeup  is  unique  by  tradition. 

His  ulcer  trea^ent  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


SEARLE 


Research  in  the  service  of  medicine. 
G.  D.  Searle  & Co..  Chicago.  III.  60680 


Pro*Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-Banthine  IS  mg. 
propantheline  bromide 


Pro-Banthine  15  mg. 
propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.A.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-Banthine  7V2  mg. 
propantheline  bromide 
Half  Strength 


Pro'Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
PrO'Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thine. In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.  A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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SEARLE 


anxiety: 
a time  bomb 


Unless  defused,"  anxiety  may  build  up  ta  an  intensity  that  can  aver- 
whelm  the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 

ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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Fud 

treatment  of 

ICXm  solar/actinic  keratoses- 

(1 

fluorouradl 

) An  alternative 

cream /solution 


to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/  actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completi 
Residual  mild  erythema  remains  in  sor 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residu. 
lesions  oi  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N J 07110 


alternative 

o conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
ipical  alternative  to  cryosurgery,  electrodesiccation 
nd  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
; eratoses.  It  is  effective,  comparatively  inexpensive  and 
‘jspecially  well  suited  for  treatment  of  these  multiple 
'f'sions.  Important,  too,  is  the  highly  desirable  cosmetic 
: ;sult.  Clinical  experience  demonstrates  that  treatment 
ijrith  Efudex  results  in  an  extremely  low  incidence  of 
rarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
nd  strength  used,  complete  involution  occurred  in 
7 to  88  per  cent  of  lesions  following  treatment.  The 
ite  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
ent  up  to  a year  after  completion  of  therapy.  When 
ew  lesions  appeared,  repeated  courses  of  Efudex 
lerapy  proved  effective.* 

\edictable 
herapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
f Efudex  therapy.  The  response  is  usually  characteris- 
j.c  and  predictable.  After  three  or  four  days  of  treat- 
iient,  erythema  begins  to  appear  in  the  area  of  keratoses, 
his  is  followed  by  an  intense  inflammatory  response, 
caling  and  occasionally  moderate  tenderness  or  pain, 
he  height  of  the  inflammatory  reaction  generally  occurs 
wo  weeks  after  the  start  of  therapy,  and  then  begins 
3 subside  as  treatment  is  stopped.  Within  two  weeks  of 
iscontinuing  medication,  the  inflammation  is  usually 
one.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
; so  predictable,  lesions  which  do  not  respond 
hould  be  biopsied. 

Iwo  strengths— two 
dosage  forms 

j Efudex  is  available  as  a 2%  or  5%  solution  or 
is  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
vith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
•ortant  considerations:  First,  please  consult  the  com- 
pete prescribing  information  for  precautions,  warnings 

Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications;  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration : Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/  weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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tablets 


Regularity- 

for  about  half  the 
regular  cost. 

Especially  for  your  patients  on 
fixed  incomes  there  is  ample 
reason  to  recommend  Regutol.  It 
costs  about  half  what  the  other 
stool  softeners  with  dioctyl  sodium 
sulfosuccinate  cost.  Yet  it  offers 
the  same  quality  and  advantages 
as  the  more  expensive  brands. 

Regutol  is  gentle.  It  works 
without  laxative-type  irrita- 
tion. It  enables  the  natural 
moisture  in  the  colon  to 
soften  or  prevent  hard 
stools.  There’s  no  cramping 
or  urgency.  Just  a comfort- 
able return  to  easier,  normal 
evacuation. 

Regutol.  For  older 
patients  or  any  patient  with 
constipation.  It’s  the  gentle 
approach  to  therapy... phys- 
iologically and  economically. 

Regutol' 

Dioctyl  Sodium 
Sulfosuccinate,  100  mg. 
Calcium  Pantothenate, 

50  mg. 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves. 

Ed. 


Policy  on  Publication  of  Letters 

Spokane,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I am  compelled  to  rise  to  the  defense  of 
William  E.  Watts,  although  his  own  defense 
w’as  formidable.  Not  only  were  the  insinua- 
tions about  Dr.  Watts  and  Dr.  Nathaniel 
Wagner  by  Gerhard  Ahnquist  reprehensible, 
but  their  appearance  in  print  in  a medical 
journal  was  inexcusable.  You  cannot  ease 
yourself  off  the  hook  by  saying,  “Responsi- 
bilit}'  for  statements  rests  with  the  authors  of 
these  communications.”  No  responsible  jour- 
nal should  reduce  itself  to  the  level  of  “yellow 
journalism”  and  print  unfounded  public  at- 
tacks by  one  member  of  our  profession  on 
another.  You  should  revdew  your  policy  in 
this  matter  and  take  appropriate  action. 

I think  it  is  right  that  you  provide  space  for 
Dr.  Ahnquist’s  verbal  catharsis.  He  has  so 
much  aversion  to  abortion  that  anyone  would 
have  compassion  for  him  just  knowing  that  his 
disgust  is  bottled  up  and  seething  inside  of 
him.  His  views  on  abortion,  while  quite  oppo- 
site to  mine,  should  be  made  known  if  that  is 
his  desire.  But  as  a responsible  member  of  so- 
ciety, he  should  be  able  to  curb  his  personal 
animosity  against  others.  The  least  he  could 
do  is  to  get  the  facts  before  attacking  another 
individual  whose  only  “crime”  was  to  hold  a 
view  on  the  abortion  issue  contrary  to  his 
view. 

Sincerely, 

THOMAS  H.  REED,  M.D. 


Supporting  Dr.  Watts 

Wenatchee,  Washington 

Editor,  NORTHWEST  MEDICINE; 

After  reading  a letter  from  Dr.  Ahnquist  in 
the  March  issue  of  NORTHWEST  MEDICINE, 
I wish  to  express  my  support  of  Dr.  Watt’s  ef- 
forts for  abortion  reform.  Those  of  us  who 
know  him  have  no  doubt  as  to  his  integrity.  It 
is  obvious  that  the  writer  of  this  letter  was  un- 
able to  cope  with  his  stand  on  intellectual  basis 
and  resorted  to  unwarranted  attack  on  his 
personality. 

As  you  are  probably  aware,  one  of  the  phy- 
sicians in  the  Wenatchee  Valley  Clinic,  Earnest 
Movius  was  openly  slandered  at  the  State  Capi- 
tol by  an  Eastern  Washington  legislator  when 
Dr.  Movius  was  attempting  to  introduce  sex 
education  in  the  local  schools. 

The  world  is  full  of  kooks  and  cranks.  May 
Bill  Watts  keep  up  his  good  work! 

Sincerely, 

WILLIAM  M.  McKEE,  M.D. 

Diving  Medicine 

Colton,  California 

Editor,  NORTHWEST  MEDICINE: 

The  National  Association  of  Underwater  In- 
structors will  hold  its  first  Diving  Medicine 
Course  for  Physicians  May  1-8,  1971  at  the 
Underwater  Explorers  Club  in  Freeport,  Grand 
Bahama. 
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cotitiniied  on  page  326 


The  gut  reactor. 


BELAP 
is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  SOrng. 

(Wirniog:  Miy  b«  habilformingl  //■  >' 

Belladonna  Extract  8 mg.  8 mg.  smg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
ofaetruction  as  in  proetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Wain  ng  May  0€  habd  form. rtg) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Aa'o  t'g  M»jr  be  lac  t lo»~i'g) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med’  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  ly-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


coutiuued  from  page  324 

Primary  objective  of  this  type  of  eight-day  " 
program  taught  by  physicians  for  physicians  is 
to  acquaint  a major  segment  of  the  medical 
population  with  the  problems  of  underwater 
physiology'  and  therapy  for  diving  and  diving- 
related  injuries.  The  course  will  be  open  only 
to  physicians. 

The  course  will  include  diving  physics,  ven- 
emous  marine  animals,  diving  physiology,  ad- 
vances in  diving  equipment,  shallow  water 
blackout  and  drowning,  decompression  sick- 
ness, pulmonary  physiology,  decompressure 
chamber  operation,  physical  exams  for  divers, 
air  embolism,  treatment  table  and  other  re- 
lated subjects.  For  those  doctors  who  have  no 
diving  experience,  an  additional  course  in 
Basic  Skin  and  Scuba  Diving  will  be  available. 

For  more  information  on  this  course  or  a 
schedule  of  other  1971-1972  Medical  Pro- 
grams, write  NAUI  Headquarters,  22809  Bar- 
ton Road,  Colton,  California  92324. 

ARTHUR  ULLRICH 
NAUI  General  Manager 


Opponents  and  Proponents 
Should  Become  Components 

(of  a teaching  program) 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I have  grown  weary  of  the  post-Referendum 
20  debates  in  NORTHWEST  MEDICINE  and 
other  local  medical  media.  Each  side  w'ill  not 
sway  the  other,  nor  the  ambivalent.  What  is 
most  distressing  is  that  both  sides,  at  times, 
fail  to  see  that  they  are  striving  for  a common 
goal— the  elimination  of  the  need  for  abortion. 

The  snowball  of  abortion  reform  is  upon  us 
and  it  isn’t  going  to  melt.  Individual  attacks 
against  individuals  add  nothing  to  retard  its 
growth  or  deviate  its  path.  It’s  time  we  bury 


the  hatchets  and  gather  our  forces,  intelligence, 
and  energy  to  develop  our  common  goals. 
This  can  only  be  done  through  education- 
education  of  the  physician  follow'ed  by  educa- 
tion of  the  public. 

Last  month,  under  the  direction  of  the 
Department  of  Family  Planning  at  the  Uni- 
versity of  Washington,  a series  of  30-second 
T.V.  announcements  were  made  to  help  with 
this  problem.  The  message  was  simply: 

1.  Contraception  is  preferrable 
to  abortion; 

2.  Those  contemplating  abor- 
tion should  seek  early  medi- 
cal counsel. 

The  funds  were  provided  by  local,  non-profit 
groups  and  the  tapes  were  reviewed  as  to  con- 
tent and  taste  by  responsible  physicians  and 
laymen.  They  were  then  distributed  to  eleven 
T.V.  stations  throughout  the  state,  requesting 
they  be  considered  for  viewing  as  a public 
service. 

To  the  dismay  of  those  involved,  little  en- 
thusiasm was  expressed  by  the  T.V.  stations. 
Are  the  T.V.  stations  criticizing  the  message, 
or  are  they  also  weary  (and  fearful)  of  indi- 
vidual attacks?  1 can’t  believe  they  are  blind 
to  the  need  for  this  type  of  education.  I 
w'ould  hope  the  opponents  of  Referendum  20 
w'ould  join  the  proponents  who  are  trying  to 
fill  this  education  gap.  As  a starter,  why  not 
review  these  announcements  and  if  the  oppo- 
nents agree  in  their  worth,  help  encourage  the 
T.V.  stations  to  reconsider? 

Most  of  the  opponents  of  Referendum  20  I 
met  in  debate  last  fall  agreed  that  we  need 
better  family  planning  education  to  combat 
abortion  requests.  Yet  today,  the  numerous 
family  planning  clinics  in  the  state  are  still 
searching  for  volunteer  physicians.  On  the 
debate  circuit,  we  all  agreed  at  least  on  this 
one  concept— now  let’s  do  something  about  it! 

RICHARD  M.  SODERSTROM,  M.D. 
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^he 


fepanilTen-ta 

! ■ (continuous  release  form) 

Jiethylpropion  hydrochloride^  N.F.) 


i 

Vhen  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
i jpport  for  the  weight  control  program  you  recommend. 
jEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
^'SS.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
i/ely  low  incidence  of  CNS  stimulation. 

i 'ntroindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
s drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 
arning:  Although  generolly  safer  thon  the  amphetamines,  use  with  great  caution  in 
j tlents  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
h first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
[Iverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
aasant  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
relotlvely  low  incidence.  As  Is  charocteristic  of  sympathomimetic  agents,  it  may 
casionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
vascular  effects  reported  include  ones  such  as  tachycardio,  precordial  pain, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  In  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostro/nfestino/  effects  such  os  diarrhea, 
constipotion,  nousea,  vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspneo,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  ond  polyuria. 

Convenience  of  two  ciosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
doily,  swallowed  whole,  in  midmorning  {10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meals.  If  desired,  an  additional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  T-107/4/71/u  s patent  no  3.001,910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophiebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinai  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


What  to  do 
until ..  . 
suppositories 

work: 


Rea 

‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times two.“  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

r"LEET  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


c.  B.  fleet  CO.,  INC. 
Lynchburg,  Va.  24505 


I pharmaceulicals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsafl,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964, 


Safety  isn’t 
everything  in  ai 

antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 

There  is  no  guarantee  of  safety — even  with  Erythrocin. 

Mild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a serious  reaction  with  Erythrocin?  103305 


EEYTHROCIN* 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need- 
the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin* 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL:  In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals) ; 1 to  4 Gm.  daily  in 
adults;  15  to  25  mg./lb./day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  103305 


EDITORIAL 


Control  of  Availability  of  Therapeutic  Drugs 


Whether  it  be  called  a strangle  hold  on  the 
pharmaceutical  industry  or  benevolent  protec- 
tion of  the  public,  there  can  be  no  doubt 
about  control  over  production  and  distribu- 
tion of  drugs  by  the  Food  and  Drug  Admini- 
stration, or  about  the  fact  the  FDA  is 
gradually  assuming  more  and  more  power. 
And  there  is  no  doubt  whatever  that  the 
practice  of  medicine  is  being  affected.  In- 
volvement of  physicians  is,  unfortunately, 
restrictive. 

No  one  would  wish  to  return  to  the  days 
when  pill  rolling  was  a practical  art,  and  a 
prescription  directed  the  pharmacist  to  del- 
iver a box  or  bottle  filled  from  supplies  on 
his  shelves.  But  no  reasonable  person  should 
wish  to  move  far  enough  away  to  wrest  con- 
trol from  the  medical  profession.  Physicians, 
by  prescribing,  did  control  production  and 
distribution  of  drugs.  And  control  continued 
long  after  pharmaceutical  manufacturers  ren- 
dered pharmacy  compounding  obsolete,  be- 
cause prescriptions  were  written  for  products 
found  to  be  useful.  If  found  ineffective,  a 
product  was  soon  off  the  market.  Efficacy 
of  drugs  was  determined  largely  on  the  basis 
of  clinical  experience,  not  by  a committee 
equating  no  proof  of  effectiveness  with  proof 
of  no  effectiveness.  Experience  of  physicians, 
no  matter  if  favorable  over  a period  of  many 
years,  is  no  longer  to  be  of  influence  in 
determining  what  drugs  will  be  available 
and  what  drugs  will  be  taken  off  the  market. 
This  change  by  FDA  is  only  one  in  a series  of 
actions  that  have  followed  the  Kefauver 
amendments  of  1962. 

When  the  Kefauver  bill  was  proposed, 
there  was  no  hint  that  the  Congress  expected 
to  demand  proof  of  effectiveness  of  drugs 
previously  in  use.  In  fact,  the  Senate  Ju- 
diciary Committee,  in  reporting  favorably 
on  the  bill,  stated  that  such  demand  “would 
overload  the  industry  and  the  Food  and 
Drug  Administration  with  unnecessary  new 
drug  applications.”  But  thalidomide  was 
responsible  for  changes  made  before  the  pro- 
posals were  finally  adopted.  Then  change 
made  it  necessary  to  support  claims  for  a drug 


with  “substantial  evidence”  even  though  it 
had  been  cleared  for  safety  at  any  time  after 
1938.  It  is  this  wording  that  FDA  has  used  to 
increase  control. 

Clinical  experience  was  accepted  as  valid 
when  drug  advertising  regulations  were  a- 
dopted  by  FDA  early  in  1964.  Although  indi- 
cating that  some  drugs  had  not  been  subjected 
to  “the  kind  of  controlled  clinical  investiga- 
tions that  are  needed  to  support  the  claims  for 
new  drugs”  the  regulations  stated  that  “FDA 
will  accept  adequately  documented  clinical  ex- 
perience to  support  the  advertising  claims  for 
old  drugs.”  Obviously,  physicians  in  practice 
were  still  influencing  availability  of  drugs. 

Beginning  of  the  end  of  this  position  can 
be  dated  in  1966  when  FDA,  unable  to  con- 
duct the  studies  considered  necessary,  con- 
tracted with  the  National  Academy  of  Sci- 
ences - National  Research  Council  for  a Drug 
Efficacy  Study.  The  study  was  planned  by 
a Policy  Advisory  Committee  suggested  by 
the  Drug  Research  Board,  part  of  the  Div- 
ision of  Medical  Sciences  of  NAS/NRC.  The 
Policy  Advisory  Committee  established  thirty 
review  panels,  planned  to  consider  drugs  in 
groups.  The  experts  invited  to  sit  on  these 
panels  were  not  practicing  physicians  but 
were  mostly  drawn  from  academic  fields. 

First  issue  of  guidelines  for  the  study 
stated  that  drugs  would  be  reported  as: 
Category  A - Effective;  Category  B - Prob- 
ably Effective;  Category  C - Possibly  Effec- 
tive; and  Category  D - Not  Effective.  Later, 
it  was  found  that  these  categories  did  not 
cover  all  situations  and  two  additional  cat- 
egories were  adopted:  Effective  but;  and 

Ineffective  as  a Fixed  Combination.  Most 
of  the  panels  had  difficulty  in  trying  to  use 
the  second  and  third  categories  consistently. 

The  sixth  category,  regarding  fixed  com- 
binations, became  the  most  important  of  all 
when  it  was  used  as  the  basis  for  change  in 
FDA  regulations  and  these  changes  were  a 
significant  step  in  assumption  of  power.  The 
test  was  Panalba  — and  FDA  won. 

The  struggle  began  in  1969  when  the  drug 
efficacy  group  reported  that  Panalba  was 
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ineffective  as  a fixed  combination.  Upjohn 
protested  and  the  case  went  through  three 
federal  courts.  It  was  terminated  when  a 
Delaware  court,  October  20,  1970,  declared 
the  regulations  were  a valid  exercise  of 
FDA  authority.  The  drug  was  categorized 
as  ineffective  because  there  was  lack  of 
“substantial  evidence”  that  Panalba  was  more 
effective  than  tetracycline  and  novobiocin 
administered  separately. 

This  victory  in  the  courts  drew  the  final 
curtain  on  clinical  experience  as  “substantial 
evidence”  of  value  of  a drug.  The  mere 
fact  that  physicians  have  used  a drug  suc- 
cessfully over  a period  of  many  years  is  no 
longer  enough.  It  can  be  taken  off  the 
market  until  extensive,  controlled,  research 
studies  confirm  each  action,  under  a given  set 
of  conditions.  Such  research  on  old  drugs 
is  obviously  not  attractive  to  academic  in- 
vestigators and  would  be  prohibitively  expen- 
sive for  many  products.  The  changes  have 
not  been  effected  by  passing  new  laws  but 
by  FDA  redefinition  of  “substantial  evi- 
dence.” 


Thus,  over  a period  of  nine  years,  by  a 
succession  of  moves,  FDA  has  assumed  power 
that  may  or  may  not  have  been  intended  by 
the  Congress  when  the  Kefauver  amendments 
were  adopted.  Undoubtedly,  many  worthless 
products  have  been,  and  are  being,  removed 
from  the  market.  There  has  been  a flurry 
of  withdrawal  notices  from  FDA,  and  they 
are  still  coming.  But  many  old  reliables 
have  also  been  swept  away  in  the  wave  of 
eliminations.  And  it  is  not  likely  they  will 
return. 

All  of  this  may  be  good  or  bad,  according 
to  viewpoint.  Pharmaceutical  manufacturers 
obviously  think  the  bad  outweighs  the  good. 
Many  physicians  think  the  protection  is  high- 
ly beneficial.  But,  regardless  of  opinion,  the 
fact  remains  that  control  of  the  availability 
of  drugs  has  been  taken  away  from  physicians 
and  now  is  firmly  in  the  hands  of  the  Food 
and  Drug  Administration.  The  grip  will  not 
be  easily  loosened. 

H.  L.  H. 


THE  RIGHT  TO  BECOME  UNEQUAL 


Amidst  all  the  furor  of  the  equality  of  man, 
we  may  have  lost  an  important  concept.  That 
concept  is:  all  men  may  or  may  not  be  born 
equal,  but  they  certainly  are  born  with  the 
right  to  become  unequal. 

For  some,  the  attainment  of  this  right  may 
be  a long,  hard,  rocky  road,  for  the  start  to 
inequality  may,  in  fact,  be  unequal.  It  would 
appear  that  with  all  the  social  and  economic 
pressures  being  brought  upon  Society,  the 
start  may  be  becoming  more  equal,  but  in  our 
foreseeable  future,  it  doesn’t  appear  it  will  ac- 
tually ever  exist  as  a fact. 

Many  inequalities  stand  in  our  way  to  be- 
coming unequal.  Some  of  them  are  geograph- 
ic, economic,  social,  educational,  or  legislative. 
We  have  always  heard  of  and  will  continue  to 
hear  of  success,  for  success  is  one  of  the  proofs 
of  becoming  unequal— here  is  where  medioc- 
rity is  lost.  Here  is  where  excellence  is  real- 
ized. 

Medicine  is  also  touched  by  this  in  many 
ways,  for  as  you  enter  medical  school,  you 
may,  in  the  eyes  of  some,  already  be  unequal 


as  you  have  passed  them  by.  Others  may,  at 
this  point,  feel  unequal  for  a different  reason. 
Some  schools  are  relatively  unknown,  while 
others  are  known  around  the  world.  The  fact 
that  you  graduated  from  Harvard  may  put  you 
a step  up  on  me,  a Creighton  graduate.  Here 
is  where  I may  have  to  strive  a little  harder  to 
become  unequal,  but  I still  have  that  right. 

As  you  look  around,  you  see  many  people, 
not  only  in  medicine,  but  in  all  walks  of  life, 
who  have  taken  advantage  of  this  principle. 
Many  have  literally  done  it  on  their  own; 
others  with  varying  degrees  of  help. 

The  most  important  factor  in  this  concept  is 
the  drive  of  the  individual,  for  we  know  that, 
in  fact,  everyone  is  NOT  created  equal.  We  are 
not  equal  physically,  emotionally  or  mentally, 
but  remember:  in  your  area  of  life  you,  if  you 
exercise  it,  have  the  unalienable  right  of  be- 
coming unequal. 

Fred  H.  Landeen,  M.D.,  President 
Arizona  Medical  Association 
Arizona  Medicine,  February,  1971 


334 

Northwest  Medicine,  May,  1971 


COLOR  COOED 


Fits  in  standard  cabinet 


l:MI:K(il:MCII:S  IX)  I lAPPliM 

Be  Prepared!  Protect  Yourself 
& Your  Patient  against 


Malpractice  Risks 
Respiratory  Depression 
Reactions  to  Drugs 
Falling  Blood  Pressure 
Cardiac 
Convulsions 
Severe  Pain 
Low  Pulse  Rate 
Nausea 
Choking 

with  HEALTHFIRST’s  Color 
Coded  Emergency  Kit* 


Order  complete  kit  from  your  local  dealer. 

If  not  available  from  local  dealer,  please  send  or  call 
inquiries  to  HealthFirst. 


♦AUTOMATIC  REFILL 
ON  EXPIRED  DRUGS. 


$59.50 


HT 


* ideal  fi 


or  use  in 


Home,  Traveling,  Car,  Boat, 
Nursing  Homes,  Office,  etc. 


HEALTHFIRST  CORPORATION 
P.O.  Box  279 
Edmonds,  Washington  98020 
(206)  776-1000 


Cordran'  1ape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


Now 

available  for  your 

prescribing 

needs 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


I 


OOOI2t 


HONORABLE  MENTION 
1970  Northwest  Medicine  and 
Encyclopaedia  Britannica  Contest 


Total  Parenteral  Alimentation  in  Infants 

JACK  M.  REITER,  M.D.,  Mercer  Island,  Washington 

Malnutrition  of  infants  can  be  corrected,  and  satisfactory  weight  gain  can 
be  established  by  long  term  use  of  total  parenteral  nutrition.  Recently  de- 
veloped changes  in  solutions  used,  addition  of  fat  loaded  plasma,  and 
carefully  controlled  placement  of  the  catheter,  have  been  combined  to  pro- 
duce a safe  and  satisfactory  method.  Two  of  the  three  cases  reported  had 
severe  weight  loss  from  intractable  diarrhea.  One  could  not  be  maintained  on 
oral  feeding  after  surgical  loss  of  much  of  the  small  bowel.  All  gained  weight 
and  went  on  to  full  recovery  after  long-term  intravenous  feeding. 


Clavicle 

Fig.  1 . Methods  of  central  venous  catheter  placement. 


Chronic  malnutrition  con- 
tributes greatly  to  the  morbid- 
ity and  mortality  of  infants 
with  intractable  diarrhea  or 
those  who  have  had  massive 
surgical  resection  of  the  small 
intestined'2  These  youngsters 
often  die  of  inanition  and  its 
complications  before  specific 
curative  therapy  can  be  insti- 
tuted. Many  investigators  have 
studied  measures  to  provide  all 
of  the  essential  nutrients  to 
sustain  life  and  maintain  nor- 
mal growth  and  development. 
Previously,  attempts  at  paren- 
teral hyperalimentation  had 
met  with,  at  best,  only  limited 
success  for  several  reasons,  in- 
cluding toxicity  of  the  infu- 
sate  and  complications  arising 
from  prolonged  administra- 
tion, or  from  inadequate  calor- 
ic intake.  Successful  methods 
for  providing  total  parenteral 
nutrition  were  reported  in 
1968  and  1969.  3-6 

This  report  summarizes  the 
existing  literature,  in  addition 
to  relating  personal  experien- 
ces with  three  patients  in  Pitts- 

Dr.  Reiter  interned  at  Pittsburgh 
Children’s  Hospital  and,  when  this  paper 
was  entered  in  the  contest,  was  in  first 
year  pediatric  residency  at  Children’s 
Orthopedic  Hospital,  Seattle.  He  receiv- 


A B 


burgh  and  Seattle  who  receiv- 
ed hyperalimentation  for  56, 
42,  and  75  days  respectively. 

catheter  placement 
and  management 

The  infusate  must  be  de- 
livered into  a region  of  high 
blood  flow  for  rapid  dilution 
in  order  to  avoid  vein  inflam- 
mation and  thrombosis.  Suc- 
cess of  the  method  is  depen- 
dent to  a large  degree  on  its 
proper  placement.  All  groups 
now  use  silastic  tubing  instead 
of  polyvinyl,  which  was  aban- 
doned because  it  often  led  to 
extensive  edema  and  indura- 
tion of  the  neck. 


The  catheter  is  placed  in  the 
superior  vena  cava  through  the 
external  or  internal  jugular 
vein.  When  the  external  jugu- 
lar vein  is  used,  it  may  be  tied 
off  distally,  but  if  the  internal 
jugular  vein  is  employed,  it  is 
not  ligated.  The  subclavian 
vein  may  be  utilized,  but  there 
may  be  risk  of  pneumothorax. 
Although  the  femoral  veins 
may  be  used  as  sites  for  inser- 
tion, I try  to  avoid  them  if 
possible  because  of  the  risk  of 
infection.  Insertion  is  done  in 
the  operating  room. 

Three  methods  of  catheter 
placement  have  been  tried. 
Figures  lA  and  IB  illustrate 
the  methods  used  previously. 
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but,  at  present  I find  the  meth- 
od of  Mansfield^®  to  be  best 
(Figure  1). 

The  catheter  is  tunneled  un- 
der skin  lateral  to  the  ear,  and, 
where  the  catheter  is  exposed, 
a short  segment  of  larger  bore 
silastic  tubing  is  fixed  over  the 
intravenous  catheter  with  med- 
ical rubber  cement.  This  pre- 
vents dislodgement  in  either 
direction.  The  catheter  is  then 
threaded  beneath  the  skin,  lat- 
erally to  the  posterior  auricular 
vein,  to  the  lower  neck,  where 
it  is  placed  into  the  external 
jugular  vein.  Tunnelling  is  ac- 
complished with  a Silverman 
biopsy  cutting  needle,  usually 
size  14,  through  which  the 
tubing,  usually  18  or  20  guage, 
is  inserted.  Stretch  is  avoided. 
The  catheter  is  then  passed 
from  the  external  jugular  vein 
to  the  superior  vena  cava  (with 
care  and  extreme  patience). 
After  the  incision  is  sutured, 
the  catheter  is  secure  for  every- 
day handling  of  the  infant. 
Exact  position  of  the  catheter 
is  checked  by  fluorscopy  af- 
ter injection  of  radiopaque  dye. 

In  caring  for  the  wound  at 
the  exit  sites,  I use  antibiotic 
ointment  prophylactically. 
Skin  infection  has  been  infre- 
quent, and  weekly  cultures 
from  the  wounds  have  been 
negative  over  prolonged  peri- 
ods. Accurate  placement  and 
meticulous  attention  to  both 
the  catheter  and  the  exit  sites 
permit  long-term  use  of  each 
catheter. 

nutrient  solution 

Solutions  used  are  based  on 
the  following  principles: 
1.  There  is  a significant  corre- 
lation between  caloric  intake 
and  weight  gain.'’’’  2.  Mal- 

nourished children  often  have 
to  be  given  more  protein  and 


TABLE  1 

Dietary  Management 

1.  Basic  intravenous  solution: 

a.  330  ml  5%  dextrose-5%  amino 
acids 

b.  1 70  ml  50%  dextrose 

2.  To  each  500  ml  I.V.  bottle  is 
added: 

a.  1.5  mg  folic  acid 

b.  2 ml  multivitamins 

3.  50  micrograms  Vitamin  B-|2  l-M. 
1-2x/month 

4.  Aquamephyton  1 mg  I.M.  lx/ 
week. 

5.  Calcium  gluconate  ) 

Imferon  / 

Sodium  chloride,  / 
r,  , , • , I needed 

Potassium  chloride  V 

Magnesium  sulfate  ■ 

6.  Fatty  plasma  50  ml/week 

calories  than  children  of  the 
same  weight  normally  receive 
before  they  gain  weight  satis- 
factority.^2  3.  Given  an  ade- 
quate intake  of  protein,  i.e.  4 
grams  per  kg  per  day,  it  is  the 
caloric  intake  that  determines 
the  gain  in  weight  in  infants 
being  treated  for  malnutrition. 

Solutions  used  by  various 
investigators  are  basically  simi- 
lar: approximately  20-25  per- 
cent dextrose  and  3-4  percent 
protein,  as  amino  acids,  plus 
electrolytes  and  vitamins.  Ta- 
ble 1.  I have  found  it  neces- 
sary to  use  only  electrolytes  in 
the  basic  solution  — approxi- 
mately 1/7  normal  saline.  Oth- 
ers have  added  electrolytes, 
bringing  the  concentration  of 
the  solution  to  greater  than 
1/4  normal  saline.  Serum  elec- 
trolytes and  other  substances 
are  monitored  frequently,  and 
additional  amounts  of  sodium 
or  potassium  are  administered 
when  needed. 

Glucose  is  the  sugar  chosen 
for  intravenous  administration, 
because  it  is  the  most  readily 


available  monosaccharide.  An 
infant  on  maintenance  intra- 
venous therapy  receives  ap- 
proximately 12  grams  glucose 
per  kg  per  day.  Other  investi- 
gators have  administered  a 
maximum  of  27-28  grams  per 
kg  per  day. 8 In  Pittsburgh 
and  Seattle,  I regularly  admin- 
istered 32  grams  glucose  per 
kg  per  day  over  prolonged 
periods  with  a maximum  in- 
fusion of  37.  Despite  these 
large  glucose  loads,  there  was 
less  than  1 percent  urinary  loss 
of  sugar  and  routine  urinalyses 
generally  revealed  a trace  to  2+ 
glucose.  Although  osmolarity 
of  the  solution  is  1200  mOsm 
per  liter,  four  times  that  of 
serum,  no  osmotic  diuresis  oc- 
curred. Serum  pH  is  unaf- 
fected by  the  acid  infusate 
(pH  4.5).  Multivitamins  and 
folic  acid  are  also  added  to  the 
solution.  Vitamin  B.,2  is  given 
once  or  twice  monthly,  and 
Vitamin  K is  given  intramus- 
cularly every  week.  Calcium, 
magnesium  and  iron  are  added 
on  the  basis  of  serum  values.  I 
have  not  added  penicillin  to 
the  solution  although  others 
have  recommended  its  use. 

To  provide  essential  fatty 
acids,  I infuse  50  ml  plasma 
once  a week.  This  is  obtained 
from  a donor  2-4  hours  after 
consuming  a milk  shake  to 
which  is  added  2 grams  linseed 
(or  safflower)  oil  per  kg  body 
weight.  Zinc,  manganese,  co- 
balt and  copper  are  also  pro- 
vided by  the  fatty  plasma.  I 
employed  absolute  ethyl  alco- 
hol (6.25  cal  per  ml)  in  Pitts- 
burgh, to  provide  additional 
calories,  but  now  believe  that 
it  offers  no  advantages,  and, 
therefore,  have  omitted  it. 

CO  mplications 

Table  2 lists  the  complica- 
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tions  encountered  by  Groffd^ 
One  of  his  patients  died  from 
dehydration,  and  a patient  of 
Kaplan’s  died  of  peritonitis 
(non-catheter  related).  Filler 
did  not  discuss  his  complica- 
tions but  stated  there  were  no 
deaths  due  to  the  procedure  in 
his  30  patients.  Two  of  the 
children  in  his  series  died  of 
unrelated  causes. 

Most  of  the  complications 
are  avoidable.  Risk  of  obstruc- 
tion by  thrombus  is  minimized 
by  the  use  of  a constant-infu- 
sion pump  and  by  proper  cath- 
eter placement.  Extravasation 
of  fluid  should  not  occur  with 
proper  catheter  placement.  Os- 
motic diuresis  resulting  from 
excessive  glucose  load  (possibly 
due  to  pump  malfunction)  can 
produce  severe  dehydration.  It 
is  picked  up  on  clinical  exami- 
nation, by  monitoring  body 
weight,  and  by  testing  urines 
for  glucose.  In  contrast  with 
experience  of  others,  septice- 
mia has  not  been  a problem  in 
my  patients. 

Table  3 enumerates  other 
complications.  Iatrogenic  ane- 
mia may  result  from  frequent 
blood  withdrawal  for  chemis- 
try determinations.  For  this 


reason,  I give  therapeutic  doses 
of  intramuscular  iron.  In  ad- 
dition, my  first  patient  re- 
quired folic  acid  to  restore  his 
hematocrit  to  normal  values. 
On  the  basis  of  this  experience, 
I now  routinely  add  folic  acid 
to  the  intravenous  infusate. 
One  patient  developed  derma- 
titis which  responded  to  fatty 
plasma.  Since  then,  I have 
used  fatty  plasma  prophylac- 
tically,  and  the  complication 
has  not  occurred. 

follow-up 

To  justify  use  of  this  poten- 
tially hazardous  technique,  we 
must  evaluate  the  weight  gain 
and  development  of  the  infants 
treated.  Filler’s  14  infants 
averaged  gain  of  25  grams  per 
day,  with  range  of  10-76  grams 
per  day.  Wilmore  and  Dud- 
rick  achieved  an  average  gain 
of  13.1  grams  per  day,  in  a 
series  of  12  infants.  This  figure 
becomes  17.3,  if  the  infant 
treated  for  400  days  is  ex- 
amined separately.  The  range 
they  reported  was  7-44  grams 
per  day. 

My  first  two  patients  were 
diagnosed  as  having  “Intrac- 


TABLE  2 

Complications  Encountered 
by  Groff^  ^ 


Complications  Number 

Obstruction  of  major  vessels  2 
Dehydration  1 

Extravasation  of  fluid  4 

Septicemia  3 

Plugging  or  dislodgement 

of  catheter  4 

Local  skin  infection  3 

Total  17 


Published  with  permission  of  the  author. 


TABLE  3 

Other  Complications 

1 . Metabolic  acidosis 

2.  Arrhythmia 

3.  Hypoglycemia  with  or 
without  seizures 

4.  Erratic  pump  speed 

5.  Overhydration 

6.  Pulmonary  edema 

7.  Congestive  heart  failure 

8.  Catheter  stress  cracks 

9.  Superior  vena  cava  syndrome 

10.  Anemia 

1 1.  Fatty  acid  deficiency  dermatitis 
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table  Diarrhea  of  Early  Infan- 
cy,” based  upon  the  criteria  of 
Avery.'' 

CASE  REPORTS 

case  1. 

An  infant  developed  diar- 
rhea at  two  weeks  of  age. 
Following  hospitalization  else- 
where at  seven  weeks  he  was 
transferred  to  Children’s  Hos- 
pital of  Pittsburgh  at  ten  weeks. 
His  birth  weight  was  7 lb  1 2 oz, 
and  he  weighed  6 lb  upon  ad- 
mission. Initially  he  was 
treated  unsuccessfully  with 
standard  oral  and  intravenous 
therapy.  After  IVi  weeks  of 
diagnostic  evaluation,  he  was 
begun  on  total  parenteral  hy- 
peralimentation. Figure  2 illus- 
trates his  course.  Levels  in  ex- 
cess of  250  cal  per  Itg  per  day 
were  achieved  when  averaged 
over  weekly  intervals,  and  the 
maximum  daily  intake  ap- 
proached 275.  His  course  was 
beset  with  several  complica- 
tions, but  de.spite  them  he 
gained  an  average  of  36  grams 
per  day.  He  was  subsequently 


discharged  at  32  weeks  of  age, 
weighing  12  lb  10  oz,  using 
Nutramigen  as  his  formula. 
Follow-up  at  18  months  re- 
vealed normal  growth  and  de- 
velopment (Boston  anthropo- 
metric charts  and  Denver  De- 
velopment Screening  Test). 

case  2. 

A female,  age  three  weeks, 
began  having  diarrhea  at  one 
week.  Her  birth  weight  was 
6 lb  2 oz,  and  she  weighed  4 lb 
15  oz  on  admission.  Paren- 
teral hyperalimentation  was  be- 
gun early  in  her  course  as  illus- 
trated in  Figure  3.  Her  weight 
gain  was  steady  and  there  were 
no  complications.  She  gained 
an  average  of  3 3 grams  per  day 
and  was  discharged  at  12  weeks 
weighing  9 lb  1 1 oz. 

The  majority  of  patients 
treated  with  prolonged  intra- 
venous alimentation  have  had 
surgical  problems.  A very  com- 
mon problem  encountered  and 
dealt  with  by  this  technique  is 
illustrated  by  the  following 
patient. 


case  3. 

A male,  age  4 days,  pre- 
sented with  volvulus  of  the 
midgut,  with  incomplete  fixa- 
tion of  the  colon  and  perfora- 
tion of  small  bowel.  Resection 
from  the  proximal  jejunum  to 
the  mid-ileum,  because  of  gan- 
grene, left  a total  of  10  cm  of 
jejunum  and  45  cm  of  ileum. 
He  tolerated  oral  feedings  poor- 
ly because  of  diarrhea  second- 
ary to  shortened  transit  time 
and  decreased  absorptive  sur- 
face area.  He  was  placed  on 
intravenous  alimentation  at  six 
weeks,  weighing  5 lb  10.5  oz 
(vs.  birth  weight  of  6 lb  15  oz). 
During  six  weeks  of  total  intra- 
venous alimentation  at  150  cal 
per  kg,  he  gained  an  average  of 
50  grams  per  day.  Oral  alimen- 
tation was  begun  but  at  8 
weeks,  diarrhea  and  weight  loss 
recurred.  Parenteral  alimenta- 
tion was  finally  discontinued 
after  92  days  due  to  subcuta- 
neous extravasation  of  fluid,  at 
which  time  oral  alimentation 
was  tolerated  well.  He  has 
continued  to  thrive  following 
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weeks 


Fig.  4.  Hospital  Course  of  Case  3. 


discharge.  Figure  4 shows  his 
course. 

conslusions 

Intravenous  hyperalimenta- 
tion represents  a major  addi- 
tion to  treatment  methods 
available  to  physicians.  Our 
fears  and  prejudices  about  pro- 


longed central  venous  catheter- 
ization should  be  minimized  in 
view  of  the  experience  repor- 
ted. The  lives  that  can  be 
saved  by  employing  this  form 
of  management  far  outweigh 
the  risks  involved.  To  date, 
total  intravenous  alimentation 
has  been  employed  when  the 
patient  could  not  be  managed 


by  conventional  modes  of  ther- 
apy. I believe  irreversible  brain 
damage  secondary  to  malnu- 
trition in  early  infancy  may  be 
significantly  reduced  if  this 
technique  is  utilized  more 
widely. 

9021  W.  Shorewood  Drive 
98040 
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Notes  on  Joint  Diseases 

XI  Interpretation  of  the  Serum  Uric  Acid 

L.A.  HEALEY,  M.D.,  Seattle,  Washington 


In  addition  to  interpreting  the  serum  uric 
acid  level  in  patients  with  known  or  suspected 
gout,  widespread  use  of  automated  chemistry 
screening  batteries  has  posed  an  additional 
problem.  We  are  now  frequently  confronted 
with  a new  and  unexpected  finding,  hyper- 
uricemia, that  needs  explaining.  Only  a 
minority  of  elevated  urate  values  found  on 
screening  battery  will  be  due  to  gout.  Many 
will  be  explained  by  other  causes.  Even  of 
those  with  primary  hyperuricemia,  less  than 
ten  percent  will  ever  develop  gouty  arth- 
ritis, tophi,  or  renal  uric-acid  stones. 

Mean  serum  urate  level  for  normal  men  is 
5.0  mg  per  100  ml;  the  value  for  premeno- 
pausal women  is  1.0  mg  lower.  After  meno- 
pause the  two  values  are  just  about  equal.  7.5 
mg  per  100  ml  is  two  standard  deviations 
from  5.0  and  considered  to  be  the  upper 
limit  of  normal.  This  laboratory  measure- 
ment is  simple  and  accurate;  values  are  reli- 
able and  not  influenced  by  recent  food  inges- 
tion. 

To  interpret  an  elevated  level  and  decide 
what  to  do  about  it,  it  is  useful  to  consider 
the  factors  that  influence  serum  urate.  As 
showm  in  Figure  1,  the  body  urate  pool  may 
be  viewed  as  a tank  and  the  serum  level  as  a 
gauge  that  accurately  reflects  pool  size.  The 
level  depends  on  a balance  between  uric  acid 
entering  the  tank  through  diet  or  metabolism 
and  that  lost  in  excretion.  Hyperuricemia 
may  result  from  either  too  much  formation 
or  inadequate  excretion.  Uric  acid  is  the  end 
product  of  purine  metabolism  in  man,  and 
in  some  patients  with  gout,  hyperuricemia  is 
due  to  over-production.  This  is  not  a single 
disorder  but  is  almost  certainly  due  to  several 
enzyme  defects,  only  one  of  which,  an  ab- 
sence of  hypoxanthine-guanine  phosphorbo- 
s\T  transferase,  has  so  far  been  identified. 
In  diseases  in  which  too  many  cells  are  pro- 
duced and  destroyed,  such  as  polycythemia, 
leukemia  and  psoriasis,  secondary  hyperuri- 


cemia results  from  the  large  load  of  nucleic 
acids  formed.  Compared  to  the  metabolic 
load,  diet  contributes  a small  amount  and 
cannot  elevate  the  serum  lev'el  by  more  than 
2 mg  per  100  ml. 

Underexcretion  causes  more  hyperurieemia 
than  overproduction.  About  one-third  of 
urate  is  excreted  by  the  intestine,  but  nothing 
is  known  about  factors  influencing  this  path- 
way. The  main  route  of  excretion  is  renal, 
where  uric  acid  undergoes  glomerular  filtra- 
tion, tubulary  reabsorption  and  tubular  secre- 
tion. These  latter  two  are  influenced  by 
many  substances  as  shown  in  table  1. 

TABLE  1 

Diuretics 

Aspirin  (in  low  dose) 

Ketones,  as  in  starvation,  high  fat  diet,  diabetic 
acidosis 

Lactate  as  in  alcohol  excess,  toxemia  of  pregnancy 
Nicotinic  acid 

Pyrazinoic  acid,  pyrazinamide 

These  substances  most  likely  interfere  with 
tubular  secretion  of  uric  acid.  Diuretics 
are  the  most  common  cause  of  the  elevated 
serum  urates  found  today.  The  aspirin  effect 
may  be  produced  by  doses  usually  taken  for 
pain  relief,  but  it  rarely  exceeds  2 mg  per 
100  ml.  The  other  situations  are  less  com- 
mon, are  .seen  in  disease  states,  and  would  not 
be  factors  in  interpreting  hyperuricemia  in 
screening  examinations. 

In  some  gouty  patients  hyperuricemia  is 
due  to  underexcretion  rather  than  overpro- 
duction. The  kidneys  appear  to  lack  the 
ability  to  compensate  for  a purine  load  and 
an  elevated  serum  level.  This  is  an  isolated 
kidney  defect;  these  patients  show’  no  other 
renal  impairment.  Paradoxically,  hyperuri- 
cemia is  not  the  rule  in  common  diseases, 
nephrosclero.sis,  pyelonephritis  or  glomeru- 
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TABLE  2 


Probenecid 
Sulfinpyrazone 
Aspirin  (in  high  dose) 

Chlorprothixene  (tranquilizer) 
Acetohexamide  (diabetic) 

Coumarins  (anticoagulant) 

Methicillin  (antibiotic) 

lopanoic  acid  (cholecystographic  dye) 

Tubular  disease,  e.g.  Franconi  syndrome 


lonephritis  until  the  end  stage  when  marked 
kidney  failure  and  uremia  appear. 

The  renal  excretion  of  urate  can  also  be 
increased  by  many  different  substances,  Table 
2. 

Probenecid  and  sulfinpyrazone  are  com- 
monly used  uricosuric  agents.  Except  in 
patients  with  rheumatoid  arthritis,  the  uri- 
cosuric effect  of  aspirin  is  rarely  seen  since 
it  requires  at  least  4 grams  a day.  The  other 
drugs  may  occasionally  explain  the  finding 
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of  the  low  serum  urate  but  are  mostly  of 
pharmacologic  interest. 

Once  hyperuricemia  has  been  found  the 
question  of  who  should  be  treated  arises. 
With  safe,  effective  drugs  available,  the  temp- 
tation to  treat  is  great.  Before  doing  so  one 
should  consider  what  possible  risk  is  present- 
ed by  hyperuricemia  and  what  benefit  the 
patient  might  receive  from  lowering  it.  Once 
started,  treatment  must  be  continued  in- 
definitely or  hyperuricemia  returns.  The 
possible  consequences  of  hyperuricemia  that 
are  preventable  are  gouty  arthritis,  tophi  and 
renal,  uric-acid  stones.  There  is  no  evidence 
that  lowering  serum  urate  prevents  kidney 
damage  or  in  any  way  protects  against  coro- 
nary artery  disease.  Not  every  hyperuricemic 
individual  will  develop  gout  or  the  other  com- 
plications. The  risk  is  known  to  be  greater 
in  those  with  urate  levels  higher  than  10  mg 
per  100  ml,  and  they  probably  should  receive 
treatment  to  lower  it.  For  a serum  urate 
level  between  7.5  and  10  mg  per  100  ml,  it 
is  best  to  wait  and  see. 

Even  if  a patient  has  one  attack  of  gout, 
treatment  need  not  be  directed  at  the  serum 
urate  if  the  level  is  less  than  10  mg  per  100 
ml.  Gouty  attacks  can  usually  be  prevented 
with  prophylactic  colchicine  (one  or  two 
0.5  mg  tablets  a day)  or  readily  treated  with 
phenylbutazone.  Even  in  patients  who  have 
had  an  attack  of  gout  the  average  time  until 
tophi  appear  is  ten  years.  If  the  patient  al- 
ready has  tophi,  their  appearance  is  an  indica- 
tion for  urate  lowering. 

A strict,  purine-free  diet  is  an  unnecessar- 
ily spartan  way  to  lower  serum  urate  now 
that  safe  and  effective  drugs  are  available. 
It  is  also  relatively  ineffective,  producing 
a maximum  decrease  of  only  2 mg  per  100 
ml.  Elimination  of  organ  meats,  such  as 
liver  and  kidney,  with  their  high  purine 
content,  is  a sensible  compromise. 

Both  allopurinol  (Zyloprim)  and  uricosuric 
drugs  are  effective  agents  to  reduce  the 
serum  urate.  Uricosurics  increase  the  risk  of 


urinary  uric-acid  stones  and  precautions  of 
large  urine  volume  and  sufficient  alkali  to 
keep  urine  pH  at  about  6 must  accompany 
their  use.  Allopurinol  inhibits  uric  acid 
formation  and  thus  lowers  both  serum  and 
urine  concentration  and  may  be  a preferable 
drug  for  this  reason.  Precipitation  of  gouty 
arthritis  is  an  unexplained  and  paradoxical 
risk  encountered  when  either  uricosurics  or 
allopurinol  is  started.  This  happens  so  often 
that  it  is  advisable  to  give  prophylactic 
colchicine  before  starting  and  to  continue  it 
until  the  serum  urate  has  been  normal  for 
some  time. 

If  hyperuricemia  is  due  to  diuretics,  it  is 
not  necessary  to  stop  the  drug.  Urate  levels 
less  than  10  mg  per  100  ml  need  not  be 
treated  and  allopurinol  or  uricosurics  readily 
reverse  the  urate  retaining  effect  of  the  di- 
uretic. Gout  in  such  patients  may  be  pre- 
vented by  the  prophylactic  use  of  colchicine 
even  if  the  urate  level  remains  high. 

In  summary,  most  hyperuricemia  found 
on  screening  examinations  is  not  due  to  gout 
and  does  not  require  treatment.  Unless  the 
serum  level  is  quite  elevated  (greater  than 
10  mg  per  100  ml)  most  patients  with  known 
gout  do  not  need  allopurinol,  or  uricosuric 
drugs  either.  Attacks  of  gouty  arthritis  are 
well  prevented  with  colchicine  alone. 

1118  Ninth  Avenue 
(98101) 


CHEMICAL  NOMENCLATURE 


GENERIC 

TRADE 

acetohexamide 

Dymelor 

allopurinol 

Zylaprim 

chlorprothixine 

Taractan 

iopanoic  acid 

Telepaque 

methicillin 

Staphcillin 

phenylbutazone 

Butazolidin 

probenecid 

Benemid 

pyrazinamide 

Seromycin 

sulfinpyrazone 

Anturane 
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..for  every  meal  ^ . 
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Beef  Broth 
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Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
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Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 
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Important  Policy  Decisions  Made  at  Lincoln  City 


The  Oregon  Medical  Association’s  House  of 
Delegates  had  a busy  session  at  its  Midyear 
Meeting,  held  April  2--4  at  the  Dunes  Resort 
in  Lincoln  City.  The  interim  session  was  held 
in  conjunction  with  the  Woman’s  Auxiliary 
Spring  Meeting.  Nearly  300  doctors,  wives, 
children  and  guests  inundated  the  Oregon 
Coast’s  “Twenty  Miracle  Miles,”  which  re- 
sponded with  perfect  weather. 

Keynote  speaker  at  the  opening  session  was 
John  R.  Kernodle,  vice  chairman  of  the 
American  Medical  Association’s  Board  of 
Trustees.  The  Burlington,  North  Carolina, 
physician  chose  “Computers  in  Medicine”  as 
his  subject.  Dr.  Kernodle  is  the  chairman  of 
the  AMA’s  Committee  on  Computers  in  Med- 
icine. 

The  House  elected  a nominating  commit- 
tee, which  will  be  charged  with  the  respon- 
sibility of  suggesting  a slate  of  officers  for 
the  1971-72  Association  year.  Principal 
among  nominations  to  be  made  are  President- 
Elect,  Secretary-Treasurer,  and  Vice  Presi- 
dent. Members  of  the  nominating  committee 
are  C.  H.  Hagmeier,  Portland,  chairman; 
Edward  N.  McLean  Oregon  City;  Willis 
Irvine,  Portland;  Lawrence  M.  Lowell,  Port- 
land; and  Kent  Christoferson,  Eugene. 

In  a very  active  session  the  House  of 
Delegates  considered  34  committee  reports 
containing  54  recommendations,  and  25 
resolutions  with  a total  of  38  positions  to  be 
considered.  In  some  of  its  major  actions  the 
OMA’s  policy-making  body: 

Adopted  a resolution  which  ordered  the 
president  to  appoint  an  ad  hoc  committee 


on  therapeutic  abortions  in  order  to  clarify 
medical  ethics  and  standards  with  respect  to 
the  termination  of  pregnancy,  and  to  estab- 
lish definitive  guidelines  consistent  with  the 
best  principles  of  medical  practice  and  in 
the  best  interest  of  patients’  health  and  wel- 
fare; 

Adopted  the  recommendation  of  the  Com- 
mittee on  Professional  Consultation,  which 
proposed  a new  professional  liability  program 
of  insurance  for  OMA  members  through 
Continental  National  American  Finance  Cor- 
poration (CNA); 

Adopted  a policy  statement  on  chiro- 
practic as  prepared  by  the  OMA  Committee 
on  Unscientific  Practices; 

Charged  the  Committee  on  Health  Man- 
power to  continue  its  in-depth  study  of 
methods  for  increasing  health  manpower  par- 
ticularly with  respect  to  assisting  allied  prof- 
fessions  to  extend  the  scope  of  their  care 
within  the  limits  of  their  ability  and  train- 
ing; 

Directed  that  the  Association  request  Ore- 
gon community  colleges  to  consider  offering 
adult  health  education  courses  regarding  per- 
sonal care  and  management  of  certain  dis- 
orders and  conditions,  and  that  OMA  offer 
to  assist  in  the  development  of  such  courses; 

Adopted  a recommendation  that  OMA 
oppose  the  abrupt  closure  of  the  State  Tuber- 
culosis Hospital; 

Adopted  a resolution  that  OMA  urgently 
press  for  the  establishment  of  an  open  and 
public  procedure  for  removing  drugs  from 

continued  on  page  350 
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PRESIDENTS  page 


ROBERT  L.  HARE,  M.D. 


In  speaking  of  one  of  the  many  dilemmas 
of  the  day,  a learned  man  of  our  profession  is 
quoted  as  saying,  “If  one  is  not  confused,  he 
doesn’t  understand  the  problem.” 

Certainly  there  is  no  subject  to  which  this 
comment  is  more  applicable  than  that  of  the 
so-called  “physician  assistant”— nor  is  there 
any  subject,  including  abortion,  which  seems 
to  elicit  more  emotional  discussion  among 
the  profession. 

I am  sure  this  is  understandable.  Despite 
the  oft-quoted  statement  that,  “we  have  had 
physician  assistants  for  years,”  we  cannot 
help  but  recognize  that  this  concept,  for  the 
first  time,  gives  official  recognition  and  en- 
couragement to  a situation  that  has  existed 
up  to  now  in  only  isolated  cases.  If  imple- 
mented on  a large  scale,  the  physician  assist- 
ant concept  further  has  the  potential  to  bring 
about  significant  changes  in  the  way  most  of 
us  practice. 

Perhaps  the  most  cogent  question  is  wheth- 
er or  not  these  changes  are  desirable.  Cer- 
tainly, desirability  is  questioned  by  those  who 
feel  that  programs  thus  far  devised  hold  a 
threat  of  producing  a large  number  of  third- 
rate  practitioners  who  conceivably  could  be- 
come autonomous. 

On  the  other  hand,  there  are  those  of  us 
who  have  for  a long  time  been  convinced 
that  a large  portion  of  the  tasks  most  physi- 


The Physician  Assistant 
A Question  in  Flux 


cians  perform  could,  under  proper  supervi- 
sion, be  done  as  well  or  better  by  intelligent 
people  with  only  a fraction  of  our  training. 
Many  physicians  also  see  the  physician  assis- 
tant concept  as  having  much  potential  in  re- 
lieving today’s  health  manpower  shortages, 
and  in  making  the  practice  of  medicine  a 
good  deal  more  attractive. 

I too  plead  confusion  and  some  concern; 
concern  that  our  built-in  prejudices  and  fixed 
practice  patterns  may  threaten  any  real  oppor- 
tunity to  stimulate  the  development  of  well- 
researched  programs,  complete  with  safe- 
guards to  assure  proper  quality  of  the  trained 
product  as  well  as  proper  supervision  in  prac- 
tice. I am  also  concerned  that  we  make  full 
use  of  nurses  and  others  who  already  have  ex- 
tensive training  in  the  health  service  field. 

If  present  plans  materialize,  a physician  as- 
sistant program  patterned  after  the  Washing- 
ton MEDEX  Project  will  be  instituted  this  Fall 
at  the  University  of  Oregon  Medical  School. 
We  in  Oregon  will  then  have  our  first  oppor- 
tunity to  become  actively  involved  in  develop- 
ing this  interesting  concept.  What  the  future 
holds  in  this  area  could  be  exciting. 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte  Ve; 

Paraflex®  (chlorzoxazone)*  250  mg.  ! 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain,’’^  yet  unlikely  to  cause  the  gastric  irritation^’^  or  in- 
creased bleeding  time"'  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders^' 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 
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Contraindications:  Sensitivity  to  either  component.  Warnings:  Usar. 
in  Pregnancy— Use  in  woman  of  child-bearing  potential  only  whe 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cai 
tion  in  patients  with  known  allergies  or  history  of  drug  allergies, 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dy 
function  are  observed,  the  drug  should  be  stopped.  Adverse  Reaction 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  ove 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarel 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  eden 
or  anaphylactic  reactions.  In  rare  instances,  Para^ea:  (chlorzoxazom 
may  possibly  have  been  associated  with  gastrointestinal  bleedin 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prO' 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicity  ' 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  tl  I 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  ta  I 
lets  q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEH  : 
—bottles  of  100. 

References:  1.  Batterman,  R.  C..  and  Grossman.  A.  J.:  Fed.  Proc. 

1955.  2.  Goodman.  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vicke 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Brittci 
A.  F.  H.:  New  Engl.  .1.  Med.  2S2:1270.  1970  (Corresp.).  5.  Kestler.  O.  C.,  a 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster,  S.,  et  al.:  Amer. 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories,  Inc.  8.  Friend,  D.  < 
Clin.  Pharmacol.  Ther.  5:871,  1964. 

• U.S.  PATENT  NO.  2,895,877 


I 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the’ 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  v>/ho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


‘NEOSPORirf' 


brand 


OINTMENT 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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the  market,  which  gives  full  consideration 
to  the  experiences,  views  and  opinions  of  , 
physicians  in  the  private  clinical  practice  of 
medicine,  and  that  a similar  resolution  be 
submitted  to  AMA  by  the  Oregon  Delegation; 

Adopted  a policy  statement  with  respect  to 
OMA’s  position  regarding  matters  of  environ- 
mental pollution  as  follows: 

Whenever  possible  the  Oregon  Medical 
Association  emphasize  and  remind  citi- 
zens of  the  State  that  quality  environ- 
ment is  indispensable  to  human  health, 
and  any  deterioration  of  the  environ- 
ment must  be  considered  hazardous  to 
health.  Recognizing  the  environment  is 
is  everyone’s  responsibility  and  the  phy- 
sical and  physiological  implications  of 
environmental  factors  are  questions  to 
which  organizations  and  groups  other 
than  medicine  can  and  must  contribute 
in  competent  ways,  and  OMA  shall  as 
a matter  of  policy  hold  itself  ready  and 
willing  to  cooperate  with  public  and 
voluntary  agencies  in  a common  goal  of 
environmental  protection.  To  this  end, 
the  OMA  recognizes  its  responsibility  in 
coordinating  available  medical  and  re- 
lated scientific  environmental  consul- 
tants in  the  areas  of  air,  water,  radiation, 
sound,  solid  waste  and  toxic  chemicals.; 
Established  as  policy  a recommendation 
that  the  Oregon  Medical  Association  support 
the  basic  concept  of  franchising  hospitals; 

Established  as  Association  policy,  posi- 
tions on  over  100  bills  currently  under 
consideration  by  the  Oregon  State  Legis- 
lature; 

Adopted  a recommendation  that  the  OMA 
condemn  the  policy  of  blanket  authorization 
for  drug  substitution  in  any  Oregon  hospital 
as  unethical  and  dangerous; 

Established  as  policy  that  hypodermic  nee- 
dles and  syringes  be  rendered  inoperable  upon 
disposal; 

Directed  that  OMA  recommend  to  all 
school  systems  in  the  State  through  the  Board 
of  Education  that  definite  and  specific  alloca- 
tion of  instructional  time  be  made  in  their 
curricula,  to  be  devoted  to  venereal  disease 
education; 

Agreed  that  the  OMA  should  continue  its 
financial  support  of  Northwest  Medicine,  and 
that  the  House  annually  instruct  its  repre- 


sentatives on  the  Board  of  Trustees  of  the 
journal  as  to  the  desires  of  the  OMA  with 
respect  to  publication  of  Northwest  Medicine. 
Seven  specific  recommendations  regarding  the 
publication  were  approved  and  referred  to  the 
Oregon  representatives  of  Northwest  Medi- 
cine for  action; 

Adopted  a resolution  that  the  Oregon  Med- 
ical Association  encourage  each  component 
society  to  foster  establishment  or  activation 
of  medical  nursing  staff  liaison  groups; 

Approved  a resolution  endorsing  the  Stay- 
ton  Migrant  Health  Clinic  as  well  as  similar 
projects  in  the  State; 

Instructed  the  Council  on  Medical  Educa- 
tion to  offer  assistance  in  developing  cur- 
ricula for  and  support  the  promotion  and 
development  of  preceptorship  programs  as 
elective  courses  for  credit  at  the  University 
of  Oregon  Medical  School. 

Approved  recommendations  that  the  Ore- 
gon Medical  Association: 

...urge  the  Oregon  State  Board  of 
Higher  Education  and  the  University  of 
Oregon  Medical  School  to  establish  a sys- 
tem of  coordination  of  information  a- 
mong  students  and  faculties  of  public 
schools,  colleges,  and  universities  in  Ore- 
gon so  that  minority  students  may  be  lo- 
cated, properly  counseled  and  encouraged 
to  apply  for  admission  to  the  Medical 
School. 

...suggest  that  the  University  of  Oregon 
Medical  School  initiate  an  active  program 
of  recruitment  of  minority  students  at 
the  high  school  and  premedical  school 
level. 

...support  the  concept  that  it  is  de- 
sirable to  establish  representation  of  mi- 
nority groups  among  the  student  body  at 
the  University  of  Oregon  Medical  School; 

Adopted  a recommendation  that  OMA 
establish  a scholarship  fund  for  the  support 
of  minority  students  mainly  at  the  premed- 
ical but  also  at  medical  school  levels  as  fol- 
lows: Responsibility  for  raising  and  dis- 

bursement of  this  fund  and  its  administra- 
tive policies  be  directed  by  the  board  appoint- 
ed by  the  Association  president,  the  majority 
of  its  members  who  shall  be  representatives 
of  minority  groups  in  Oregon;  and  the  fund 
shall  be  entirely  separate  from  other  funds  of 
the  Association,  but  fiscal  administration  of 

continued  on  page  3S8 
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Reference  Committees  at  Lincoln  City 

1.  Reference  Committee  A — Mr.  Robert  Eisner,  MCMS  Executive  Secretary;  C.  K.  Kemper,  Madras;  James  Van 
Olst,  Corvalis;  Grant  B.  Hughes,  Chairman,  Portland;  Robert  T.  Capps,  Portland;  Richard  Koch,  Pilot  Rock. 

2.  Reference  Committee  B — President-Elect  August  M.  Tanaka  addresses  the  Committee  — Secretary,  Mrs. 
Skippy  Patterson;  Mr.  Robert  L.  Dernedde,  OMA  Executive  Director;  John  R.  Hazel,  Milwaukie;  J.  Gordon  Grout, 
Portland;  Robert  B.  Litin,  Ghairman,  Eugene;  Frank  G.  White,  Burns;  Ernest  H.  Price,  Portland. 

3.  Reference  Committee  C — Past-President  J.  Richard  Raines  addresses  the  Committee  — John  W.  Stephens, 
Portland;  T.  Hollis  Hendricks,  The  Dalles;  Stanley  A.  Boyd,  Chairman,  Eugene;  Thomas  L.  Meador,  Portland;  John 
C.  Ross,  Salem;  Secretary,  Mrs.  Doris  Bennett. 
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Mylanta 

24  millionliours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

I J PHARMACEUTICALS  Pasadena,  Caiif.  9i  109 

Division  of  Atlos  Chernicol  Industries,  Inc,,  Wiln  'r'gson,  Del.  15S99 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  SEATTLE.  WASHINGTDN  98105 


HIGHLIGHTS 

• W/ARMP  gets  signals 
from  President’s  Health 
Message 

• Surgeon  stresses  need  for 
tumor  registry— Editorial 

• Large-small  hospital  link 
provides  benefits  for  both 
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PSPITALS  CREATE 
lODEL  RELATIONSHIP 

Cooperative  arrangements  between 
jsmall,  rural  hospital  and  a large 
iBcialty  center  may  prove  to  be  a 
"ure  model  in  coordinating  medical 
|-e  throughout  this  region. 

Virginia  Mason  Hospital  in  Seattle 
ilh  297  beds  and  Willapa  Harbor 
■spital  in  South  Bend  with  39  beds 
I working  out  mutually  beneficial 
langements  that  extend  needed  re- 
urces  (administrative  and  medical) 
|the  small  hospital  and  present  new 
Pd  challenging  experiences  for  the 
|ger  center’s  staff. 

TWO-WAY  STREET 

‘We  look  upon  this  as  a chance  to 
i;rn  how  to  improve  our  services, 
ling  advantage  of  the  larger  re- 
|jrces  available  in  Seattle,”  said 
[■raid  Baker,  Willapa  Harbor  Ad- 
rnistrator.  “Virginia  Mason’s  staff  is 
« continued  page  3 


WDENTS  enrolled  in  an  advanced 
fergency  rescue  course  observe 
. Roland  Folse,  left,  head  of  Har- 
rview’s  Emergency  Room  as  he 
ecks  a patient's  blood  pressure, 
e new  75-hour  course  is  presented 
F Bellevue  Community  College  by 
tysicians  who  donate  their  time, 
hctical  experience  is  provided  at 

Irborview  and  sponsored  by  W/- 
'MP.  Enrolled  are  67  ambulance 
'^ndants,  nurses,  plus  fire  and  other 
^tcue  personnel.  Co-sponsor  is  the 

Iig  County  Emergency  Medical 
rvices  Coordinating  Council.  From 
It  are:  Dr.  Folse,  Phil  Daniels,  Ron 
I ksen  of  the  Thurston  County  Am- 
t'ance  Co.,  and  John  Fisk.  Daniels 
Pd  Fisk  are  from  the  Bellevue  Am- 
biance Co. 
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PRESIDENT  NIXON'S  HEALTH  MESSAGE 
SUGGESTS  NEW  PRIORITIES  FOR  RMP 


Regional  Medical  Programs  would 
do  well  to  concentrate  their  efforts 
on  four  new  health  program  areas, 
described  in  the  President’s  recent 
Health  Message  to  Congress. 

This  advice  was  given  by  Dr.  Har- 
old Margulies,  director  of  RMP  Serv- 
ices, to  50  regional  directors  March 
24  in  Atlanta. 

The  four  programs  are: 

1)  Area  Health  Education  Centers, 
2)  Emergency  Health  Personnel,  3) 
Health  Maintenance  Organizations 
(HMO’s),  and  4)  Experimental  Health 
Services  Planning  and  Development. 
All  of  these  are  part  of  the  Presi- 
dent’s strategy  to  provide  more  effi- 
cient delivery  of  health  services  and 
to  meet  special  needs  of  scarcity 
areas. 


RMP’s  contribution  to  any  or  all  of 
these  will  require  some  readjustment 
in  thinking  and  planning;  however, 
many  of  the  W/ARMP  programs  are 
already  addressing  themselves  to  the 
problems  of  provision  and  accessi- 
bility of  care  in  isolated  and  rural 
areas. 

Health  education  centers,  set  up  in 
non-metropolitan  communities,  would 
be  satellites  of  existing  health 
sciences  schools,  teaching  centers 
for  new  health  professionals,  con- 
tinuing education  centers  for  existing 
health  personnel  and  bases  for  medi- 
cal services  not  otherwise  available. 

The  Emergency  Health  Personnel 
Act,  introduced  by  Senators  Mag- 
nuson  and  Jackson  and  Representa- 
continued  page  4 


WARMP  SPOTLIGHT 


PETER  WOOTTON 


High  on  the  list  of  those  people 
who  work  “behind  the  scenes’’  in 
cancer  therapy  are  the  radiological 
physicists,  the  unheralded  few  who 
provide  quality  control  to  those  using 
supervoltage  radiation  facilities. 

Due  to  the  complex  and  technical 
nature  of  their  work,  their  role  in 
cancer  treatment  has  been  much  less 
understood  and  publicized  than 
others. 

Articulate  and  knowledgeable 
spokesman  for  radiological  physics 
support  in  this  region  is  Peter  Woot- 
ton,  head  of  the  UW’s  Division  of 
Medical  Radiation  Physics. 

Through  his  efforts,  a Radiological 
Physics  Program  was  developed  and 
funded  three  years  ago  by  W/ARMP. 
A clinical  physicist,  Douglas  Jones 
was  acquired  to  head  the  project 
supervised  by  Wootton  and  to  pro- 
vide services  never  before  available 
to  radiotherapists  in  this  region. 

Jones  makes  regular  visits  to  17 
cancer  radiation  therapy  centers  in 
Washington,  Alaska  and  Idaho  to 
calibrate  their  equipment  and  con- 
sults with  radiotherapists.  The  project 
also  offers  a computerized  dose  cal- 
culation and  centralized  dosimetry 
service  and  provides  custom-made 
lead  shields  to  protect  healthy  tissues 
from  radiation.  Approximately  4,000 
cancer  patients  are  receiving  bene- 
fits from  Wootton’s  program. 

The  first  Alaska  Cobalt  Center, 
also  a W/ARMP  project,  was  cali- 
brated by  Wootton,  who,  at  that  time, 
was  the  only  full-time  radiological 
physicist  north  of  San  Francisco  and 
west  of  Minneapolis. 

These  rare  specialists  are  still  in 
short  supply,  and  Wootton  is  hoping 
that  another  physicist  can  be  spon- 


MAY-JUNE  TV  SCHEDULE 

“Surgical  Grand  Rounds’’  will  be 
broadcast  throughout  the  region  in 
a three-part  series  featuring  Dr.  Loren 
C.  Winterscheid,  associate  professor, 
UW  Dept,  of  Surgery,  and  his  col- 
leagues. Rounds  were  videotaped 
“live”  at  the  University  Hospital. 
Topics  are: 

May  18— “Familial  Polyposis” 

May  25— “Metastatic  Carcinoma  of 
the  Lung” 

June  1— “Metastatic  Carcinoma  of 
the  Lung,”  Post-operative  Course. 

All  programs  are  aired  at  7:35  and 
8:05  a.m.  and  again  at  the  end  of  the 
broadcast  day  at  10:30  or  11  p.m.  on 
Channels:  Seattle,  9;  Yakima,  47; 
Spokane,  7;  Pullman,  10;  and  Port- 
land 10,  plus  on  cable  stations 
affiliated  with  the  educational  TV 
network. 

This  series  concludes  the  season 
of  medical  broadcasts.  Programs  will 
resume  on  all  above  channels  in 
September. 

HOME  HEALTH  CARE  MEET 

Home  health  care  will  be  discussed 
at  an  open  meeting  May  20  in  the 
Spartan  Theater,  Spokane  Falls  Com- 
munity College. 

Five  guest  speakers,  including  Ar- 
nold V.  Hurtado,  M.D.,  Kaiser  Perma- 
nente,  Portland,  and  Bruce  Robert- 
son, executive  director.  Health  Care 
At  Home  program,  Chicago,  will  ex- 
plore all  phases  of  home  health  care 
during  the  2 to  8 p.m.  session. 


sored  by  the  project  to  assist  Jones 
in  keeping  up  with  the  proliferating 
radiotherapy  centers. 

The  purpose  of  these  unique  physi- 
cists was  described  in  laymen’s  terms 
by  Dr.  Robert  Parker,  head  of  UW’s 
Division  of  Radiation  Therapy,  who 
said:  “They  tell  you  what’s  coming 
out  of  the  equipment,  where  the  radi- 
ation is  going,  and  how  it  is  being 
absorbed  in  the  patient.”  If  there  were 
no  physicists,  patients  would  be  at 
high  risk,  according  to  Dr.  Parker. 
Too  little  radiation  may  not  destroy 
a tumor  and  too  much  could  damage 
healthy  tissue,  he  added. 

British-born  Wootton  was  gradu- 
ated with  honors  at  Birmingham  U. 
in  England,  and  has  been  engaged 
in  clinical  application,  teaching,  re- 
search and  consultation  in  his  field 
for  23  years. 

He  has  held  appointments  at  the 
Royal  Infirmary,  Glasgow,  the  M.  D. 
Anderson  Hospital  in  Houston,  U.  of 
Oregon,  Swedish  Tumor  Institute,  and 
Penrose  Cancer  Hospital,  Colorado 
Springs.  He  is  certified  by  the  Ameri- 
can Board  of  Radiology  in  X and 
Gamma  Ray  Physics. 


Shumway  Commends  Local 
Heart  Surgery  Program 

Meetings  in  which  heart  surgeons 
cardiologists  and  radiologists  get  to 
gather  to  exchange  knowledge  an 
experience  are  “tremendously  bene 
ficial,”  according  to  Dr.  Norman  E 
Shumway,  pioneer  heart  transplar 
surgeon  from  Stanford  University.  H 
was  one  of  48  heart  specialists  wh 
participated  in  an  all-day  meetin 
on  coronary  artery  surgery  spor 

sored  by  W/ARMP  in  Seattle  i 

March. 

“In  many  places,  we  don’t  eve 
speak  to  eac 
other,”  said  Di 
Shumway.  “I’d  lik 
to  salute  you  fc 
holding  meeting'i 
like  this.  It  is  irr 
portant  that  pec 
pie  get  togethc 
and  put  the  datl 
into  one  hat. 
helps  us  to  regi 
late  our  enthus 
asm  for  new  techniques  and  to  kno 
when  to  press  forward  aggressively 

Interesting  feature  of  the  meetin 
was  a form  of  peer  review  in  whic 
deaths  following  coronary  artery  su 
gery  from  five  surgical  groups  wer 
reviewed  by  a panel. 

Dr.  Gordon  A.  Logan,  director  (, 
the  Heart  Surgery  Registry  Projec 
and  Dr.  Stephen  R.  Yarnall,  assoc 
ate  director  of  the  W/ARMP  Hea  j 
Program,  chaired  the  morning  ar  i 
afternoon  sessions. 


NORMAN  E. 
SHUMWAY,  M.D. 


The  Registry,  established  by  W,] 
ARMP  in  1968,  collects  data  froi; 
heart  surgeons  in  Washington  ar 
Alaska  and  records  annually  tf 
hearts  surgery  done  in  the  regio 
Results  are  then  analyzed. 


‘MASr  MAKES  52  RESCUE 

Fifty-two  rescue  missions  ha\ 
been  flown  by  the  Army  and  Coa 
Guard  helicopters  in  the  MAST  pr 
gram  since  its  inception  in  Septer 
ber,  1970.  “ 

The  demonstration  project  usir.  ! 
military  transportation  for  civili. 
emergencies  has  been  continued  “ij  . . 
definitely”  following  the  first  fi'  ■ 
month  period,  according  to  Shirl 
Taylor,  W/ARMP  civilian  coordinate' 

The  ’copters  have  demonstrate! 
their  ability  to  reduce  the  time  fa!  ^ 
tor  in  getting  the  victim  to  mediej 
facilities,  such  as  transporting  crij 
cal  auto  accident  victims  from  mou 
tain  highways,  heart  attack  and  ei 
physema  patients  from  isolated  areci 
injured  skiers  from  mountain  to 
and  premature  babies  from  rui| 
areas.  v 


iHARMACY  CONSULTANT  Arthur  Zoloth,  director  of  Virginia  Mason's  Phar- 
lacy,  answered  questions  from  nurses,  as  welt  as  from  physicians,  during  his 
'onsuitation  visits  to  Willapa  Harbor  Hospitai  in  South  Bend.  Nurses  from  teft 
re:  Mrs.  Viotet  Stanley  and  Mrs.  Phyllis  Lloyd.  Zoloth  also  assisted  the  Willipa 
'arbor  medical  staff  in  developing  a formulary.  A “hot  line"  may  be  installed 
fitween  the  South  Bend  and  Seattle  hospitals  to  make  instant  drug  consulta- 
pns  possible. 


lOSPITALS  CREATE  MODEL  continued  from  page  1 


;:arning,  too,  from  this  experience,” 
iccording  to  Administrator  Austin 
OSS,  Jr.  “It  is  a professional  boost  for 
iur  staff  who  are  challenged  by  what 
ley  see  and  learn  in  a different  en- 
jironment.” 

SURVEY  STARTS  ACTION 

I Seeds  for  this  unusual  demonstra- 
on  were  planted  more  than  two 
ears  ago  when  W/ARMP  responded 
,)  a request  for  help  with  South 
end’s  health  problems. 

Working  with  the  UW’s  Bureau  of 
;ommunity  Development,  W/ARMP 
ctivated  a citizen’s  group  to  con- 
uct  a medical  survey,  outlining  the 
:;sidents’  health  needs  and  wants, 
nd  assisted  them  in  carrying  out 
lie  recommendations.  W/ARMP  also 
elped  to  recruit  two  new  residential 
hysicians  for  the  area.  The  large- 
mall  hospital  association  is  the  lat- 
,st  result. 

j|  Expediting  transfer  of  seriously  in- 
"ired  patients  was  an  initial  benefit 
)r  the  smaller  hospital.  Referral  ar- 
ingements  are  made  during  ambu- 
ince  travel  or  on  airlift  via  MAST 
om  Willapa  Harbor  to  Seattle.  The 
outh  Bend  hospital  is  now  building 
helipad  to  accommodate  future 
mergency  flights  to  city  medical 
enters.  Serving  a logging  commu- 
ity,  the  hospital  often  receives  pa- 
ents  who  have  suffered  crushing 
ijuries. 

STAFF  EXCHANGES 

Inservice  education  is  another  area 
''f  outreach.  Staff  exchanges  have 
een  made  between  Virginia  Mason 
nd  Willapa  Harbor  personnel,  and 
Inree  nurses  from  there  recently  com- 


pleted a coronary  care  course  at  VM 
to  staff  their  future  combination  in- 
tensive/coronary space. 

Because  the  coastal  population  in- 
creases in  summer  months,  VM  is 
helping  to  recruit  nurses  for  the  busy 
tourist  season. 

“We’re  going  at  it  slowly  and  keep- 
ing it  flexible,”  Baker  said.  “If  it 
works  as  well  as  we  think  it  will, 
other  larger  hospitals  might  think  of 
setting  up  similar  arrangements  with 
small  hospitals.” 


PROJECTS  FACE  REVIEW 

Eleven  projects  were  reviewed  by 
top  W/ARMP  management  and  Re- 
gional Advisory  Committee  members 
this  spring  in  a series  of  "in-house” 
site  visits,  the  first  time  this  internal 
monitoring  has  been  done  on  a 
scheduled  basis. 

Activities  of  the  project  were  meas- 
ured against  the  objectives  of  the 
operating  plan  to  determine  progress. 
The  site  team  recommended  future 
activities  in  accord  with  the  “new 
directions”  of  RMP. 

CARDIAC  COURSE  OFFERED 

A coronary  care  course  for  physi- 
cians will  be  held  May  24-28  at  the 
University  Hospital. 

The  one-week  group  course,  spon- 
sored by  W/ARMP  and  the  UW  fea- 
tures a lecture-discussion  format  with 
opportunity  for  experience  in  the  dog 
lab,  ecu  mock-up  and  cardiac  clinics. 

Register  with  Stephen  R.  Yarnall, 
M.D.,  University  Hospital,  SK-30,  Se- 
attle, 98105.  Co-director  is  Werner 
Samson,  M.D. 


ELECTRICAL  SAFETY, 
ecu  WORKSHOPS  DUE 

Electrical  Safety  in  Hospitals  semi- 
nar will  be  held  May  20  and  21  at  the 
Seattle  Airport  Hilton. 

Featured  visiting  speaker  will  be 
Joel  Nobel,  M.D.,  Emergency  Care  Re- 
search Institute,  Philadelphia.  Other 
contributors  will  include  a cardi- 
ologist, attorney,  physical  science 
teacher,  engineers,  hospital  adminis- 
trator and  ecu  nurse. 

One  of  the  organizers  of  the  meet- 
ing, Noel  Mhyre,  W/ARMP  Heart  Pro- 
gram Administrator,  will  also  be  on 
the  faculty.  Mhyre  has  been  check- 
ing hospital  equipment  for  electrical 
safety  at  the  request  of  hospital  staffs 
throughout  the  region  for  the  past 
two  years. 

Topics  to  be  covered  include  pa- 
tient safety  and  testing  for  electrical 
hazards  in  hospitals,  medical-legal 
aspects,  physician-nurse  role  in  elec- 
trical safety,  hospital  policies  and 
federal  and  state  codes. 

W/ARMP  is  one  of  seven  sponsors. 

Immediately  following  the  seminar 
will  be  the  4th  annual  CCU  Confer- 
ence May  21,  22  and  23,  also  at  the 
Airport  Hilton.  For  more  information 
contact  W/ARMP  CCU  office,  543- 
7328,  Seattle,  or  see  the  March,  1971, 
issue  of  “Results.” 


BOISE  NURSES,  Mrs.  Jean  Abel,  cen- 
ter, and  Mrs.  Delores  Thompson, 
right,  learned  about  home  kidney 
machine  maintenance  from  Barbara 
Fellows,  a UW  nursing  supervisor  in 
renal  dialysis.  The  week-long  course 
to  teach  nurses  to  assist  kidney  di- 
alysis or  transplant  patients  in  their 
homes  was  arranged  by  the  Moun- 
tain States  and  Washington/ Alaska 
RMP  recently.  Instructors  included  a 
dietician,  social  worker,  pediatrician 
and  internist. 
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SATELLITE  TRANSMISSION  of  bio-medical  information  was  discussed  at  a i 
two-day  meeting  in  Seattle  sponsored  by  W/ARMP  recently.  Here  Dr.  Donald 
K.  Reynolds,  UW  electrical  engineering  professor,  dials  a Fairbanks  physician 
using  a satellite  to  transmit  the  message.  Watching  the  demonstration  from 
left  are:  Bernard  W.  Poirier,  executive  advisor  to  Alaska’s  Sen.  Mike  Gravel, 
Art  Lusk,  deputy  chief,  Alaska  Native  Health  Service;  Dr.  Jon  Aase,  Alaska 
coordinator  for  W/ARMP;  Glen  Stanley,  professor,  U.  of  Alaska  Geophysical 
Institute  and  David  McCarn,  acting  director.  Lister  Hill  National  Center  for  j 
Biomedical  Communications.  Other  representatives  were  from  NASA,  Office 
of  Surgeon  General,  Stanford  and  U.  of  Wisconsin. 


by  John  W.  Finley,  M.D.,  member  of 
the  W/ARMP  Cancer  Subcommittee, 
Director  of  the  Tumor  Clinic  and 
Registry  at  Harborview  Medical  Center 
and  private  practicing  surgeon. 

As  the  second  ranking  cause  of  death 
in  all  age  groups,  cancer  now  involves  al- 
most every  doctor  in  a hospital  in  some 
aspect  of  this  disease.  Since  health  care 
Is  centered  mainly  about  the  community 
hospital,  it  is  essential  that  a planned  can- 
cer program  be  established. 

It  is  generally  accepted  that  the  best 
care  of  a cancer  patient  requires  that  he 
be  followed  periodically  for  life,  so  a vital 
part  of  any  cancer  program  must  be  a 
method  of  ensuring  continued  follow-up  of 
a cancer  patient. 

The  Washington/Alaska  Automated  Tu- 
mor Registry  provides  a system  whereby 
the  physician  is  notified  of  his  patient’s 
need  for  a return  examination.  With  the 
press  of  busy  practice,  this  task  of  follow- 
up is  often  neglected  by  physicians.  This 
is  one  of  the  reasons  why  the  registry  is 
so  valuable. 

In  a recent  survey  of  600,000  cancer  pa- 
tients by  the  American  College  of  Sur- 
geons, only  40%  had  received  a yearly 
examination. 

During  the  period  1950  through  1960 
at  Harborview  Hospital  in  Seattle,  for  ex- 
ample, a 40%  follow-up  was  obtained  and 
only  a very  rare  early  Second  Primary  tu- 
mor was  diagnosed.  From  1960  to  1970, 
an  effective  registry  was  in  operation; 
99%  follow-up  was  the  result,  and  181 
Second  Primary  cancers  were  diagnosed, 
—most  in  early,  curable  stages.  In  addi- 
tion, early  diagnosis  of  recurrent  tumors 
allowed  prompt  employment  of  many  pal- 
liative procedures. 

The  objectives  of  a registry  are:  follow- 
up to  ensure  good  care,  education  to  com- 
pare personal  and  hospital  care  with  na- 
tional published  results,  and  research  to 
provide  data  for  clinical  and  epidemiology 
studies  and  basic  information  to  estimate 
community  needs. 

The  Washington/Alaska  tumor  registry 
has  gone  a step  further.  An  automated 
standard  abstract  form  is  used  by  all  par- 
ticipating hospitals,  ensuring  standard  in- 
formation, and  thus,  uniform  data. 

Automation  allows  rapid  return  of  data 
to  individual  hospitals  and  doctors.  A cen- 
tral data  pool  makes  follow-up  easier  in 
multiple  situations  such  as  doctors  chang- 
ing locations  or  dying,  the  patient  chang- 
ing hospitals  or  doctor,  or  other  eventuali- 
ties. Regional  data  collection  provides  a 
wider  base  of  cases  to  study  trends,  epi- 
demiology factors,  and  furnishes  material 
for  continuing  education  and  research. 

The  task  force  of  the  American  Cancer 
Society  and  RMP,  headed  by  Dr.  Warren 
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ALASKA  RECEIVES  UNIT 

A hyperbaric  chamber  was  added 
to  Alaska’s  health  care  resources  to 
treat  such  diagnoses  as  frost  bite, 
gas  gangrene  and  carbon  monoxide 
poisoning. 

The  two-ton  double  chamber  was 
donated  to  the  State  of  Alaska  by  the 
Dick  Evans,  Inc.,  International  Marine 
Diving  Services  through  arrange- 
ments made  by  Mrs.  Marion  K.  Lamp- 
man,  W/ARMP  administrative  assist- 
ant in  Anchorage. 

The  $10,000  decompression  unit 
had  been  used  during  oil  drilling  and 
construction  in  the  Cook  Inlet,  but 
when  work  was  completed  it  was  no 
longer  needed. 


Cole,  have  stated  that  a registry  is  indis- 
pensable in  providing  a factual  evaluation 
of  good  cancer  care  in  any  hospital. 

If  we  are  to  improve  cancer  care,  it  be- 
hooves us  to  improve  patient  follow-up  and 
to  evaluate  our  treatment  results.  To  do 
this,  we  must  have  good  data  and  a work- 
able system.  The  automated  tumor  regis- 
try is  the  best  way  of  accomplishing  this, 
but  it  needs  the  support  and  cooperation 
of  everyone  involved  in  cancer  care. 

I strongly  hope  such  a vital  service  is 
not  abandoned  because  of  lack  of  finan- 
cial support.  After  three  years  of  setting 
up  the  system,  it  is  beginning  to  provide 
the  kind  of  help  we  need  to  improve  care 
of  patients.  The  potential  is  unlimited.  Let’s 
not  forfeit  this  useful  tool  now. 

(Editor's  note:  The  Registry  is  supported 
by  the  Wash.  State  Div.  of  Health,  Wash. 
State  Div.  of  American  Cancer  Society, 
W/ARMP,  and  has  received  funds  from  the 
Alaska  Div.  of  the  Cancer  Society.  How- 
ever, funding  for  1972  is  uncertain.) 


PRESIDENT  cont.  from  page  1 
live  Adams,  will  supply  commis- 
sioned officer  physicians  to  areas  ol 
greatest  need  upon  application  ol 
the  local  community. 

HMO’s  would  offer  comprehensive 
health  services  for  a fixed,  pre-paic 
fee,  first  in  metropolitan  areas  anc 
later  in  outlying  areas  which  have 
established  out-patient  clinics.  In  em 
phasizing  HMO’s,  the  Presiden 
stressed  the  preventive  aspects  anc  j 
cost  consciousness.  ' 

Fifteen  projects  will  be  funded  the  | 
first  year  under  the  Experiments 
Health  Services  plan  for  communitie: 
or  states  which  show  the  potentia 
for  innovative  and  systematic  meth 
ods  for  long-term  coordination  ane 
management  of  their  health  services 

Other  problems  discussed  include) 
the  future  funding  and  support  fo 
RMP.  While  RMP  has  good  congres 
sional  support,  the  Administration  i 
not  as  enthusiastic,  according  t* 
RMP  spokesmen. 

HOSPITALS  AWARDED  GRANT 

The  American  Cancer  Societ 
awarded  a $4,874  grant  to  St.  John’ 
and  Cowlitz  General  Hospitals,  Lone 
view,  to  enable  them  to  participate  i , 
the  W/ARMP  Automated  Tumor  Rec 
istry  program.  The  grant,  awarde 
through  the  Washington  Divisior 
Inc.,  of  the  Society,  allows  the  tw 
hospitals  to  update  their  old  cance 
patients’  records  for  inclusion  in  th 
Registry. 

■l 
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4.  Reference  Committee  D — Secretary  Miss  Eileen  Randall;  Bill  B.  Ferguson,  Hillsboro;  Willis  Tipton,  Ontario; 
Phillip  S.  Alberts,  Chairman,  Portland;  Peter  DeWitt,  Portland;  Ralph  E.  Hibbs,  Medford;  OMA  Associate  Executive 
Director,  James  A.  Kronenberg. 

5.  Medical  students  at  Reference  Committee  D — Mason  Smith,  M4;  Cody  Wasner,  Ml;  Rich  Voken,  Ml;  Carry 
Zagata,  Ml;  Mike  Mundell,  M3;  Bud  Nicola,  M2.  Harold  T.  Osterud,  Chairman  of  the  Department  of  Public  Health 
and  Preventive  Medicine,  University  of  Oregon  Medical  School  is  in  the  background,  between  students  Voken  and 
Zagata, 


it 
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continued  from  page  350 

the  fund  remains  under  the  aegis  of  the 
Association  Board  of  Trustees  and  staff;  and 
financial  support  for  this  scholarship  fund 
shall  be  solicited  from  governmental  funding 
sources,  Oregon  Industries,  and  the  public  at 
large; 

Adopted  a proposal  that  the  Oregon  Med- 
ical Association  Postgraduate  Education  Pro- 
gram be  revised  to  require  reporting  of 
minimum  educational  activities  on  the  part  of 
Association  members  on  the  basis  of  a tri- 
ennial period  as  opposed  to  an  annual  period. 


effective  January  1,  1972,  in  accordance  with 
policy  established  by  the  Council  on  Medical 
Education  and  approved  by  the  House  at  the 
Midyear,  1970  meeting;  and  that  the  Council 
be  instructed  to  make  appropriate  alterations 
in  existing  policy  to  conform  with  such  a 
change ; 

Made  OMA  policy  a resolution  which  said; 
the  Association  supports  efforts  of  the  Uni- 
versity of  Oregon  Medical  School  to  de- 
centralize its  teaching  programs  so  that  many 
more  physicians  and  communities  are  in- 
volved. 


Guarded  Go-ahead  for  Nuclear  Power 


OMA’s  House  of  Delegates  established  pol- 
icy regarding  the  establishment  of  nuclear 
power  plants  in  Oregon  during  its  Midyear 
Meeting  at  Lincoln  City. 

The  House  action  was  based  on  two  reso- 
lutions representing  opposing  views  on  such 
power  plants,  particularly  the  proposed  Tro- 
jan Project  on  the  lower  Columbia  River.  The 
two  resolutions  were  considered  at  special 
reference  committee  hearings  held  at  the 
Midyear  Meeting.  Several  physicians,  engi- 
neers and  environmental  quality  specialists 
were  on  hand  to  lend  testimony  during  the 
two  hour  debate. 

Special  Reference  Committee  E was  man- 
ned by  Roy  A.  Payne,  Milwaukie,  Vice- 
Speaker  of  the  House  as  Chairman;  George 
E.  Meuhleck,  St.  Helens;  Edward  Press,  Port- 
land, State  Health  Officer;  Noel  B.  Rawls, 
Astoria,  Clatsop  County  Health  Officer  and 
immediate  past  president  of  the  OMA;  and 
John  U.  Bascom,  president  of  the  Lane 
County  Medical  Society. 

Recommendations  of  the  Special  Commit- 
tee were  adopted  without  dissenting  vote 
by  the  House  of  Delegates.  Recommenda- 
tions were; 

That  Recommendation  number  10, 
which  would  have  directed  the  Associa- 
tion to  support  legislation  to  establish 
a moratorium  on  construction  of  the 
Trojan  Project  for  four  years  to  provide 
time  for  additional  study  of  its  ecolo- 
gical and  health  ramifications,  not  be 
adopted  by  the  House; 

That  Recommendation  number  14, 


which  would  have  indicated  that  the 
Oregon  Medical  Association  accept  exis- 
tant  studies  as  adequate  in  determining 
ecological  impact  of  the  project,  not 
be  adopted,  but  instead  the  following 
new  resolution  be  adopted  as  policy 
regarding  the  OMA  position  with  respect 
to  the  Trojan  Project; 

RESOLVED,  that  the  Oregon  Medical  Association 
continue  to  consider  the  health  aspects  of  thermo 
nuclear  production,  and  that  the  Committee  on 
Environmental  Pollution,  or  other  appropriate  OMA 
committees  make  further  recommendations  to  the 
Association  at  indicated  intervals;  and  be  it  further 
RESOLVED,  that  the  OMA  urge  a separate  admini- 
strative body  be  established  by  the  Oregon  State 
Legislature  to  coordinate  and  oversee  the  health  and 
safety  factors  of  nuclear  energy  production  in  Ore- 
gon; and  be  it  still  further 

RESOLVED,  that  the  Oregon  Medical  Association 
accepts,  for  the  present,  the  validity  of  those  respon- 
sible studies  and  resulting  recommendations  attesting 
to  the  reasonable  safety  and  relative  lack  of  health 
hazards  of  the  Trojan  Project,  and  does  not  recom- 
ment the  moratorium. 


From  the  Committee  on  Pharmacy  and  Drugs; 

Agreement  to  blanket  substitution  of  drugs  in  hospitals  is 
often  a requisite  to  staff  privileges  in  many  Oregon  hospitals. 
This  practice  is  illegal,  unethical  and  dangerous.  The  Oregon 
Medical  Association  should  make  its  position  clear  to  the 
Hospital  Association  with  respect  to  the  matter,  and  request 
that  e.xisting  hospital  policies  requiring  prior  physician  author- 
ization for  drug  substitution  be  immediately  rescinded. 
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McKeown  Honored 


Bristow  Heads  Medicine  at  UOMS 


Raymond  M.  McKeown,  Coos  Bay,  has  been  rec- 
ognized for  his  long  devotion  to  medicine,  by  estab- 
lishment of  the  Raymond  M.  McKeown  Scholarship 
Fund,  at  the  University  of  Oregon  Medieal  School. 
The  fund  has  been  created  by  the  American  Profes- 
sional Practice  Association  and  will  benefit  students 
entering  UOMS  as  freshmen.  Primary  consideration  is 
to  be  given  to  disadvantaged  students.  Awards  of 
scholarships  will  be  made  by  the  Scholarship  Commit- 
tee of  UOMS.  APPA  reports  that  there  could  be  no 
more  fitting  way  to  honor  Dr.  McKeown  than  to  sup- 
port worthy  young  men  and  women  while  attempting 
to  follow  in  the  footsteps  of  the  dedieated  servant  of 
mankind  for  whom  the  Fund  is  named. 


Thoracic  Society  Elects 


James  L.  Mack,  Portland,  was  named  President  of 
the  Oregon  Thoraeic  Society  at  the  Annual  Meeting, 
Salishan  Lodge,  February  18-20,  1971.  He  has  been 
active  in  the  Soeiety,  having  served  on  membership 
and  program  eommittees. 


J.  David  Bristow  has  been  named  to  succeed 
Howard  P.  Lewis  as  Chairman  of  the  Department  of 
Medicine  at  University  of  Oregon  Medical  School.  He 
is  currently  Professor  of  Medicine  and  Chief  of  the 
Medical  Service  at  the  Medical  School  Hospital. 

Dr.  Lewis  requested  relief  from  administrative 
duties  some  time  ago,  wishing  to  devote  more  time 
and  interest  to  teaching  and  patient  care. 

Dr.  Bristow  graduated  from  UOMS  in  1953  and 
has  been  a member  of  the  faculty  since  1960.  He  is  a 
member  of  numerous  scientific  associations  and  has 
made  many  contributions  in  the  field  of  cardiovascu- 
lar problems.  His  activities  in  research  were  recog- 
nized in  1970  when  he  received  the  Governor’s 
“Northwest  Scientist”  award. 

U.  ~VK—  ^ 

History  Observed 

The  Committee  on  Oregon  Medical  History,  in  its 
mid-year  report  to  the  House  of  Delegates,  presented 
information  on  two  commemorative  events.  The 
Committee  is  investigating  the  possibility  of  installing 
a plaque  at  Doernbecher  Hospital  to  commemorate 
establishment  of  the  American  Academy  of  Pediatrics. 
The  Aeademy  was  ereated  during  the  1929  session  of 
the  American  Medical  Association  in  Portland. 

The  Committee  is  also  planning  a time  capsule  to 
be  installed  in  the  conference  room  of  OMA  head- 
quarters office  in  Portland,  to  commemorate  the 
100th  anniversary  of  first  efforts  in  medieal  educa- 
tion in  Oregon. 

The  Committee  noted  that  the  100th  anniversary 
of  founding  of  the  Association  will  be  observed  during 
the  Clinical  Session  of  AMA  to  be  held  in  Portland  in 
1974.  Representatives  from  all  component  societies 
are  being  sought  to  assist  in  planning  the  celebration. 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98iis 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Walfred  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


Transfusion  bill  signed.  House  Bill  157,  granting  immunity  to  physi- 
cians, hospitals,  and  blood  banks,  if  malaria  or  hepatitis  occurs  after 
transfusion,  was  signed  by  Governor  Evans,  April  13,  1971.  Left  to 
right:  Mrs.  Quin  B.  DeMarsh,  Seattle,  Representative  Pat  Wanamaker, 
Coupeville,  Representative  Gladys  Kirk,  Seattle,  Quin  B.  DeMarsh,  M.D., 
Seattle,  Governor  Evans,  Mr.  Curt  Fortney,  Washington  State  Hospital 
Association,  Representative  Warren  Smith,  Centralia,  and  Representative 
Michael  K.  Ross,  Seattle. 
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PHYSICIAN  ASSISTANT  BILL  SIGNED  INTO  LAW 

Governor  Dan  Evans  is  shown  placing  his  signature  to  Senate  Bill  182,  providing  for  the  certification  of  physician  assist- 
ants (MEDEX)  to  work  under  the  supervision  and  responsibility  of  M.D.’s  and  osteopaths.  The  new  law  will  become  effec- 
tive June  14.  Pictured  at  the  bill-signing  ceremony  (left  to  right)  are:  Representative  Hal  Zimmerman,  Camas,  a prime 
sponsor  of  the  physician  assistant  bill  in  the  House  of  Representatives;  John  Lein,  M.D.,  University  of  Washington  School 
of  Medicine;  Robert  Day,  M.D.,  University  of  Washington  School  of  Medicine;  Representative  Gladys  Kirk,  Seattle;  Mrs. 
Richard  Smith;  Senator  Fran  Holman,  Seattle;  Richard  Smith,  M.D.,  Director  of  the  MEDEX  project;  Senator  George 
Fleming,  Seattle;  Senator  William  S.  Day,  Spokane;  Senator  A1  Henry,  White  Salmon;  Senator  Bruce  Wilson,  Omak,  prime 
sponsor  of  SB  182;  Senator  Gary  Odegaard,  Onalaksa;  Representative  Marjorie  Lynch,  Yakima;  Senator  Reuben 
Knoblauch,  Sumner;  Representative  Otto  Amen,  Tacoma;  and  Richard  C.  Greenleaf,  M.D.,  Seattle,  President  of  the 
Washington  State  Medical  Association. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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RICHARD  C.  GREENLEAF,  M.D. 

For  a More  Efficient  Office 

Today  the  term  medical  assistant  used  in 
its  broadest  sense  may  refer  to  a nurse,  to  a 
laboratory  technician,  or  to  a former  military 
corpsman  or  medic  who  has  been  trained  in 
this  state  to  become  a Medex.  These  pro- 
fessionals, and  perhaps  others,  should  more 
aptly  be  called  physicians’  assistants.  There 
is  another  specific  group  called  Medical  As- 
sistants-, although  a physician  who  employes 
an  individual  from  that  group  may  refer  to 
her  as  his  receptionist,  or  his  bookkeeper, 
or  the  girl  who  runs  his  office.  Nevertheless, 
individuals  from  this  group  of  medical  assis- 
tants are  earning  professional  status  in  the 
health  service  field. 

The  Washington  State  Society  of  the  Amer- 
ican Association  of  Medical  Assistants 
(AAMA)  was  officially  chartered  July  27, 
1968,  after  three  years  of  organizational  work 
in  cooperation  with  the  Washington  State 
Medical  Association.  Objectives  of  the  state 
chapter  are  patterned  after  those  of  the 
national  organization.  They  are:  1.  to  inspire 
its  members  to  render  honest,  loyal,  and  more 
efficient  service  to  the  profession  and  to  the 
public  they  serve;  2.  to  strive  at  all  times  to 
cooperate  with  the  medical  profession  in  im- 
proving public  relations;  3.  to  render  educa- 
tional services  for  self-improvement  of  mem- 
bers and  to  stimulate  a feeling  of  fellowship 
and  cooperation  among  its  state  and  local 
affiliated  societies;  and  4.  to  encourage  and 
assist  all  unorganized  medical  assistants  in 
formation  of  local  and  state  societies.  The 
constitution  and  bylaws  of  the  national  or- 
ganization and  the  state  chapter  state  that  the 
organization  is  non-profit  and  that  it  is  not, 
and  shall  never  become,  a trade  union  or  col- 
lective bargaining  agency. 

It  was  early  in  1965  that  the  Washington 


State  Medical  Association  reviewed  the  aims 
and  objectives  of  the  American  Association 
of  Medical  Assistants  which  twice  received 
accolades  from  the  American  Medical  Asso- 
ciation. The  1965  Washington  State  Medical 
Association  House  of  Delegates  approved  a 
recommendation  that  the  Association  assist 
in  establishing  a state  chapter  of  the  AAMA 
in  Washington. 

One  of  the  more  outstanding  programs  of 
the  AAMA  and  its  constituent  chapters  is  the 
program  of  certification  and  examination  for 
medical  assistants,  both  administrative  and 
clinical.  The  Washington  chapter  has  done 
an  excellent  job  since  its  formation.  At  least 
one  community  college  is  offering  a two  year 
course  for  medical  assistants;  it  leads  to  an 
associate  degree.  Other  members  of  the  state 
chapter  have  taken  advantage  of  study  mater- 
ial and  short  courses  offered  by  the  AAMA 
to  prepare  themselves  for  the  examination 
which  is  conducted  under  the  auspices  of 
AAMA. 

What  does  all  this  mean  to  the  individual 
physician?  It  means  that  trained,  certified, 
medical  assistants  are  becoming  available  to 
help  physicians  provide  quality  medical  care 
through  increased  office  efficiency.  With  a 
trained  medical  assistant  the  physician  should 
not  find  it  necessary  to  devote  as  much  time 
to  the  administrative  and  routine  aspects  of 
the  office. 

Will  the  certified  medical  assistant  receive 
a higher  salary  than  another  girl  without 
specialized  training?  She  should,  when  she 
demonstrates  her  ability  by  learning  the 
physician’s  office  routine  more  rapidly  and 
and  displaying  the  knowledge  essential  to 
carry  out  the  doctor’s  wishes  effectively. 

How  can  a physician  recognize  a certified 
medical  assistant  (CMA)  and  what  does  this 
mean  in  terms  of  training  and  ability?  We 
asked  two  members  of  the  Washington  State 
Society,  American  Association  of  Medical 
Assistants,  to  discuss  the  certified  medical 
assistant  program.  The  article  on  the  oppo- 
site page  entitled  “The  Certified  Medical 
Assistant’’  will  provide  an  insight  into  the 
medical  assistant  training  program  and  will 
help  you  identify  a certified  medical  assistant 
(CMA). 
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The  Certified  Medical  Assistant  (CMA) 


The  officers  of  Washington  State  Medical  Association  express  appreciation 
to  Dorothy  Fairbanks,  CMA,  and  Nancy  Fortin,  CMA,  members,  Washington 
State  Society,  American  Association  of  Medical  Assistants,  for  preparing  the 
following  article  which  describes  the  certified  medical  assistant  training  pro- 
grams in  Washington.  It  will  assist  physicians  to  recognize  the  qualifications 
of  a certified  medical  assistant  and  relate  this  to  the  benefits  such  a person 
may  bring  to  his  office.  R.  C.  G. 


As  the  old  boundaries  that  narrowly  re- 
stricted medical  specialties  recede  to  accom- 
modate the  team  approach,  the  term  profes- 
sion is  gradually  acquiring  new  connotations. 

Vitality  of  this  change  has  profoundly  in- 
fluenced recent  advancement  in  paramedical 
technologies.  Among  the  most  graphic  are 
the  new  criteria  for  the  training  and  develop- 
ment of  Medical  Assistants.  Once  a hit-and- 
miss  affair,  education  of  medical  office  em- 
ployees has  progressed  from  the  concept  of 
gradually  accumulated  proficiencies  acquired 
on  the  job  to  a highly  structured  professional 
curriculum.  This  training  is  sequentially 
planned  to  include  both  theory  and  clinical 
application  of  modern  medical  office  manage- 
ment skills.  Two-year,  degree  programs  have 
been  established  in  13  community  colleges 
throughout  the  United  States,  with  medical 
accreditation  available  through  the  AMA 
Council  on  Medical  Education.  Parent  to 
this  innovation  has  been  the  American  Asso- 
ciation of  Medical  Assistants,  with  its  16,000 
members  in  46  states  and  Puerto  Rico. 
Their  outline  for  self-improvement  grew  from 
a service-oriented  approach  and  the  member- 
ship’s strong  dedication  to  ethical  principles. 
Constantly  increasing  pressures  for  medical 
service  highlighted  the  need  for  alert  medical 
office  personnel  to  whom  the  more  sophis- 
ticated non-medical  procedures  could  be  del- 
egated. Evaluation  of  their  educational 
achievement  is  now  possible.  Physicians  are 
being  provided  access  to  a perceptive  and  well 
prepared  labor  source,  while  Medical  Assis- 
tants themselves  advance  to  the  closely-knit 
loyalties  inherent  in  professional  involvement. 
This  new  category  of  Medical  Assistants  can 
be  expected  to  be  watchful  of  the  employer’s 
interests  and  image,  and  also  that  of  the 
entire  medical  profession. 

Identification  of  a top-grade  Medical  Assis- 
tant was  recently  simplified  by  the  adoption 
of  national  standards  for  individual  perfor- 


mance. National  certification  has  been  made 
available  to  graduates  of  approved  college 
programs,  and  to  other  applicants  eligible 
to  write  an  annual  two-day  examination 
presented  in  seven  sections.  The  AAMA 
Certifying  Board,  established  along  the  same 
lines  as  medical  specialty  boards,  was  author- 
ized to  award  the  CMA  to  candidates  who 
successfully  complete  written  requirements 
as  follows: 

1.  Certified  Medical  Assistant  - Admin- 
istrative 

2.  Certified  Medical  Assistant  --  Clinical 

3.  Certified  Medical  Assistant  - Admin- 
istrative/Clinical (Dual) 

Nine  Medical  Assistants  have  achieved  na- 
tional certification  in  examinations  given  at 
the  University  of  Washington.  It  is  antici- 
pated that  the  number  of  CMA  candidates 
will  increase  again  in  1971,  as  it  has  each 
year  since  1967. 

A major  attribute  offered  by  the  college- 
trained  or  Certified  Medical  Assistant  is  self- 
assurance.  Controlled  exposure  to  knowledge 
and  techniques,  plus  monitored  performan- 
ces, provides  opportunity  for  evaluation  prior 
to  employment.  It  can  be  assumed  that  an 
applicant  for  position  in  a medical  office  will 
be  qualified  if  she  holds  a college  diploma 
or  has  been  certified  by  the  Council  on 
Medical  Education.  She  will  have  compre- 
hensive knowledge  of  medical  office  practice, 
ranging  from  the  basic  use  of  medical  termin- 
ology and  abbreviations  to  examining  room 
procedures  and  careful  handling  of  laboratory 
specimens.  She  will  know  secretarial  and 
and  accounting  skills,  filing  and  insurance 
codes,  and  appreciates  the  legal  implications 
of  obtaining  necessary  petient  authorizations. 

Because  she  has  been  exposed  to  a variety 
of  disciplines,  her  initial  assets  include  a high 
degree  of  flexibility.  She  expects  systems  to 
vary  according  to  types  of  practice  and  indi- 
vidual preferences.  One  of  the  important 
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objectives  of  paramedical  education  is  to 
instill  in  the  student  thoughtful  recognition 
of  her  own  limitations.  Every  college-trained 
or  certified  medical  assistant  knows  the  dan- 
gers and  ramifications  of  practicing  medicine 
without  a license.  At  the  same  time,  she  is 
able  to  function  well  within  assigned  areas  of 
clinical  responsibility,  such  as  assisting  pa- 
tients with  interpreting  fundamental  nutri- 
tional needs;  careful  administration  of  office 
therapies;  and  performing  routing  laboratory 
and  x-ray  procedures  wdth  insight  and  com- 
petence. 

The  diversification  acquired  by  Medical 
Assistants  intent  on  self-improvement  should 
not  be  underrated.  Few  employed  assistants 
can  demonstrate  equal  proficiencies  in  per- 
forming secretarial,  clerical,  nursing  and  lab- 
oratory skills  unless  they  have  obtained  sup- 
plementary training.  An  office  assistant  who 
can  function  independently  or  fill  in  wherever 
needed  without  requiring  additional  instruc- 
tion is  an  asset  to  any  medical  practice. 

The  tendency  of  some  to  equate  acquisi- 
tion of  judgment  with  practical  working 
experience  has  been  a problem  for  graduates 
of  professional  programs.  While  the  ability 
to  exercise  mature  judgment  may  certainly 
be  increased  through  experience,  its  develop- 
ment is  not  guaranteed  by  the  passage  of  time 
alone.  The  indoctrinated  novice  is  capable  of 
making  decisions  regarding  patient  relations 
or  in  other  sensitive  office  affairs  because 
she  has  been  given  a solid  base  of  ethical 
values  for  reference.  In  conjunction  with  her 
up-to-date  professional  information,  such  a 
beginner  may  be  as  well  equipped  as  the 
assistant  with  long  experience  who  lacks  the 
motivation  for  continuing  education. 

Graduates  of  the  two-year  Medical  Assis- 
tant Program  at  North  Seattle  Community 
College  are  performing  at  levels  heretofore 
not  expected  of  beginners.  Comments  regard- 
ing their  discipline,  patience,  and  poise,  have 
been  commendatory.  Continuing  education 
for  Medical  Assistants,  whether  obtained  in 
a total  college  program  or  in  special  prepara- 
tory courses  for  certification,  appears  to  be 
successful  in  its  primary  goal,  to  release  the 
physician  from  the  non-medical  pressures  of 
his  practice. 


Senator’s  efforts  are  acknowledged  and  applauded 
Senator  Warren  G.  Magnuson  was  given  a certificate 
from  the  University  of  Washington  by  Robert  L.  Van 
Citters,  Dean  of  the  University  of  Washington  School 
of  Medicine.  Presentation  was  in  Senator  Magnuson’s 
office  in  Washington,  D.C.  The  citation  reads,  in  part: 
“Recognizing  that  the  health  of  our  people  is  the 
first  of  all  liberties  and  the  foundation  upon  which 
our  happiness  and  powers  of  state  depend,  we,  the 
undersigned,  do  wish  to  acknowledge  and  to  applaud 
Warren  G.  Magnuson  for  the  many  significant  contri- 
butions to  our  national  health.  . . .” 

Dr.  Van  Citters  was  in  Washington  to  testify 
against  closure  of  the  Public  Health  Service  Hospital 
in  Seattle.  Senator  Magnuson  has  led  the  fight  to  re- 
verse the  administrative  effort  to  close  the  Hospital. 
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wnen  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  caf  feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It’s  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phetiaphenf 

^ ■■  m Phenaphen  with  Codeine 

W1  III  ^ vl  it  Nos.  2,  3,  or  4 contains: 

* w t 1 Vf  VIV^II  IV'  Phenobarbital  ( '4  gr.), 

16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (lYj  gr.),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.:  Hyoscyamine  sulfate.  0.03 1 mg.;  Codeine 
phosphate,  *4  gr.  (No.  2),  '/z  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications;  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 

Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3—1  or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — 1 capsule  every  3 to  4 hours  as  needed. 

For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 
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'head  clear  upon  arising' 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /l'H'|^OBINS 

...  . , A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  va.  23220 


Dimetapp 

Extentabs 

Dimelane"  (brompheniramine  maleate).  12  mg.,  phenyl- 
ephrine HCI.  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


f 


Imetapp  Extentabs® 

ijcATIONS:  Dimetapp  Extentabs  are 
o:ated  for  symptomatic  relief  of  aller- 
^nanifestations  of  upper  respiratory 
jjsses,  such  as  the  common  cold,  sea- 
)il  allergies,  sinusitis,  rhinitis,  con- 
ijtivitis  and  otitis.  In  these  cases  it 
jkly  reduces  inflammatory  edema, 

111  congestion  and  excessive  upper 
laratory  secretions,  thereby  affording 
i«f  from  nasal  stuffiness  and  postnasal 

'i 

C TRAINDICATIONS;  Hypersensitivity 
ihtihistamines  of  the  same  chemical 
IS.  Dimetapp  Extentabs  are  contrain- 
*ed  during  pregnancy  and  in  children 
i»)r  12  years  of  age.  Because  of  its  dry- 
i<md  thickening  effect  on  the  lower 

I iratory  secretions,  Dimetapp  is  not 
hmmended  in  the  treatment  of  bron- 
M asthma.  Also,  Dimetapp  Extentabs 
contraindicated  in  concurrent  MAO 

II  )itor  therapy. 

(ININGS:  Use  in  children:  In  infants 
r children  particularly,  antihistamines 
I 'erdosage  may  produce  convulsions 
r death. 

F CAUTIONS:  Administer  with  care  to 
Emts  with  cardiac  or  peripheral  vascu- 
I iseases  or  hypertension.  Until  the 
Ejnt’s  response  has  been  determined, 
should  be  cautioned  against  engaging 
I Jerations  requiring  alertness  such  as 
nng  an  automobile,  operating  ma- 
f.ery,  etc.  Patients  receiving  antihista- 
ij!S  should  be  warned  against  possible 
dtive  effects  with  CNS  depressants 
u'l  as  alcohol,  hypnotics,  sedatives, 
quilizers,  etc. 

I ERSE  REACTIONS:  Adverse  reac- 
C5  to  Dimetapp  Extentabs  may  include 
y ;rsensitlvity  reactions  such  as  rash, 
r aria,  leukopenia,  agranulocytosis 
r thrombocytopenia:  drowsiness,  lassi- 
I , giddiness,  dryness  of  the  mucous 
I ibranes,  tightness  of  the  chest,  thick- 
r g of  bronchial  secretions,  urinary 
uency  and  dysuria,  palpitation,  hypo- 
5 ion/hypertension,  headache,  faint- 
E, , dizziness,  tinnitus,  incoordination, 
i al  disturbances,  mydriasis,  CNS- 
fessant  and  (less  often)  stimulant 
f;t,  anorexia,  nausea,  vomiting,  diar- 
■> , constipation,  and  epigastric  dis- 

’( 5. 

N SUPPLIED:  Light  blue  Extentabs  in 
( es  of  100  and  500. 


Report  From 
Washington  State  Patrol 

Accidents,  Injuries,  and  Fatalities 
First  Six  Months  1970 


County 

Accidents 

Injuries 

Fatalities 

Adams 

161 

131 

4 

Asotin 

128 

61 

0 

Benton 

660 

315 

7 

Chelan 

656 

292 

6 

Clallam 

431 

240 

7 

Clark 

1,701 

883 

9 

Columbia 

52 

21 

2 

Cowlitz 

987 

546 

16 

Douglas 

123 

62 

0 

Ferry 

49 

20 

0 

Franklin 

373 

252 

5 

Garfield 

29 

13 

1 

Grant 

443 

239 

10 

Grays  Harbor  832 

481 

8 

Island 

280 

168 

11 

Jefferson 

120 

99 

1 

King 

17,276 

9,004 

93 

Kitsap 

1,287 

665 

8 

Kittitas 

568 

272 

5 

Klickitat 

166 

102 

2 

Lewis 

589 

355 

9 

Lincoln 

93 

68 

5 

Mason 

295 

159 

4 

Okanogan 

224 

149 

5 

Pacific 

223 

140 

2 

Pend  Oreille 

54 

30 

1 

Pierce 

5,081 

2,936 

38 

San  Juan 

20 

11 

0 

Skagit 

755 

406 

12 

Skamania 

73 

50 

4 

Snohomish 

3,047 

1,753 

41 

Spokane 

4,292 

2,216 

37 

Stevens 

177 

104 

3 

Thurston 

1,047 

581 

5 

Wahkiakum 

52 

31 

0 

Yakima 

2,002 

1,070 

13 

Total 

46,255 

24,860 

400 

Total  urban 

28,838 

13,524 

88 

Total  rural 

17,417 

11,336 

312 
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It  _ 


IF  IHORE  MEN  CRIEO 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  I j 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine,  i | 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  14  j 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolf'  ' 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstae 
W.  W.:  Psychophysiologic  Approach  in  Medical  PracU 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  1' 

5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W. 
Saunders  Company,  1951,  p.  384. 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wollf, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.” 


Big  boys  don’t  cry.  If  more  men  criec' 
maybe  fewer  would  wind  up  with  duodeni' 
ulcers.  But  men  will  be  men— the  sum  total  c' 
their  genes  and  what  the* 
are  taught.  Schottstaec 
observes  that  when  I 
mother  admonishes  he' 
son  who  has  hurt  himse ' 
that  big  boys  don’t  cry,  si 
is  teaching  hiiii 
stoicism.^  Crying  is  tl, 
negation  of  everythin 
society  thinks  of  as  manh 
A boy  starts  defending  h 
manhood  at  an  early  ag- 

Take  away  stres  1 

you  can  take  away  symptom  t 
There  is  no  question  that  stress  plays , b 
role  in  the  etiology  of  duodenal  ulce  i 
Alvarez®  observes  that  many  a man  with  a 
ulcer  loses  his  symptoms  the  day  he  shuts  u , 
the  office  and  starts  out  on  a vacation.  T1  : 
problem  is,  the  type  of  man  likely  to  have  a i 
ulcer  is  the  type  least  likely  to  take  lor  j 
vacations  or  take  it  easy  at  work.  j 


The  rest  cure  vs.  the  two-way  action  ( 
Librax.®  For  most  patients,  the  rest  cure 
as  unrealistic  as  it  is  desirable.  Still,  tl 
stress  factor  must  be  dealt  with.  And  hei 
is  where  the  dual  action  of  adjunctive  Libra 
can  help.  Librax  is  the  only  drug  that  cor 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Ines  the  tranquilizing 
{ction  of  Librium® 
;hlordiazepoxide 
jCl)  with  the  potent 
aticholinergic 
sf.tion  of  Quarz^ 
ilidinium  Br). 


Protects  man  from  his  own  hungry  per- 
onality.  The  action  of  Librium  reduces 
axiety — helps  protect  the  vulnerable  patient 
tom  the  psychological  overreaction  to  stress 
lat  clutches  his  stomach.  At  the  same  time, 
•le  action  of  Quarzan  helps  quiet  the  hyper- 
;|;tive  gut,  decreasing  hypermotility  and 
Vpersecretion. 

An  inner  healing  environment  with  1 
' 2 capsules,  3 or  4 times  daily.  Of  course, 
lere’s  more  to  the  treatment  of  duodenal 
cer  than  a prescription  for  Librax.  The  pa- 
ent — with  your  guidance — will  have  to  ad- 
ist  to  a different  pattern  of  living  if  treat- 
ent  is  to  succeed.  During  this  adjustment 
priod,  1 or  2 capsules  of  Librax  3 or  4 times 
lily  can  help  establish  a desirable  environ- 
ent  for  healing. 

Librax;  It  can’t  change  man’s  nature, 
ut  it  can  usually  make  it  easier  for  men  to 
»pe  with  the  discomfort  of  stress— both 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


i5ychic  and  gastric — that  can  precipitate 
id  exacerbate  duodenal  ulcer, 
ibrax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


in  the  treatment  of 
duodenal  ulcer 
•1  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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FACULTY 

SPONSOR 
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FOR  ^ 

Physicians 
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OF  THE  CHEST 

Charles  T.  Dotter,  M.D. 
Marcia  K.  Bilboa,  M.D. 
Louis  H.  Frische,  M.D. 
Josef  Rbsch,  M.D. 

University  of  Oregon 
Medical  School 

Child  Development  and 
Rehabilitation  Center  on 
the  Campus  of  the  Univer- 
sity of  Oregon  Medical 
School,  Portland,  Oregon 

MEDICAL  GENETICS 

Arno  G.  Motulsky,  M.D. 
Chairman 
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Medical  Education, 
University  of  Washington 
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Room  150,  Child  De- 
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Alaska  Regional  Medical 
Program,  Washington  State 
Heart  Association  And 
Division  of  Health 

Hilton  Inn,  Seatac  Airport 

Hospital  Adminis.i* 
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Physicians 
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Physicians 
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9 hours 
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IIDICAL  EDUCATION 

|c  Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


vIROLLMENT  LIMIT  DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Two  days 

May  20, 1971 

9:00  a.m.  - 5:00  p.m. 
May  21,  1971 

9:00  a.m.  - 5:00  p.m. 

$55.00 

Director  of  Continuing  Medical  Education 
University  of  Oregon  Medical  School 
Portland,  Oregon  97201 

DO 


Two  days  May  20  $60 

Registration:  8:30a.m. 

Session:  9:00  a.m.  - 5:00  p.m. 

May  21 

Session : 9:00  a.m.  - 5:00  p.m. 


Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education, 
University  of  Washington  School  of 
Medicine,  Seattle  98105 


VA  days 


May  20  $25 

9:00  a.m.  - 5:00  p.m. 

May  21 

9:00  a.m.  - 12:00  noon 


Barbara  James 

Secretary,  Washington  State  Safety  Council, 
c/o  Personnel  Department, 

Swedish  Hospital 

1212  Columbia,  Seattle  98104 


) 


2'A  days 


May  20  $35 

Registration:  8:30  a.m. 

Session:  9:00  a.m.  - 5:00  p.m. 

May  22 

Session:  9:00  a.m.  - 12:00  noon 


Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center,  1111  Terry 
Avenue,  Seattle,  98101 


)0 


one 


2'A  days  May  21  $35 

Registration:  8:00  a.m.  - 10:00  a.m. 
Session:  10:00  a.m.  - 5:00  p.m. 

May  22 

Session:  9:00  a.m.  - 5:00  p.m. 

May  23 

Session:  9:00  a.m.  - 12  noon 


Five  days  May  24-28 


$75 


Half  day  May  27 

8:30  - noon 


None 


Registration  requested  by  May  7.  Contact 
Mrs.  Gaylene  Altman,  W/ARMP, 

108  University  District  Building, 

Seattle  98105 


Preregistration  requested.  Contact 
Stephen  R.  Yarnall,  M.D.,  Washington/Alaska 
Regional  Medical  Program,  AA  510  University 
Hospital,  University  of  Washington, 

Seattle  98105 


George  J.  Schunk,  M.D.,  Chairman, 
Dept.  Med.  Educ.,  665  Winter  St. 
S.E.,  Salem  97301 


1'/2days  June  18  $50  Director  of  Continuing  Medical 

9:00-4:30  Education,  University  of  Oregon 

June  19  Medical  School,  Portland  97201 

9:00-12:00 


25  minutes  May  18,  May  25,  June  1 

Programs  are  broadcast  at 
7:35  a.m.  and  again  at  8:05  a.m. 
and  10:30  p.m.  or  1 1 :00  p.m. 
(check  local  listing) 
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Idaho  Medical  Association west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  William  R.  Tregoniag,  M.D.,  Boise 

SECRETARY  /.  GordoTi  Dowes,  M.D.,  Boise 

EXECxmvE  SECRETARY  Mr.  Armatxd  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 

SPECIAL  NOTICE 


IDAHO 


79th  Annual  Meeting  Sun  Valley 

Idaho  Medical  Association  June  30-July  3 1971 

OUTSTANDING  SCIENTIFIC  PRESENTATIONS 
DELIGHTFUL  SOCIAL  ACTIVITIES 
UNLIMITED  RECREATION  FACILITIES 
COME  CELEBRATE  A GALA  FOURTH  OF  JULY  AT  SUN  VALLEY 

Plan  Now  to  Attend  Reservation  Information  Soon 


The  Legislature 


First  Session  of  the  41st  Idaho  Legislature 
adjourned  swe  die  March  20,  1971,  after  act- 
ing on  a total  of  660  proposals  and  65  resolu- 
tions and  memorials. 

A summary  of  bills  of  particular  interest  to 
the  medical  profession  accompanies  this  re- 
port. 

John  A.  Edwards,  Council,  a member  of 
the  House  of  Representatives,  operated  the 
Association’s  Legislative  Dispensary.  His  ser- 
vices were  invaluable  and  added  considerably 
to  his  heavy  workload  as  a lawmaker. 

The  IMA  Legislative  Committee  met  weekly 
during  the  session,  arranged  representation  at 
hearings,  and  initiated  correspondence  with 
lawmakers  regarding  pending  legislation.  Mem- 
bers of  the  committee  are  Loy  T.  Swinehart, 
Chairman;  J.  Gordon  Daines,  Bernard  P. 
Strouth,  Alfred  M.  Stone  and  Roy  J.  Ellsworth, 
all  of  Boise.  All  deserve  a vote  of  thanks  from 
their  colleagues  for  their  outstanding  efforts. 


The  Statute  of  Limitations  Bill  (House  Bill 
93)  drawn  at  the  request  of  the  association 
reinstates  the  law  controlling  time  after  dam- 
age within  which  claims  may  be  filed  for 
bodily  injury,  professional  malpractice  or 
breach  of  implied  warranty  or  contractual 
covenant. 

The  new  measure  provides  that  action  must 
be  brought  within  two  years  of  the  occurance, 
except  in  cases  involving  foreign  objects  or 
fraudulent  concealment,  in  which  case  action 
could  be  brought  within  two  years  of  occur- 
rence or  one  year  from  discovery,  whichever  is 
later. 

The  House  of  Representatives  voted  59-4 
on  March  1,  to  adopt  the  bill  and  it  passed  the 
Senate,  28-5,  on  March  16.  The  bill  was 
amended  in  the  House  to  provide  for  a time  of 
one  year  from  discovery  rather  than  six 
months  as  originally  proposed.  Governor 
Andrus  signed  the  measure  into  law  March  24. 
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SUMMARY  OF 

HEALTH  RELATED  LEGISLATION 

of  the 

First  Session  41st  IDAHO  LEGISLATURE 
1971 


ABORTION: 

HB  109,  SB  1221,  two  bills  which  would  have 
amended  Idaho  Code  on  abortion.  The  State 
Legislative  Committee  opposed  both  bills  because 
they  differed  from  legislation  endorsed  by  the  House 
of  Delegates  in  Resolution  No.  70-E  in  July,  1970. 
(Neither  proposal  adopted) 

BIRTH  CONTROL: 

HB  117  would  have  repealed  Idaho  law  banning 
display  or  advertising  of  birth  control  materials. 
(Failed  in  House).  HB  251  amended  the  law  to 
permit  national  advertising  to  enter  the  state.  (Enact- 
ed) 

BLOOD: 

HB  40  limits  legal  liability  in  connection  with 
blood  transfusion.  Defines  handling  of  blood  and 
blood  products  for  transfusion  as  a service  rather 
than  a product  - except  for  paid  donors  or  for-profit 
banks  - without  implied  warranties  of  merchant- 
ability and  fitness  as  to  defects  that  cannot  be 
detected  or  removed  by  reasonable  use  of  standard 
scientific  procedures.  (Enacted) 

BOA  RDS  OF  HE  A L TH. 

HB  7,  repeals  code  provision  for  county  boards  of 
health,  which  were  superseded  by  district  boards 
under  health  districting  law  enacted  in  1970.  Ap- 
proved by  the  Association  Officers  and  Councilors. 
(Enacted) 

CHIROPRACTORS: 

"Insurance  Equality  Act"  HB  166.  Similar  to 
bills  submitted  in  previous  legislatures  to  compel 
recognition  of  chiropractors  by  legislation.  (Failed 
in  House) 

DRUGS: 

HB  9,  would  have  authorized  the  Department  of 
Health  to  establish  a program  for  treatment  of 
addicts,  including  the  supplying  of  such  persons  with 
synthetic  narcotics.  (Died  in  Committee) 

HB  92  was  rewritten  in  the  Senate,  where  it 
emerged  as  SB  1222.  It  permits  physicians  to  give 
treatment  and  rehabilitation  in  accordance  with 


federal  requirements  and  guidelines,  using  federally 
authorized  drugs.  Amended  to  provide  that  persons 
18  or  older,  rather  than  those  14  and  over,  are 
legally  competent  to  give  their  consent  for  treatment 
(Enacted) 

HB  261.  Uniform  controlled  substances  act 
revised  Idaho  drug  laws  to  conform  with  new  federal 
drug  control  law.  Establishes  five  categories  of  drug 
substances  in  place  of  present  classes  and  makes 
possession  a misdemeanor  offense  rather  than  a 
felony.  (Enacted) 

EMERGENCY  SER  VICES: 

HB  74.  Authorizes  Idaho  Board  of  Health  to 
assist  and  advise  those  providing  initial  first  aid  care 
and  handling  of  sick  and  injured,  including  agencies 
operating  ambulance  services.  Approved  by  Asso- 
ciation. (Enacted) 

HEARING  AIDS: 

SB  1195.  Requires  licensure  for  fitting  and  sale 
of  hearing  aids,  establishes  board  including  one 
otolaryngologist  or  otologist.  (Enacted) 

HOSPITAL  BOARDS: 

Two  measures  supported  by  the  association  failed 
to  gain  introduction.  One  would  have  eliminated 
the  provision  that  prohibits  physicians  from  serving 
as  Trustees  of  hospital  districts  and  the  second  would 
have  repealed  the  provision  barring  physicians  from 
serving  on  county  hospital  boards. 

HOSPITAL  LICENSE  EEE: 

HB  11.  The  bill  which  would  have  required  an 
annual  license  renewal  fee  for  hospitals  disapproved 
by  the  Officers  and  Councilors.  (Died  in  Committee) 

MEDICAL  RECORDS: 

SB  1053.  Providing  that  copies  of  medical  records 
or  charts  of  licensed  hospitals  may  be  used  as  evidence 
in  place  of  originals.  (Enacted) 

MENTAL  HEALTH: 

HB  76.  Authorizes  Boards  of  Health  and  Cor- 
rection to  jointly  operate  a mental  health  facility  at 
Idaho  State  Prison.  Approved  by  Association. 
(Enacted) 
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NURSES: 

HB  46.  Amending  Nurses  Practice  Act  to  permit 
additional  acts  authorized  by  rules  and  regulations 
jointly  promulgated  by  the  Idaho  State  Board  of 
Medicine  and  the  Board  of  Nursing.  Endorsed  by 
the  association.  (Enacted) 

OPTOMETR  Y: 

SB  1192  would  have  recodified  law  regarding 
optometry,  established  Board  of  Optometry,  and 
regulated  price  advertising  of  optical  materials.  (Fail- 
ed) 

OXYGEN: 

SB  1083  exempts  from  Idaho  sales  tax,  oxygen 
prescribed  for  human  use.  (Enacted) 

PHYSICAL  THERAPY: 

HB  208  permits  increase  in  physical  therapist 
registration  and  annual  renewal  fees  to  offset  cost 
of  administration.  Approved  by  Idaho  Chapter  of 
the  American  Physical  Therapy  Association  and 
State  Board  of  Medicine.  (Enacted) 

PR  I VI  LEG  ED  COMM  UNICA  TIONS: 

HB  71  extends  privileged  communication  to 
school  counselors,  psychologists  or  psychological 
examiners.  (Enacted) 

SANITAR  Y STANDARDS: 

HB  75  would  have  authorized  the  State  Board 
of  Health  to  adopt  and  enforce  sanitary  standards 
For  migratory  labor  housing.  (Died  in  Committee) 

SERVICE  CORPORATIONS: 

SB  1059.  Drawn  by  the  North  Idaho  Medical 
Service  Bureau  and  endorsed  by  the  South  Idaho 
Medical  Service  Bureau  Blue  Cross  of  Idaho,  the 
Idaho  Hospital  Association  and  the  Idaho  Medical 
Association,  provides  that  licensed  health  practi- 
tioners, other  than  physicians,  can  form  their  own 
service  corporations  and  permits  service  bureaus  to 
decide  which  services  will  be  provided  in  their 
contracts.  The  law  for  bureaus  was  originally 
established  to  include  hospital  and  medical  doctor 
services  only.  However,  amendments  since  1965 
have  included  podiatrists,  optometrists,  dentists  and 
pharmacists  in  the  non-profit  service  corporation 


programs.  It  passed  the  Senate  by  a vote  of  22-4 
on  February  8,  and  the  House  by  a vote  of  37-26 
on  March  16.  (Enacted) 

STATUTE  OE  LIMITATIONS: 

HB  93.  Provides  that  mal  practice  suit  may  not  be 
brought  after  two  years  of  occurrence  except  in 
foreign  object  or  fraudulent  concealment  cases, 
which  must  be  brought  within  two  years  of  occur- 
rence or  one  year  of  discovery,  whichever  is  later. 
(Enacted) 

STERILIZATION: 

SB  1136.  Establishes  legal  machinery  for  involun- 
tary sterilization  of  mentally  retarded  or  brain 
damaged  persons.  Approved  by  association.  (Enact- 
ed) 

VENEREAL  DISEASE: 

HB  91.  Provides  consent  of  parent  or  guardian 
not  necessary  to  authorize  hospital,  medical  and 
surgical  care  related  to  infectious,  contagious  or 
communicable  disease,  and  that  the  parents  or 
guardian  shall  not  be  liable  for  payment  for  care 
rendered  under  the  provision.  (Enacted) 

WTCHE: 

SB  1166.  Would  have  removed  requirement  that 
Idaho  students  who  attended  professional  schools 
under  the  WICHE  Student  Exchange  Program  must 
repay  the  state  for  funds  expended  in  their  behalf 
if  they  do  not  return  to  practice  for  stipulated 
time.  Endorsed  by  the  House  of  Delegates.  (Failed) 

WORKMEN’S  COMPENSATION: 

HB  73.  Comprehensive  and  bulky  (62  pages) 
revision  of  Idaho's  Workmen's  Compensation  Law. 
Drafted  with  cooperation  and  consultation  of  the 
Idaho  Medical  Association's  Industrial  Medical  Com- 
mittee. This  is  considered  by  many  to  be  one  of  the 
major  accomplishments  of  the  First  Session  of  the 
41st  Idaho  Legislature.  (Enacted) 


WINTER  CLINICS 

Sixty-five  physicians  registered  for  the  an- 
nual Winter  Clinics  at  McCall  sponsored  by 
the  Southwestern  Idaho  District  Medical  So- 
ciety and  the  Ada  County  Medical  Society. 
An  outstanding  program  was  arranged  by 
Donald  D.  Price,  Caldwell.  Jude  N.  Werth, 
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Indicationt:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

a Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a kno\wnsensitivityto  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  In 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  In  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.I.d. 

I THE  NATIONAL  DRUG  COfWIPANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA,  PENNSYLVANIA  19144 

TRADCMAMK:  SITABS  US.  PATENT  NO.  3.004,893  9/70  0-0( 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  iM  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


Pcrib/ef  c|.f.cl. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Jli^lWicHve  therapy 

DOUBLE  STRENGTH 

Qrenzyme 

Bitabs  One  tablet  q.i.cfJ 

Tryptid'  JOO.OOON.F.Uortv Chymotrypsin; g.OOON.F.Units;  ^ 
«)u.v>lent  m tryptic  activity  Ip40  mg.  p(  N.F,  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


The  causes  of  voginHis 
are  multiple 


lindications;  Known  sensitivity  to  sulfonomides. 
ftions/ Adverse  Reactions:  The  usual  precautions  for  topical 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  obsorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  opplicotorful  or  one  suppository  Introvogi- 
nally  once  or  twice  doily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  opplicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV-10A  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  \ 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 
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Boise,  will  serve  as  Program  Chairman  for 
next  year’s  meeting  whieh  will  be  held  at 
Shore  Lodge,  March  3 - 5,  1972. 

CANCER  SOCIETY 

The  Association  Cancer  Society  Advisory 
Committee  met  March  24  in  Boise.  Discuss- 
ing current  programs  and  problems  of  the 
Idaho  Division  of  the  American  Cancer  So- 
ciety were  Chairman  Quentin  E.  Howard 
Boise;  Herald  S.  Nokes,  McCall;  Melvin  M. 
Graves,  Pocatello;  C.  Hayden  Ellingham,  Bur- 
ley; and  C.  Ronald  Koons,  Boise.  Unable  to 
attend  were  committee  members  Ronald  K. 
Panke,  Kellogg,  and  William  H.  Cone,  Lewis- 
ton. Representing  the  Cancer  Society  were 
H.  Kent  Staheli,  Pocatello,  President,  and  Mr. 
James  E.  Worsley,  Jr.,  Executive  Director. 

PROFESSIONAL  LIABILITY  INSURANCE 

A total  of  165  members  have  applied  for 
coverage  under  the  Argonaut  Insurance  Com- 
pany’s Professional  Liability  Insurance  Pro- 
gram of  the  Idaho  Medical  Association  being 
administered  by  the  James  W.  Perry  Agency, 
Boise. 

Each  member  has  received  information 
about  the  program.  Additional  copies  of 
President  W.  R.  Tregoning’s  letter,  the  Special 
Association  News  Letter  Containing  an  appli- 
cation for  coverage  are  available  for  the  ask- 
ing. 

George  W.  Warner,  Twin  Falls,  President- 
Elect,  in  an  address  at  the  Winter  Clinics  in 
McCall,  March  5,  said;  “The  program  should 
enable  physicians  to  maintain  high  standards 
of  patient  care  knowing  their  professional  re- 
putation is  being  given  every  possible  protec- 
tion through  an  effective  insurance  program, 
supervised  by  the  Idaho  Medical  Associa- 
tion.” 

Applicants  do  not  have  to  cancel  their  cur- 
rent policies;  they  can  complete  and  sign  the 
application,  indicating  participation  when  pre- 
sent policies  expire. 

MEDICAL  DIRECTORS  WANTED 

Applications  are  being  sought  for  Medical 
Directors  of  District  Health  Departments  in 
Idaho.  Applications  should  be  submitted  to 


the  Chairman  of  the  District  Health  Board 
involved. 

When  the  law  providing  for  seven  health 
districts  in  Idaho  becomes  effective,  July  1, 
1971,  the  Medical  Directors  will  be  exempt 
from  regulations  of  the  Idaho  Personnel 
Commission,  and  will  serve  at  the  pleasure 
of  the  District  Board  of  Health. 

ADMINISTRATOR  RETURNS 

A 30-day  suspension  without  pay  ended 
March  30,  for  Terrell  O.  Carver,  Administra- 
tor of  Health,  and  he  has  returned  to  his 
office.  The  suspension  was  imposed  March  1 
by  the  State  Board  of  Health.  The  Board 
cited  a lack  of  cooperation  in  supplying  mem- 
bers with  information  to  determine  policies, 
and  ordered  an  investigation  by  the  Attor- 
ney General’s  office.  The  investigation  has 
been  completed  but  has  not  been  released  to 
the  public.  It  is  still  hoped  that  a full  and 
detailed  explanation  of  the  action  will  be 
forthcoming. 


NEW  MEMBERS 

The  following  physicians  have  been  elected 
to  membership  in  their  component  medical 
societies: 

Kootenai-Benewah  District  Medical  Society: 
John  B.  Meyer,  and  Peter  E.  Briesch,  both  of 
Coeur  d’Alene. 

Ada  County  Medical  Society:  Ward  E. 

Dickey,  Boise. 

Southwestern  Idaho  District  Medical  So- 
ciety: Charles  P.  Bockenstette,  and  Howard 

C.  Seely,  both  of  Nampa,  and  Joe  E.  McCary, 
Caldwell. 

STATE  BOARD  OF  MEDICINE  SECTION 

Temporary  licenses  have  been  granted  to 
the  following  physicians  since  the  January 
meeting  of  the  Board: 

Charles  E.  Guess,  Pullman  (Moscow).  Grad- 
uate, University  of  Arkansas  School  of  Med- 
icine, Little  Rock,  June  13,  1965.  Internship, 
The  Christ  Hospital,  Cincinnati,  1965-66. 
Residency,  Radiology,  University  of  Arkansas 
Medical  Center,  Little  Rock;  University  of 
Tenn.  Affiliated  Hospitals,  Memphis,  1966 
to  1969;  University  of  Cincinnati  Hospital 
Group,  1969-70.  Granted  TL-466,  January 
14,  1971.  RADIOLOGY. 
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Don  C.  Pates,  Rupert.  Graduate,  Univer- 
sity of  Iowa  College  of  Medicine,  Iowa  City, 
June  8,  1951,  Internship,  St.  Mary’s  Hospital, 
Grand  Rapids,  1951-52.  Granted  TL-467, 
January  19,  1971.  GENERAL  PRACTICE. 

Paul  M.  O’Brien,  Jr.,  Philadelphia  (Boise, 
July  1971).  Graduate,  Hahnemann  Medical 
College,  June  1,  1967.  Internship,  The  Bryn 
Mawr  Hospital,  Bryn  Mawr,  Pennsylvania, 
1967-68.  Residency,  Neurology,  Temple 
University  Hospital,  1968-71.  Granted  TL- 
468,  January  21,  1971.  NEUROLOGY. 

Robert  E.  Evans,  Pocatello.  Graduate,  Uni- 
versity of  Utah  College  of  Medicine,  Salt  Lake 
City,  June  6,  1960.  Internship,  University  of 
of  Utah  Affiliated  Hospitals,  1960-61.  Res- 
idency, pathology.  Latter  Day  Saints  Hospi- 
tal, 1964-65;  University  of  Utah  Hospital, 
1965-68.  Granted  TL-469,  February  2,  1971. 
PATHOLOGY. 

Glenn  M.  Haluska,  Pocatello.  Graduate, 
Temple  University  School  of  Medicine,  Phila- 
delphia, June  17,  1965.  Internship,  St. 
Luke’s  Hospital,  Denver,  1965-66.  Resi- 
dency, Radiation  Therapy,  Strong  Memorial 
Hospital,  University  of  Rochester,  1966-69. 


Granted  TL-470,  February  9,  1971.  RADIA- 
TION THERAPY. 

William  H.  Slaughter,  Syracuse  (Coeur 
d’Alene,  June  1971).  Graduate,  State  Univer- 
sity of  New  York,  Upstate  Medical  Center, 
Syracuse,  May  24,  1964.  Internship,  The  Uni- 
versity of  Virginia  Hospital,  Charlottesville, 
1964-65.  Residency,  orthopedic  surgery. 
State  University  of  Upstate  Medical  Center, 
Syracuse,  July  1965  to  September  1965; 
October  1967  - present.  Granted  TL-471, 
March  13,  1971.  ORTHOPEDIC  SURGERY. 
State  University  New  York  of  Upstate  Med- 
ical Center,  Syracuse,  July  1965  to  Septem- 
ber 1965;  October  1967  --  present.  Granted 
TL-471,  March  13,  1971.  ORTHOPEDIC 
SURGERY. 

Charles  P.  Kuhn,  Idaho  Falls.  Graduate, 
Ohio  State  University  College  of  Medicine, 
Columbus,  June  6,  1952.  Internship,  Jackson 
Memorial  Hospital,  Miami,  June  30,  1953. 
Residency,  psychiatry,  Jackson  Memorial  Hos- 
pital, Miami,  1953-55;  child  psychiatry,  La- 
fayette Clinic,  Detroit,  1955-57.  Granted 
TL-472,  March  18,  1971.  CHILD  PSYCHIA- 
TRY. 
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J.  Edward  Hayes,  Boise.  Graduate,  Univer- 
sity of  Kansas  School  of  Medicine,  Lawrence- 
Kansas  City,  June  5,  1961.  Internship,  Uni- 
versity of  Oregon  Medical  School  Hospitals 
and  Clinics,  Portland,  1961-62.  Residency, 
internal  medicine.  University  of  Kansas  Medi- 
cal Center,  Kansas  City,  1 964-6 5 ; general  sur- 
gery, University  of  Kansas  Medical  Center, 
1965-68;  plastic  surgery,  Indiana  University 
Medical  Center,  Indianapolis,  1968-71. 
Granted  TL-473,  February  25,  1971.  PLAS- 
TIC AND  RECONSTRUCTIVE  SURGERY, 
SURGERY  OF  THE  HAND. 

William  F.  Finzer,  Harrison.  Graduate, 

Western  Reserve  University  School  of  Med- 
icine, Cleveland,  February  26,  1943.  Intern- 
ship, St.  Luke’s  Hospital,  Cleveland  1943-44. 
Residency,  psychiatry,  Menninger  Foundation 
School  of  Psychiatry,  Topeka,  1944-45  and 
1947-48;  Philadelphia  Association  for  Psycho- 
analysis, 1948-50.  Granted  TL-474,  March 
23,  1971.  PSYCHIATRY  AND  CHILD  PSY- 
CHIATRY. 

Sidney  J.  Garber,  Caldwell.  Graduate, 

Baylor  University  College  of  Medicine,  Houston, 
June  13,  1964.  Internship,  Highland  General 
Hospital,  Oakland,  1964-65.  Residency,  gen- 
eral surgery.  Highland  General  Hospital,  1965- 


66;  orthopedic  surgery,  Presbyterian  Hospital,  , 

San  Francisco,  1966-69.  Granted  TL-475,  / 

March  23,  1971.  ORTHOPEDIC  SURGERY. 

MINUTES  AVAILABLE 

The  minutes  of  the  Interim  Session  of  the 
House  of  Delegates  of  the  Idaho  Medical  Asso- 
ciation held  in  Boise,  February  5-6,  1971, 
have  been  mailed  to  the  Presidents  of  the  1 1 
component  societies  and  to  the  Officers  and 
Councilors.  Copies  are  available  on  a loan 
basis  to  any  member,  from  the  State  Office. 

HOSPITAL  STAFF  CONFERENCE 

A Medical  Staff  Conference  sponsored  by 
the  medical  and  hospital  associations  of  Idaho, 
Washington  and  Oregon  was  held  at  Sun  Val- 
ley, May  10-14.  C.  Wesley  Eisele,  Associate 
Dean  for  Postgraduate  Medical  Education  at 
the  University  of  Colorado  School  of  Medi- 
cine, was  the  Conference  Director.  Designed 
for  physicians,  administrators  and  trustees  in 
community  hospitals,  topics  included,  “Chal- 
lenges Facing  the  Hospital  Medical  Staff,” 

“Whither  Medicare?,”  “The  Increasing  Physi- 
cian and  Hospital  Liability  Problem,”  “Medi- 
credit,”  “Ameriplan,”  and  others. 
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Dicarbosil 
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Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 
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ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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CLASSIFIED  ADVERTISEMENTS 

All  classifled  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OPPORTUNITY— to  take  over  established  internal  medi- 
cine practice  in  Salem,  Oregon.  No  office  leases  and  so  forth 
involved.  Coverage  available.  Will  sell  equipment.  Write  Box 
28-B,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981 21 . 


GP  OR  SPECIALIST  NEEDED— Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  lsland,Wa.  98040.  Phone  (206)  232-2439. 


ESTABLISHED  PHYSICIAN,  LONG  BEACH,  WA.- 

Is  losing  his  associate.  Have  fully  equipped  large  office  space 
available  in  this  seacoast  fishing  and  tourist  area.  Separate 
waiting  rooms,  share  x-ray.  Minor  surgery,  no  OB  unless  de- 
sired. Excellent  25-bed  hospital  2 miles  away.  Above  average 
income.  Rent  or  association  considered.  Have  workable  plan 
for  beginning  physician.  A delightful  place  to  live.  Call  collect 
or  write,  J.L.  Campiche,  M.D.,  12th  & Pacific,  Long  Beach, 
Wa.,  98631.  Phone,  office  (206)  642-2700,  home  642-2701. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1 ,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


OBSTETR ICI AN-G  YNECOLOG  1ST-  Board  certified  or 
eligible;  100  man  clinic  of  specialists  associated  with  250-bed 
hospital.  Ten  man  department.  Starting  salary  is  $30,000  with 
increments  and  many  fringe  benefits.  Harold  R.  Cohen,  M.D., 
Chief,  Department  of  OB-Gyn.  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GP-INTERNIST— Wanted  for  growing  Wisconsin  commun- 
ity. Outstanding  opportunity,  patient  service  area  exceeds 
10,000.  Desirable  locations  for  family  living  — good  schools 
— doorway  to  Horicon  Recreational  area.  Contact  Executive 
Secretary,  Mayville  Chamber  of  Commerce,  Box  86,  Mayville, 
Wise.  53050. 

ANACORTES  (SKAGIT  COUNTY)  - Pacific  North- 
west community  is  urgently  in  need  of  internists  or  family 
practitioners.  Excellent  hospital  facilities  serving  13,000  on 
Puget  Sound,  an  area  noted  for  its  outstanding  beauty  and 
climate.  Outdoor  recreation  unlimited.  Easy  access  to 
cultural  facilities.  Medical  colleagues  will  enthusiastically 
support  your  joining  this  community.  Contact  Mr.  Jerry 
S.  Koontz,  24th  St.  & M Ave.,  Anacortes,  Wa.,  phone 
(206)  293-  3183. 


INTERNIST  - PEDIATRICIAN  - To  associate  with 
five  other  internists  and  two  other  pediatricians  in  13  mem- 
ber multispecialty  group  in  North  Texas  university  city  of 
over  100,000.  Beginning  guarantee  of  $25,000  plus  bonus 
and  liberal  fringe  benefits  and  time  off.  Newly  decorated 
clinic  located  within  one  block  of  hospitals.  A good  place  to 
live  and  raise  a family.  Contact  D.  F.  Terry,  M.  D.,  Medical 
& Surgical  Clinic,  1518  Tenth  St.,  Wichita  Falls,  Texas 
76301 . 


CALIFORNIA:  Psychiatrists  — 2 positions  at  General 

Hospital,  Riverside,  and  Mental  Health  Clinic,  Indio.  $25,620 
year,  with  private  practice  privileges.  Require  acceptable 
certifications,  1 year  of  past  resident  experience  as  psychia- 
trist. Details  from  County  Personnel  Director,  4080  Lemon 
St.,  Riverside,  Calif.  92501. 


CALIFORNIA  — Director,  Medical  Services,  Riverside 
General  Hospital  — University  Medical  Center.  Specialty 
Board  Cert,  -i-  eligible  State  license.  5 years  in  medical  or 
surgical  specialty,  including  1 year  admin,  and  teaching  in 
accredited  teaching  hospital.  55  miles  east  of  L.A.  near 
mountain,  forest,  desert  resorts.  $30,180  year.  Contact 
County  Personnel  Director,  4080  Lemon  St.,  Riverside, 
Calif.  92501. 


SITUATIONS  WANTED 


LOCUM  TENENS  — Wanted  in  Seattle  by  well-rounded 
GP-surgeon.  Write  Box  29-B,  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Washington  98121. 


OFFICE  SPACE 


OFFICE  FOR  RENT— Attractive  Medical-Dental  Building 
located  in  East  Wenatchee,  directly  across  Columbia  River 
from  Wenatchee,  offers  excellent  opportunity  for  physicians 
in  growing  community.  Share  waiting  room  with  well-estab- 
lished GP.  Excellent  hospital  facilities  in  Wenatchee.  Ideal  for 
pediatrician, GP  or  internist.  Population  close  to  30,000.  Good 
skiing,  hunting,  fishing  and  other  outdoor  recreation.  Contact 
Paul  H.  Lyon,  M.D.,  101  N.E.  11th,  East  Wenatchee,  Wa. 
98801. 


BEND  OREGON  MEDICAL  BUILDING- For  sale  or 
lease.  Suite  of  9-rms,  1,300  sq.  ft.  Excellent  downtown  loca- 
tion. Parking.  Practice  in  Vacationland.  Write  Box  15-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981 21 . 


OFFICE  IN  BELLINGHAM  MEDICAL  CENTER  - 
for  sale  or  lease.  Ground  floor,  1,300  sq.  ft.  Air  Con- 
ditioned. Generous  starting  arrangements.  Contact  Dr. 
Pratum  at  (206)  733  - 7360  or  at  Bellingham  Medical  center, 
Bellingham,  Wa.  98225. 


MEDICAL  BUILDING  FOR  LEASE  - Portland,  Ore- 
gon. Modern,  attractive,  approx.  1,800  sq.  ft.,  well  designed 
for  2 man  practice.  For  details  write  P.O.  Box  42023, 
Portland,  Ore.,  97242,  or  call  (503)  246  - 6787,  evenings. 


EQUIPMENT 


OFFICE  EOUIPMENT  FOR  SALE- Complete  set-up 
suitable  for  GP,  gen.  surg,  internist,  orthopedist.  GE  x-ray, 
100  ma,  exam  tables,  EKG,  op.  table,  surg.  instruments,  etc. 
All  excellent  cond.,  many  new.  Sell  all  or  part,  marked  reduc- 
tion. Contact  Wendell  Petty,  M.D.,  1938  Clemens  Road, 
Oakland,  Calif.  94602. 


MEDICAL  EOUIPMENT  & FURNITURE  -forsale. 
Cameron  electric  cautery;  2 Baumanometers  (1  wall  unit) 
Castle  autoclave  #777;  2 upright  scales;  assorted  surgical 
& obstetrical  instruments.  Ob  room  furniture,  table, 
cabinets,  walnut  desk,  3 chairs,  steel  desk  with  chair, 
Alpine  sun  lamp  and  reception  room  furniture.  May  be  seen 
or  write  to  Mrs.  J.  T.  Abraham,  704  Yakima  St.,  Wenatchee, 
Wa,  98801 , phone  (509)  NO  2 - 7363. 


SAN  JUAN  VACATION 


NORTHWEST  SAILING  VACATION-Six  days  aboard 
60'  Garden  Ocean  Sailing  Ketch  through  the  172  Evergreen 
San  Juan  Islands  with  skipper.  Learn  to  sail,  gather  clams  and 
oysters,  rest  and  relax.  Diesel  motor,  radiotelephone,  refriger- 
ation and  hot  shower.  Come  alone  or  with  party.  Not  over 
six  guests  - a party  of  four  may  have  exclusive.  Write  for  pic- 
ture brochure.  Chris  Wilkins,  Christmas  Island,  Orcas,  Wa. 
98280. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco, 

AMA  Clinical — Nov.  28-Dec.  1,  1971, 
New  Orleans. 


Oregon  Medical  Association — Annual 
Meeting,  September  22-26,  1971,  Hilton 
Hotel,  Portland. 


Washington  State  Medical  Association — 
Annual  Meeting.  Sept.  19-22,  1971, 
Seattle. 


Idaho  Medical  Association — Annual 
Meeting.  June  30— July  4.  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Mallhevv  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres..  Kenneth  R.  Wilske,  Seattle 
Sec.,  Arthur  C.  Jones.  Portland 

West  Coast  Allergy  Society — 

Pres.,  Walter  R.  MacLaren.  Pasadena 
Sec.,  Alvin  D.  Wert.  Portland 


OREGON 

Oregon  Academy  Ophthalmology  & 
Otolary  ngology  — Cosmopolitan  Port- 
land VIotor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan. -Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan.. 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association— (Feb.. 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 

Northwest  Physical  Medicine  and  Re- 
habilitation 

Pres.,  Justus  F.  Lehmann 

Sec.,  Donald  R.  Silverman,  Seattle 


Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club.  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  W'arnock.  Portland 


Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  E.  M.  deCastro,  Portland 
Sec.,  Harry  A.  Lee,  Portland 


Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  of  Anesthesiologist.  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept..  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
■Meetings,  Congress  Hotel,  Portland. 
Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman.  Portland 


Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — .May, 
except  Nov.  3riL  Friday. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 


Portland  Academy  of  Pediatrics — 1st 
.Mon.,  Medical  Society  Building. 
Portland. 

Pres.,  Donald  Kelly,  Portland 
Sec.,  Edward  Hendricks,  Beaverton, 

Ore. 


Portland  Academy  of  Psychiatry — 4th 
Tues.  (Jan.-.May,  Sept.-Nov.). 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 


WASHINGTON 


King  County  Academy  General  Practice  - 
4th  Mon.  (except  June,  July,  Aug.. 
Dec.)  6:30  P.M.,  College  Club 
Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 


Puget  Sound  Academy  of  Ophthalmology 
- 3rd  Tues.  (Oct.  - Apr.) 

Pres.,  Robert  F.  Kaiser,  Bellingham 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 


Puget  Sound  .Allergy  Society — 1st  .Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June.  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin.  Seattle 
Sec.,  David  Figge,  Seattle 


Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.,  Ralph  R.  Luce,  Seattle 
Sec.,  H.  Lee  Kilburn,  Kirkland 


Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May ). 

Pres.,  Dean  Parker,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 

Pres.,  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  internal  Medicine — 
4th  Tues. 

Pres.,  James  Billingsley,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  Stale  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March.  May,  Seattle. 

Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 

Pres.,  Edward  C.  Smith,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 


Washington  State  Society  of  Anesthe- 
siologists - Quarterly  Meetings,  Lo- 
cation V'aries,  Mar.,  June,  Sept.,  & 
Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  - Last  Thurs. 
(Sept.  - May).  Annual  Meeting,  May  21, 
1971. 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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Mylanta  352 


For  Insomnia 


(methyprylon) 

one  capsule 
for  the  rest 
k of  the  night 


Before  prescribing,  please  consult  complete  product 

k information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
i erating  machinery  or  driving  a motor  vehicle 
I shortly  after  ingesting  the  drug. 

■ Physical  and  Psychological  Dependence.-  Physical 

■ and  psychological  dependence  rarely  re- 

■ ported.  If  withdrawal  symptoms  do  occur 

I they  may  resemble  those  associated  with 

I withdrawal  of  barbiturates  and  should  be 

f treated  in  the  same  fashion.  Use  caution  in 

' administering  to  individuals  known  to  be 

addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
^ bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-reiated,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

■ ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
■ been  rare  occurrences  of  morning  drowsiness,  dizziness, 
f mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ V ROCHE  UBORATORIES 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

-r  Nutley,  New  Jersey  07110 


383 

Northwest  Medicine,  May , 1971 


An  excerpt 
from  No.  i 
ofa  new  series 
from  Searle' 


‘The  Ecology 
of  Birth  Control” 


75  million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  "only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

lach  tablet  contains  1 mg.  ethynodiol  diacetate/50  meg.  ethinyl  estradiol 

)emulen...for  low  estrogen  and  Searle’s  progestin. ..with 
ts  unsurpassed  contraceptive  effectiveness  and  low  in- 
ddence  of  side  effects... with  simple  “Sunday-starting” 
tnd  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
ladotropins  from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
|he  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

1 Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
lince  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
ectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
if  the  combination  products.  Both  types  provide  almost  completely  effective 
:ontraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
1 lormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
' Ireat  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
I ilood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
j lot  been  quantitated  with  precision. 

I Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
irimate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
if  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
he  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
efuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
raceptives  must  be  continued. 

Indication  — Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
lers,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
laired  liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
iuspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
ileeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
hrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
imbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
he  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
Jnd  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
iificant  association  between  thrombophlebitis,  pulmonary  embolism,  and 
terebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
lave  been  three  principal  studies  in  Britain  >'1  leading  to  this  conclusion,  and 
Dne“  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
he  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
iiates"  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
:ause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
aersist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
ay  long-continued  administration.  The  American  study  was  not  designed  to 
svaluate  a difference  between  products.  However,  the  study  suggested  that 
:here  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  it  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
'ecommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 

the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

I A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
dentified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X, 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  J3.-267-279  (May)  1967. 
2.  Inman.  W.  H.  W.,  and  Vessey,  M.  R:  Investigation  of  Deaths  from  Pulmonary. 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey.  M,  P,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease,  A Further  Report,  Brit,  Med.  J.  2.651-657  (June  14)  1969.  4. 
Sartwell,  P E,;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R,,  and  Smith,  H.  E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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SEARLE 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllVlin®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stifiF-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinenee,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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AAtA  s Tr>AT^r> 


(fluorouracil) 

cream/solution 


In  the  treatment  of  ' 

solar/actinic  keratoses 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  compl.  y. 
Residual  mild  erythema  remains  in  s(  f 
areas.  This  patient  also  had  seborrhe 
keratoses  which,  as  expected,  have  n 
reacted.  There  is  no  evidence  of  resid 
lesions  oi  recurrences. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  N J 07110 


aH  alternative 
ID  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
tDical  alternative  to  cryosurgery,  electrodesiccation 
£d  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
liratoses.  It  is  effective,  comparatively  inexpensive  and 
(Oecially  well  suited  for  treatment  of  these  multiple 
1 ions.  Important,  too,  is  the  highly  desirable  cosmetic 
liult.  Clinical  experience  demonstrates  that  treatment 
^th  Efudex  results  in  an  extremely  low  incidence  of 
iirring.  * 

■iighly  effective 

iln  clinical  trials,  depending  on  the  dosage  form 
d strength  used,  complete  involution  occurred  in 
to  88  per  cent  of  lesions  following  treatment.  The 
te  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
nt  up  to  a year  after  completion  of  therapy.  When 
w lesions  appeared,  repeated  courses  of  Efudex 
erapy  proved  effective.* 

tedictable 
lerapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
Efudex  therapy.  The  response  is  usually  characteris- 
: and  predictable.  After  three  or  four  days  of  treat- 
ent,  erythema  begins  to  appear  in  the  area  of  keratoses, 
ais  is  followed  by  an  intense  inflammatory  response, 
aling  and  occasionally  moderate  tenderness  or  pain, 
le  height  of  the  inflammatory  reaction  generally  occurs 
/o  weeks  after  the  start  of  therapy,  and  then  begins 
subside  as  treatment  is  stopped.  Within  two  weeks  of 
scontinuing  medication,  the  inflammation  is  usually 
me.  A mild  erythema  may  remain  for  two  or  three 
onths  before  gradually  receding.  Since  this  response 
so  predictable,  lesions  which  do  not  respond 
lould  be  biopsied. 

wo  strengths— two 
losage  forms 

I Efudex  is  available  as  a 2%  or  5%  solution  or 
1.  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
ith  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
Drtant  considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported— insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-mI  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/  weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propylh 
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Especially  for  your  patients  on 
fixed  incomes  there  is  ample 
reason  to  recommend  Regutol.  It 
costs  about  half  what  the  other 
stool  softeners  with  dioctyl  sodium 
sulfosuccinate  cost.  Yet  it  offers 
the  same  quality  and  advantages 
as  the  more  expensive  brands. 

Regutol  is  gentle.  It  works 
without  laxative-type  irrita- 
tion. It  enables  the  natural 
moisture  in  the  colon  to 
soften  or  prevent  hard 
stools.  There’s  no  cramping 
or  urgency.  Just  a comfort- 
able return  to  easier,  normal 
evacuation. 

Regutol.  For  older 
patients  or  any  patient  with 
constipation.  It’s  the  gentle 
approach  to  therapy... phys- 
iologically and  economically. 

Regutor 

Dioctyl  Sodium 
Sulfosuccinate,  100  mg. 
Calcium  Pantothenate, 

50  mg. 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


MEDEX  Questioned 


Tacotna,  Washhigton 
Editor,  NORTHWEST  MEDICINE: 

I address  these  remarks  in  reply  to  the  WSMA  Bul- 
letin titled  “Second  Medex  Progress  Report”  bearing 
the  date  4-30-71. 

I believe  the  WSMA’s  enthusiastic  endorsement  of 
the  MEDEX  Program  will  turn  to  disillusionment  in  a 
few  years.  A separate  class  of  medical  practitioners  is 
being  created.  A graduate  of  the  MEDEX  Program 
cannot  be  regarded  merely  as  an  extension  of  an 
M.D.’s  eyes  and  ears.  These  men  constitute  a separate 
and  distinct  class  of  medical  personnel.  As  their  num- 
erical strength  increases  a plea  will  arise  for  granting 
them  more  recognition,  for  licensure,  and  for  eventual 
certification. 

The  day  will  soon  come  when  these  men  will  want 
to  break  away  from  the  assistant  physician  category. 
They  will  want  to  be  known  as  bona-fide,  albeit  some- 
what limited,  independent  practitioners.  If  indepen- 
dent status  is  eventually  granted,  and  I believe  it  will 
be,  the  public  will  have  the  choice  of  going  to  a doctor 
of  medicine,  a chiropractor,  or  to  the  new  practition- 
er, a medex.  He  may  be  a family  practitioner  medex, 
an  orthopedic  medex  or  a pediatric  medex.  It  is  a 
truism  to  say  that  many  of  the  patients  we  see  could 
be  treated  by  a medex.  Indeed,  treating  the  minor 
conditions  is  the  very  reason  for  being  of  the  medex. 

In  our  present  inflationary  economy  and  with  the 
high  cost  of  medical  services,  it  is  not  too  difficult  to 
believe  that  a substantial  number  of  patients  (read 
also  taxpayers  and  voters)  may  turn  gratefully  to  the 
medex  practitioners  as  less  costly  sources  for  securing 
medical  care. 

Eventually  the  medex  may  become  the  primary 
practitioner  on  whom  we  physicians  rely  for  referral 
of  the  difficult  cases.  Do  our  medical  advisors  and  leg- 
islators really  believe  that  this  new  breed  of  quasi- 
practitioners is  the  answer  to  the  physician  shortage? 

I prefer  to  think  not.  I believe  I am  not  altogether 
alone  in  my  less  than  unqualified  affirmative  response 
to  the  WSMA  Bulletin.  I hope  all  of  us  will  think  long 


and  carefully  about  the  program  and  express  ourselves 
in  the  pages  of  our  publications. 

Sincerely, 

GEORGE  S.  KITTREDGE,  M.D. 

Dr.  Smith  Answers 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Dr.  Kittredge  is  absolutely  right  in  assuming  that 
medex  are  a new  breed  of  health  professionals.  How- 
ever, the  move  by  physicians  to  improve  our  ability  to 
provide  medical  care  should  be  physician-stimulated 
rather  than  a feeble  reaction  to  a move  by  economists 
or  political  and  social  scientists  to  improve  health  ser- 
vices. If  we  physicians  do  not  provide  the  leadership 
for  change  in  medicine  to  design,  organize,  implemeni, 
operate,  and  control  such  a program,  then  someone 
else  will  — and  we  will  have  very  little  to  say  about  it. 
Recent  history  is  a good  teacher. 

Contrary  to  what  some  may  think,  the  carefully 
selected  corpsmen  who  become  medex  state  quite 
candidly  that  any  thoughts  they  might  have  had  about 
independent  practice  are  forgotten  within  a few 
months  into  their  twelve  month  preceptorship,  as  the 
immensity  of  the  responsibility  for  civilian  medical 
care  (which  the  physician  shoulders)  becomes  more 
apparent  to  them.  Medex  are  not  separated  from  phy- 
sicians for  whom  they  work.  They  are  to  be  certified 
(not  licensed)  to  work  only  under  the  supervision  of  a 
licensed  physician  To  promote  this  extension  of  the 
physician’s  capacity  to  serve  his  patients,  the  Washing- 
ton State  Medical  Association  passed  a resolution  at 
its  annual  meeting  last  year  to  study  ways  to  admit 
medex  to  the  organization.  This  action  will  further 
promote  the  closeness  of  the  relationship  between 
physicians  and  medex. 

The  physician-preceptors  who  set  policy  for  MED- 
EX decided  that,  since  the  physician  still  retains  re- 

continued  on  page  435 


394 

Northwest  Medicine,  June,  1971 


Racet  Cream  is 
hdochhrhydrexyqum 

3.0% 

and  hydrocortisone 

0.5% 

n a base  of  stea  ric  acid,  cetyl  a Icohol.  petro  latum.polyoxy  1 40  stea  rate,  sorbitol.propyleneglycol.methylparaben,  propyl  para  ben,  heather  aroma  and  purified  water. 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  ( It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  ( It  reduces  discomfort  due 
to  itching,  irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  it’s  economical,  too. 


Brief  Summary: 

Contraindications:  Not  for  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions:  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prolonged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream:  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 
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OBITUARIES 


DR.  QI^K'^TI.n  \v.  mack.  59,  Boise,  a Past  President 
of  the  Idaho  Medical  Association  and  a member  of 
the  American  Medical  Association's  Committee  on 
Medical  Rating  of  Physical  Impairment,  died  Oc-' 
tober  ZT.  >97o. 

He  teas  born  in  Boise  on  September  i.  igi  i.  and 
received  his  pre-medical  education  at  the  I niver- 
sity  of  Idaho.  Moscow,  graduating  in  fane,  .'93'- 
lie  then  entered  .\orthwestern  L niversity  Medical 
School  and  obtained  his  medical  degree  in  193b. 
He  spent  the  next  year  in  internshi p training  at 
the  Passavant  Memorial  Hospital  Chicago,  follow- 
ed by  a years'  training  in  urological  surgery  in 
Chicago. 

He  joined  Drs.  Fred  A.  Pittenger  and  Manley  B. 
Shaw.  Boise,  in  the  practice  of  medicine  and  sur- 
gery in  1937- 

In  1941.  Dr.  Mack  was  called  to  active  military 
service  with  the  L .5.  \avy  and  saw  service  in  the 
\orth  Atlantic.  Carribean,  South  Pacific,  and  South 
China  Seas.  He  held  six  battle  stars  and  two  Presi- 
dential I nit  Citation  for  54  months  of  service,  37 
of  ichich  were  at  sea. 

During  his  -\avy  days.  Dr.  Mack  served  aboard 
an  attack  transport,  in  the  Iceland  Area,  a seaplane 
tender  in  the  Carribean.  and  an  aircraft  carrier  in 
the  South  Pacific. 

He  graduated  from  the  .\aval  School  of  Aviation 
Medicine,  held  a pilot's  rating  and  served  as  Fleet 
ICing  Medical  Officer  at  Sun  f)iego  for  ten  months. 

Dr  Mack  served  as  Chairman  of  the  Industrial 
Medical  Committee  of  the  Idaho  Medical  Associa- 
tion for  fifteen  years. 

Because  of  his  interest  in  the  field  of  industrial 
medicine,  workmen's  compensation  and  related 
fields.  Dr.  Mack  received  national  recognition  sev- 
eral years  ago  in  his  appointment  as  a member  of 
the  American  Medical  .Association  s Committee  on 
Medical  Rating  of  Physical  Impairment,  and  in  this 
position,  was  co-author  of  a series  of  A.M..4.  pub- 
lications relating  to  the  evaluation  of  permanent 
impairment  in  workmen's  compensation  activities. 
He  had  been  a member  of  this  committee  for  seven 
years.  Two  weeks  before  his  death  he  received  a 
citation  from  the  .4.M.A.  Board  of  Trustees  for  his 
outstanding  .service  as  a member  of  this  important 
committee. 

He  served  as  Secretary-Treasurer  of  the  Idaho 
Medical  .Association  from  19 54  until  19 57-  In  19 5^ 
he  was  selected  President-Fleet  of  the  association 
and  served  as  President  in  1959-60. 

DR.  ROBERT  H.  WRIGHT.  Hailey.  88.  died  Aovember 
19.  /970.  He  was  born.  December  29.  1881  at  .\orth 
Powder.  Oregon.  He  received  his  M.D.  degree  from 
the  \ational  University  of  .Arts  and  Sciences  Med- 
ical Dejit..  St.  Louis.  Missouri,  in  June  190b. 

On  October  3.  1906.  Dr.  W right  received  License 
•Vo.  M-386  to  practice  medicine  and  surgery  in 
Idaho.  He  commenced  his  practice  in  Hailey  in 
190J.  and  maintained  it  until  his  retirement  in 
March  igby. 


He  served  as  the  Blaine  County  health  officer 
for  30  years,  as  coroner  for  35  years,  and  had 
.served  on  the  Hailey  School  Board. 

DR.  ERNEST  D.  HUNSAKER.  79.  Nampa.  Idaho,  died 
December  12,  1970.  He  was  born  November  20, 
i8gi.  in  Spokane.  He  received  his  early  education 
at  WOiite  Salmon,  Washington,  and  in  Illinois.  He 
graduated  from  Loyola  L niversity.  Stritch  School 
of  Medicine.  Chicago,  in  192-0.  and  received  his 
M.D.  degree  in  19- ' following  internship  at  St. 
.Anthony  Hospital  in  Denver. 

He  practiced  at  Meeker.  Colorado;  Chandler. 
Colorado;  and  Camp  Crook,  South  Dakota.  After 
1930  he  did  post  graduate  work  in  otolaryngology 
and  ophthalmology  at  Rush  Medical  College,  Chi- 
cago. He  received  license  M-i8^6  to  practice  medi- 
cine and  surgery  in  Idaho,  on  October  5,  1932. 

He  opened  his  practice  in  Nampa,  and  taught  in 
the  Mercy  Hospital  .school  of  nursing.  He  was  staff 
physician  for  the  Union  Pacific  Railroad  for  2 1 
years  and  .served  in  the  L .S.  .Army  during  World 
War  II. 

DR.  ALMON  .1.  WHITE.  70.  died  December  30.  1970. 
in  Lewiston,  Idaho. 

He  lias  born  at  Hebron.  Minnesota,  April  4.  1900. 
and  as  a child  moved  to  Plummer  with  his  parents. 
He  was  graduated  from  Plummer  High  School,  and 
from  the  L niversity  of  Idaho  in  192b.  He  received 
his  M.D.  degree  from  the  University  of  Oregon 
Medical  School  in  i93-  and  interned  at  St.  Vin- 
cent’s Hospital.  Portland,  where  he  served  as  resi- 
dent physician  '932-33. 

He  practiced  at  Aloha  and  Multnomah.  Oregon, 
before  receiving  License  No.  .I/-/ 504  on  October 
7.  193b.  to  practice  medicine  and  surgery  in  Idaho. 
He  practiced  in  Genesee  until  1942,  when  he  moved 
to  Leivisfon.  where  he  remained  after  retiring  in 
1967. 

Dr.  White  was  a member  of  the  North  Idaho  Dis- 
trict Medical  Soeicty.  the  Idaho  Medical  Association 
and  the  .American  Medical  Association.  He  served 
as  I ice  President  of  the  North  Idaho  District  Med- 
ical Society  in  '9  53.  alternate  delegate  to  the  Idaho 
Medical  Association  in  i9S3  and  '954.  and  delegate 
in  '957  and  '964. 

He  was  a member  of  the  Masonic  Lodge  and  the 
Shrine, 

DR.  FLOYD  F.  FELLOWS.  Wilsonville,  Oregon,  died 
February  10.  1970,  of  generalized  vascular  disease, 
cerebrovascular  insufficiency  and  respiratory  ar- 
rest. He  was  88.  He  graduated  from  the  University 
of  Michigan  Homeopathic  Medical  School.  Ann 
.Arbor,  in  1913  and  was  licensed  in  Oregon  in  '9'5- 

dr.  HARRY  c.  BROWNE,  Portland,  Oregon,  died  .March 
2.  1970,  age  59.  Death  was  due  to  massive  upper 
gastro-intestinal  hemorrhage  of  undetermined  ori- 
gin. He  graduated  from  the  U niversity  of  Oregon 

continued  on  page  401 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


The  automatic: 


transition* 


I Your  patients  start  thyroid  therapy 
I smoothly,  easily.  They  feel  better  all 
, along  the  way  with  no  metabolic 

j “bumps.” 

i 

The  gradual  physiologic  action  of  T4 
SYNTHROID  provides  virtually 
' an  “automatic”  transition  through 
! the  range  of  complete  thyroid  re- 
I placement  therapy.' 

I 

■ Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

\ The  road  to  normalized  thyroid  sta- 
I tus  is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 

!.  The  deiodination  ofT^to  Tsat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 

Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  Tg — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID.IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0. 1 mg.  daily,  and  may  be  increased  by  0. 1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  PBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 
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As  your  hypothyroid 
patients  travel 
along  the  smooth 
road,  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book, soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE— 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


4 SYNTHROID®  I 
INJECTION  FOR 
THYROID  i 

EMERGENCIES: 
Whenever  (as  in 
myxedema  coma)  ! 

rapid  replacement  of  j 
thyroid  hormone  is 
needed  to  sustain  life,  I 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


FREE 

MEDICATION  DISPENSERS 


TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white) ; 0. 1 mg.  (yellow) ; 
0.15  mg.  (violet);  0.2  mg.  (pink). 


FLINT  LABORATORIES 


DIVISION  OF  TRAVENOL  LABORATORIES. 

Morton  Grove,  Illinois  60053 
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Medical  School  in  1935  and  ivas  in  active  private 
practice  at  the  time  of  his  death. 

Dii.  HAKRY  w.  PKRRIN  Estacadu,  Oregon,  died  March 
>970.  of  generalized  arteriosclerosis  and  arterio- 
sclerotic heart  disease.  He  was  74  and  had  retired 
from  practice.  He  received  his  medical  degree  from 
Loma  Linda  School  of  Medicine  in  1933. 

DR.  RALPH  L.  TOWNE,  Portland,  Oregon,  died  March 
15,  1970.  He  practiced  in  Kalisptil,  Montana  and 
had  moved  to  Portland  in  1967.  He  graduated  from 
University  of  Kansas  School  of  Medicine  in  1923. 
Death,  at  age  75.  was  due  to  cerebrovascular  acci- 
dent. 

DR.  HERRERT  L.  MOON.  White  Salmon,  Washington, 
died  April  10,  1970.  He  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in  1917. 
He  was  one  of  the  first  pediatric  residents  in  the 
original  Childrens  Orthopedic  Hospital  in  Se- 
attle and  was  a charter  member  of  the  North  Pacific 
Pediatric  Society  and  the  American  Academy  of 
Pediatrics.  He  practiced  in  Seattle  until  1944,  when 
he  planned  to  retire  but  continued  to  practice  after 
moving  to  White  Salmon.  Death  ivas  due  to  cere- 
brovascular accident.  He  was  85. 

DR.  RAY  H.  BALLARD,  Seattle,  Washington,  died  Oc- 
tober 4,  1970.  He  was  73.  He  was  born  in  Wood- 
ivard,  Oklahoma  and  received  his  medical  educa- 
tion from  the  University  of  Oklahoma  School  of 
Medicine,  Oklahoma,  graduating  in  '939-  He  had 
practiced  in  Seattle  from  1940  until  retiring  in 
1968.  Death  was  due  to  cerebral  hemorrhage. 

DR.  JAMES  L.  GlLLELAND,  Seattle,  Washington,  died 
of  cerebral  hemorrhage,  hypertensive  heart  disease, 
and  rheumatic  heart  disease,  October  7,  t97o.  He 
was  63.  He  was  born  in  Pilot  Rock.  Oregon  and 
received  his  medical  degree  from  the  University  of 
Oregon  Medical  School  in  1933.  He  had  practiced 
in  Pullman,  Washington  but  retired  in  1955. 

DR.  ROBERT  E.  MULLARKY,  Seattle,  Washington, 
died  October  J2,  1970  at  age  74.  He  retired  from 
practice  in  1968  but  continued  research  in  anatomy 
after  retirement.  He  was  born  in  Lewiston,  Idaho. 
He  graduated  from  University  of  California  School 
of  Medicine,  San  Francisco,  in  1925  and  took  post- 
graduate training  in  Seattle.  His  interest  in  medi- 
cine was  kindled  by  service  as  an  army  medic  in 
WW  /.  He  made  numerous  contributions  to  medi- 
cal literature  and  a number  of  constructive  sugges- 
tions for  community  improvement.  One  of  these 
was  the  King  County  Central  Blood  Bank  for  which 
he  saw  the  need  before  such  institutions  were  de- 
veloped widely.  He  was  its  chief  founder.  Another 
was  a proposal  for  a pathology  foundation  that 
was  not  developed.  Death  was  due  to  myocardial 


infarction,  coronary  insuf ficiency  and  ventricular 
fibrillation. 

DR.  JOHAN  D.  WENBERC;,  Issaifuali,  Washington,  died 
October  25.  /970  of  acute  myocardial  infarction. 
He  was  33.  He  was  in  medical  administration  in 
the  Army  during  WW  II  and  entered  the  first  class 
in  the  University  of  Washington  School  of  Medicine, 
opened  in  1946.  He  graduated  in  1950.  He  had 
practiced  in  Issaquah  but  for  the  past  five  years 
was  on  the  staff  of  Group  Health  in  Seattle. 

DR.  HENRY  A.  CARSKADDEN,  Oak  Harbor,  Washing- 
ton, died  October  /i,  1970,  of  pneumonitis  and 
pulmonary  congestion.  He  was  Si.  He  was  born  in 
Williamsport,  Pennsylvania  and  received  his  med- 
ical education  from  University  of  Pennsylvania 
School  of  Medicine,  graduating  in  19 '3-  He  served 
in  France  in  the  Army  Medical  Corps  during  WW  I. 
For  many  years  he  was  the  only  physician  on  Whid- 
bey  Island.  He  retired  from  practice  in  ^957  but 
continued  as  County  Health  Officer  until  1964. 

DR.  VICTOR  PIRO.  Manson.  Washington,  died  Sep- 
tember 25,  1970.  He  was  77.  Death  was  due  to 
atherosclerotic  heart  disease.  He  was  a graduate  of 
University  of  Illinois  College  of  Medicine.  Chicago. 
He  retired  from  practice  in  1967. 

DR.  BYRON  F.  FRANCIS,  Seattle,  Washington,  died 
September  20,  1970,  of  pneumonia.  He  had  retired 
from  practice  in  1966  because  of  ill  health.  He  was 
born  in  Port  Gamble  and  was  a graduate  of  the 
University  of  Washington.  His  medical  degree  was 
granted  by  Washington  University  School  of  Medi- 
cine, St.  Louis,  in  1926.  He  was  director  of  Riv- 
erton Hospital  for  several  years  and  from  i960  to 
196$  was  Medical  Director  of  Firland  Sanatorium . 

DR.  RALPH  H.  LOE,  Seattle,  Washington,  died  sud- 
denly at  his  home  on  Mercer  Island.  October  6. 
J970.  Death  was  due  to  coronary  insufficiency. 
He  was  68.  Dr.  Loe  was  a native  of  Seattle  and. 
after  attending  the  University  of  Washington,  re- 
ceived his  medical  education  from  the  University  of 
Pennsylvania  School  of  Medicine,  Philadelphia.  He 
was  active  in  Seattle  Surgical  Society,  Pacific  Coast 
Surgical  Association,  North  Pacific  Surgical  Asso- 
ciation and  King  County  Medical  Society.  He  held 
rank  of  Commander  in  the  U.  S.  Naval  Reserve 
during  WW  II.  and  saiv  much  activity  aboard  hos- 
pital ships  and  at  Naval  hospitals. 

DR.  MICHAEL  M.  MAHONEY.  Auburn.  Washington, 
died  December  24,  1970,  age  45-  Death  was  attrib- 
uted to  myocardioputhy  of  six  months  duration. 
He  was  born  in  Minneapolis,  received  his  premed- 
ical education  at  Seattle  U niversity  of  Medicine 
1955.  He  was  interested  in  civil  aviation  and  had 
used  his  own  plane  for  evacuation  of  accident  vic- 
tims from  the  Cascade  area.  He  was  a member  of 
a number  of  aviation  organizations,  including  the 
Aerospace  Medical  Association. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vi  02.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


‘NEOSPORIir 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


I 


* 
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^UHC  30t^- ^ctl^  SxeC.  f^7t ~SuK 


It  is  my  pleasure  to  extend  a most  cordial 
invitation  to  physicians  of  the  Northwest  to 
attend  the  79th  annual  meeting  of  the  Idaho 
Medical  Association  at  Sun  Valley  June  30- 
July  3,  1971. 

Excellent  scientific  and  social  offerings,  to- 
gether with  the  friendly  informality  which  is  a 
hallmark  of  this  meeting,  combine  to  assure  a 
memorable  session  and  a pleasant  addition  to 
the  Independence  Day  holidays. 

Four  prominent  guest  speakers  will  partici- 
pate in  Round  Table  Discussions  following  the 
scientific  presentations  each  day. 

Finally,  the  incomparable  recreational  fea- 
tures of  Sun  Valley  have  not  been  forgotten, 
and  time  is  provided  to  enjoy  them. 

We  hope  that  you  will  be  with  us  at  Sun 
Valley. 


WILLIAM  R.  TREGONING,  M.D. 

Boise 

Presiden  t 

Idaho  Medical  Association 
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OFFICERS  AND  COUNCILORS  - IDAHO  MEDICAL  ASSOCIATION 


W.  R.  TREGONING,  M.D. 

Boise 

President 


G.  W.  WARNER,  M.D. 
Twin  Falls 
Presiden  t- Elect 


JOHN  M.  AYERS,  M.D. 

Moscow 

Past-President 


J.GORDON  DAINES,  M.D. 
Boise 

Secretary-  Treasurer 


E.  R.  W.  FOX,  M.D. 
Coeur  d'Alene 
Councilor,  District  One 


J.  B.  MARCUSEN,  M.D. 
Nampa 

Councilor,  District  Two 


ROYAL  G.  NEHER,  M.D. 
Shoshone 

Councilor,  District  Three 


J.  E.  COMSTOCK,  M.D. 
Pocatello 

Councilor,  District  Three 


D.  K.  WORDEN,  M.D. 
Lewiston 

Delegate  to  American 
Medical  Association 


A.  CURTIS  JONES 
Boise 

Alternate  Delegate  to 
American  Medical 
Association 


JAMES  R.  KIRCHER,  M.D 

Burley 

Speaker 

House  of  Delegates 
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GUEST  SPEAKERS 


LEONARD  ROSOFF,  M.D. 
Los  Angeles 

Professor  and  Chairman 
Department  of  Surgery 
University  of  Southern 
California  School  of 
Medicine 


W.  M.  M.  KIRBY,  M.D. 

Seattle 

Professor 

Department  of  Internal 
Medicine 

University  of  Washington 
School  of  Medicine 


E. A. MORTIMER,  JR., M.D. 
Albuquerque 
Professor  and  Chairman 
Department  of  Pediatrics 
University  of  New  Mexico 
School  of  Medicine 


R.  PETER  BECK,  M.D. 
Edmonton 

Professor  and  Chairman 
Department  of  Obstetrics 
and  Gynaecology 
The  University  of  Alberta 
Faculty  of  Medicine 


79th  Annual  Meeting  Idaho  Medical  Association 

Sun  Valley,  June  JOth'July  3rd,  1971 


All  the  features  which  have  made  this  meet- 
ing a favorite  are  again  on  the  schedule  — with 
special  attractions. 

First,  an  excellent  scientific  program  will 
feature  prominent  speakers  in  the  fields  of  ob- 
stetrics and  gynecology,  surgery,  medicine  and 
pediatrics. 

Each  morning's  lectures  will  be  followed  by 
round  table  sessions  with  the  guest  speakers. 


Ample  time  will  remain  for  enjoyment  of 
Sun  Valley's  incomparable  recreational  offer- 
ings, and  such  favorites  as  the  Welcome  to  Sun 
Valley  Party  and  Buffet,  the  Annual  Banquet, 
and  the  Trail  Creek  Barbecue  have  not  been 
forgotten. 

For  details,  return  the  convenient  form  on 
the  following  page  to  the  Idaho  Medical  Associ- 
ation, 407  West  Bannock,  Boise,  Idaho  83702. 


HOYT  D.  GARDNER,  M.D. 

Louisville 

Chairman,  Board  of  Directors 
American  Medical  Political  Action 
Committee 


Increasing  governmental  concern  with  health  is 
making  government  a medical  concern  of  growing 
importance. 

An  address  by  Dr.  Gardner  will  highlight  a special 
Political  Action  Breakfast  devoted  to  this  subject 
on  July  1 in  the  Lodge  Dining  Room. 

Here  is  an  unusual  opportunity  for  physicians 
and  their  wives  to  learn  more  about  IMPAC,  the 
Idaho  Medical  Political  Action  Committee,  and 
AMPAC,  the  American  Medical  Political  Action 
Committee  — how  they  work,  why  they  work,  and 
how  they  represent  the  physician. 
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WOMAN'S  AUXILIARY  - IDAHO  MEDICAL  ASSOCIATION 


MRS.  BEN  E.  KATZ 
Twin  Falls 
President 

Woman's  Auxiliary  to  the 
Idaho  Medical  Association 


MRS.  G.  P.  LEE 

Portland 

President-Elect 

Woman's  Auxiliary  to  the 

American  Medical  Association 


MRS.  H.  DON  MOSELEY 
Coeur  d'Alene 
President-Elect 
Woman's  Auxiliary  to  the 
Idaho  Medical  Association 


AUXILIARY  OFFICERS,  COMMITTEE  CHAIRMEN 


Mrs.  Ben  E.  Katz,  Presideut,  Twin  Falls 
Mrs.  H.  Don  Moseley , President-Elect,  Coeur  d’Alene 
Mrs.  Frank  L.  Harms.  First  Vice-President,  American  Falls 
Mrs.  Roy  O.  Shaub,  Second  Vice-President,  Twin  Falls 
Mrs.  O.  V.  Baumann,  Third  Vice-President,  Lewiston 
Mrs.  Quentin  L.  Quickstad,  Fourth  Vice-President,  Boise 
Mrs.  Luther  C.  Thompson,  Secretary,  Twin  Falls 
Mrs.  Quentin  L.  Quickstad,  Treasurer,  Boise 
Mrs.  Carl  B.  Smithson,  Past-Presidettt,  Boise 
Mrs.  Wilbur  H.  Lyon,  AMA-ERF,  Coeur  d’Alene 
Mrs.  Willard  M.  Letetson,  By-Laws,  Twin  Falls 
Mrs.  Roy  O.  Shaub,  Children  and  Youth,  Twin  Falls 
Mrs.  Walter  G.  Hoge,  Community  Health,  Blackfoot 
Mrs.  James  R.  Kircher,  Health  Careers,  Burley 
Mrs.  Willard  M.  Peterson,  Representative  to 
Health  Careers  Council,  Twin  Falls 


Mrs.  David  C.  Miller,  Historian,  Pocatello 

Mrs.  Ralph  R.  Jones,  History  of  Medicine,  Boise 

Mrs.  David  M.  Barton,  Home  Centered  Health  Care,  Boise 

Mrs.  M.  M.  Graves,  International  Health,  Pocatello 

Mrs.  A1  H.  Kuykendall,  Legislation,  Boise 

Mrs.  William  R.  Tregoning,  Liaison-IMA,  Boise 

Mrs.  O.  V.  Baumann,  A/embers/jip,  Lewiston 

Mrs.  Quentin  L.  Quickstad,  A/embers/jip,  Boise 

Mrs.  Richard  C.  Troyer,  Mental  Health,  Nampa 

Mrs.  Carl  B.  Smithson,  Nowindtin^,  Boise 

Mrs.  Glen  M.  Whitesel,  Par/iumenfarian,  Coeur  d’Alene 

Mrs.  H.  Don  Moseley , Program,  Coeur  d’Alene 

Mrs.  A.  G.  Dailey,  Safety  & Disaster,  Rupert 

Mrs.  Frank  L.  Harms,  £ditor,  “LM.A.  Wife,”  American  Falls 

Mrs.  Birdsall  N.  Carle,  Convention,  Twin  Falls 

Mrs.  Willard  M.  Peterson,  Convention,  Twin  Falls 


PRE-REGISTRA  TION 
79TH  ANNUAL  MEETING 
IDAHO  MEDICAL  ASSOCIATION 

June  30  — July  3,  1971  Sun  Valley,  Idaho 

Name  M.D. 


Street 

(Please  Print) 

City 

State 

Zip 

Please  send 

[ 1 Program  | 

1 iRate,  Accommodation  Information 

(Signed) 

Semi  to:  Idaho  Medical  Association,  407  West  Bannock,  Boise,  Idaho  83702 
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EDITORIAL 


Four  in  the  Temple 


Some  aspects  of  what  Magraw  called  the  ferment  in 
medicine  might  better  be  called  a dust  storm,  for  dust 
storms  are  caused  by  wind,  they  can  obscure  struc- 
tures that  have  been  built  carefully  over  many  years  — 
and  they  occasionally  clear  sufficiently  to  permit  a 
glimpse  of  what  has  been  going  on.  The  air  in 
motion  — being  hot  or  cold  according  to  one’s 
conviction  — may  currently  be  disclosing  something 
new  as  well  as  something  old.  It  may  be  revealing  a 
new  type  of  physician  to  the  unprejudiced  observer 
whose  eyes  can  penetrate  the  obscurity  thrown  up  by 
the  turbulent  air. 

For  a good  many  years  it  has  been  apparent  that 
there  have  been  three  types  of  physicians.  They  have 
created  a structure  of  medicine  that  is  not  likely  to  be 
blown  away  and  it  should  not  be.  But  a fourth  may 
be  developing  to  join  the  long  established  three.  Each 
can  have  a satisfying  and  constructive  place  in  the 
Temple  of  Aesculapius. 

First  type  is  the  basic  scientist  who  is  interested  in 
biology  but  not  in  patients.  His  hunger  is  for  know- 
ledge, mostly  for  the  sake  of  knowledge,  and  he  finds 
satisfaction  in  the  excitement  of  discovery.  A single 
cell  may  be  the  universe  on  which  he  may  lavish  a life- 
time of  study.  Some  of  his  discoveries  find  no  imme- 
diate practical  purpose  but  some  provide  the  know- 
ledge that  opens  whole  new  fields  of  diagnosis  or 
therapy.  His  is  the  pure  science  of  the  science-art  that 
is  medicine.  He  is  not  necessarily  a doctor  of  medicine 
or  even  a doctor  of  philosophy.  But  he  is  no  less  im- 
portant than  the  others  to  whom  he  provides  the  tools 
of  advance. 

Second  type  is  the  clinical  scientist  who  works  with 
all  available  knowledge,  especially  that  produced  by 
the  first.  He,  too,  lives  for  the  satisfaction  that  comes 
from  discovering  something  new.  But  his  contribu- 
tions are  in  methods  and  tools.  He  must  test  the  new 
pharmaceuticals,  the  new  instruments,  the  new  de- 
vices. He  tries  and  compares.  And  he  must  apply 
critical  analysis  to  his  results,  if  his  contributions  are 
to  have  permanent  value.  His  conclusions  must  be 
untinged  by  emotion,  or  desire,  or  even  by  good  will. 
He  cannot  be  said  to  be  treating  patients,  for  pa- 
tients are  individuals  for  whom  the  physician  seeks 
only  benefit.  The  clinical  scientist  must  work  with 
subjects  from  whom  he  seeks  only  answers.  When 
he  becomes  emotional  he  becomes  only  another 
Arrowsmith  whose  yearning  for  discovery  could  not 
overcome  his  impulsive  compassion.  A useful  clinical 
scientist  must,  perforce,  remain  a scientist. 

The  third  type  is,  and  always  has  been,  the  healer. 
He  is  not  primarily  a discoverer  but  is  an  applier.  He 
does  discover  but  his  discoveries  are  always  empiric 


and  never  scientific,  for  he  must  have  in  large  measure 
the  compassion  that  the  scientist  has  to  shun.  His 
ability  to  heal  depends  fully  as  much  on  his  art  as  on 
his  science.  He  must  employ  both,  for  science  without 
art  is  docimasy  and  art  without  science  is  quackery. 

The  dust  storm  being  raised  in  medicine  should  not 
be  allowed  to  obscure  these  three.  Nor  should  they 
fail  to  recognize  the  importance  of  being  what  they 
are.  Each  must  play  his  role  if  there  is  to  be  continu- 
ing discovery,  adequate  development,  and  quality  care 
of  patients.  Those  who  become  confused,  and  try  to 
be  what  they  are  not,  only  run  in  circles,  thereby  add- 
ing to  the  dust. 

But  through  an  occasional  rift  it  is  possible  to  see 
the  development  of  a new,  fourth  type.  He  is  the  soc- 
ial physician.  At  first  glance  he  seems  to  be  much  like 
the  third  type  but  there  are  striking  differences.  He 
has  compassion  in  very  great  measure,  and  he  practices 
to  heal.  But  he  is  not  so  much  interested  in  individu- 
als as  in  groups.  His  compassion  flows  to  the  poor, 
the  underprivileged  and  the  handicapped.  He  sees 
hunger,  neglect,  deprivation,  discrimination,  and  ig- 
norance. And  he  tries  to  combat  them,  offering  his 
own  time  and  skill  in  dedication  to  humanity. 

The  fourth  type  of  physician  has  not  been  seen 
clearly,  mainly  because  we  have  not  been  looking  in 
that  direction.  But  many  medical  students,  and  many 
young  physicians,  have  seen  need  and  they  have 
moved  to  meet  it.  They  have  organized  clinics  for 
people  who  have  never  had  much  medical  care  and 
they  have  devoted  a great  deal  of  time  to  delivering  a 
new  type  of  care  that  goes  far  in  meeting  the  need. 
Nationally,  the  Student  American  Medical  Association 
has  been  active  in  establishing  clinics  for  groups  in 
need.  Medical  student  vision  of  the  fourth  type  of 
physician  was  demonstrated  brilliantly  last  summer 
when  UOMS  students  organized  and  manned  a clinic 
at  Stayton,  Oregon,  for  migrant  farm  workers.  With 
some  guidance  from  established  physicians,  they  were 
able  to  meet  the  need  they  saw.  This  year,  the  Oregon 
Medical  Association  has  given  full  approval  to  the  cli- 
nic at  Stayton  and  urges  members  to  support  “similar 
migrant  health  clinics  in  Oregon.” 

Thus  the  vision  becomes  clearer,  as  more  eyes  turn 
to  the  view  of  needs,  and  efforts  of  the  fourth  type  of 
physician  to  meet  them.  It  is  now  possible  to  see  a 
place  in  the  permanent  structure  for  which  a new 
member  is  necessary.  The  social  physician  seems  to 
be  joining  the  healer,  the  clinical  scientist,  and  the 
basic  scientist.  The  Temple  of  Aesculapius  has  room 
for  each. 

H.  L.  H. 
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Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Additional  information  available  upon  request 
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Polymethylmethacrylate 

in  Hip  Reconstruction 

F.  RICHARD  CONVERY.M.D./DONALD  R.  GUNN,M.B./L.  R.  FR Y,  M.D./DAVI D W.  GRAINGER,  M.D. 

Seattle,  Washington 

Methylmethacrylate , when  used  to  anchor  a hip  prosthesis,  does  not  act  as  a bonding  agent.  It  provides  a 
plug  that  fits  the  prepared  bone  cavity  and  the  prosthesis  with  superb  accuracy,  preventing  movement. 
Potential  hazards  are  fat  solvent  property  of  the  liquid  portion  and  beat  produced  during  polymerization 
in  situ.  Because  the  risks  have  not  been  fully  evaluated,  the  material  is  classified  as  investigational  and  has 
not  been  released  for  general  distribution.  It  promises  significant  advancement  in  joint  reconstruction. 


Recent  introduction  of  to- 
tal hip  * replacement  has  stim- 
ulated much  interest  in  the 
orthopedic  community.  Use 
of  a potentially  toxic  plastic 
(polymethylmethacrylate)  in 
two  of  the  three  current  pro- 
cedures is  of  immediate  con- 
cern to  the  generalist  and  in- 
ternist who  may  be  called 
upon  to  advise  his  patients, 
as  well  as  the  orthopedist  re- 
sponsible for  the  surgery. 

Since  the  first  attempt  of 
John  Barton  in  18261  to 
produce  a new  hip  joint, 
search  for  the  necessary  tech- 
nology to  achieve  such  a pro- 
cedure has  occupied  the  time 
and  effort  of  a major  segment 
of  the  orthopedic  community. 
It  was  not  until  1938,  how- 
ever, when  Venable  and  Stuck^ 
introduced  the  metal  alloy, 
Vitallium,  that  arthroplasty  of 
the  hip  became  a procedure 
of  clinical  usefulness.  Being 
biologically  inert,  and  strong 
enough  to  withstand  the  pres- 
sures of  joint  function,  it 
moved  the  concept  of  inter- 
positional  arthroplasty  out  of 
the  realm  of  developmental  sur- 
gery into  widespread  clinical 


usefulness.^  First  complete  re- 
placement for  the  proximal  end 
of  the  femur,  1943,  was  a pre- 
dictable consequence  of  availa- 
bility of  acceptable  material."^ 
Since  the  early  1940’s,  cup 
and  prosthetic  arthroplasties 
have  been  the  foundation  of 
hip  reconstruction.  Two  ma- 
jor problems,  however,  severe- 
ly restricted  the  usefulness  of 
these  procedures.  First,  fixa- 
tion of  the  prosthetic  implants 
was,  at  best,  expectant.  Fe- 
nestrations were  incorporated 
in  the  design  of  one  proximal 
femoral  prosthesis  in  the  be- 
lief that  bone  would  fill  the 
void  and  lock  the  prosthesis 
in  place. ^ Other  prostheses 
depended  upon  the  internal 
anatomy  of  the  proximal  fe- 
mur to  provide  adequate  fixa- 
ation.  Bone,  however,  re- 
sponds to  inappropriate  pres- 
sure by  resorption,  and  all  too 
often  loosening  of  the  pros- 
theses resulted  in  clinical  fail- 
ure. The  use  of  a cold-curing 
self-polymerizing  acrylic  to  se- 
cure implants  in  bone  and 
distribute  forces  in  a manner 
that  would  prevent  loosening 
was  introduced  in  I960.®  Ear- 


ly clinical  results  of  this  appli- 
cation support  the  expecta- 
tion that  secure  fixation  of 
implants  to  bone  is  now  pos- 
sible. 9-12 

The  second  unsolved  pro- 
blem was  inherent  inadequacy 
of  a metal  on  cartilage'  arti- 
culation. Deterioration  on  the 
acetabular  side  of  the  joint 
is  a frequent  cause  of  failure 
in  prosthetic  arthroplasty,  and 
the  anticipated  formation  of 
new  hyaline  cartilage  in  cup 
arthroplasties  does  not  usual- 
ly occur. Different  total  hip 
procedures  being  advocated 
indicate  that  none  is  ideal. 
A metal-on-metal  articulation 
(as  in  the  McKee-Farrar  or 
Ring  total  hips)  is  biologically 
inert,  has  low  rate  of  wear 
but  high  coefficient  of  fric- 
tion. Metal-on-plastic  articu- 
lation (Charnley)  is  more  de- 
sirable from  a technical  and 
biomechanical  standpoint; fric- 
tion is  less,  but  wear  is  great- 
er.In  addition,  the  long- 
term comparability  of  high 
density  polyethylene  has  not 
been  proven. 

application  in  total  hip 
replacement 

Polymethylmethacrylate, 


*The  term  total  hip  is  a designation  for  the  complete  prosthetic  replace- 
ment of  the  hip  joint.  There  are  three  types  — McKee-Farrar,  Ring  and  Charnley. 
Methylmethacrylate  is  used  in  the  McKee-Farrar  and  Charnley  but  not  in  the  Ring. 
See  illustrations,  pages  412-414. 
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McKEE-FARRAR  ARTIFICIAL  HIP  JOINT 

Head  and  neck  of  femur  excised,  acetabulum  reamed  and 
replaced  with  stainless  steel  (or  Vitallium®)  femoral  pros- 
thesis and  acetabular  socket. 


Steel  socket 
Steel  prosthesis 


variously  known  as  Simplex 
P,  Cranioplast,  Perspex,  Lucite, 
and  Plexiglas,  has  long  been 
known  to  the  polymer  chem- 
ist. It  has  been  used  as  a den- 
ture base  since  the  1930’sand 
was  of  much  interest  during 
and  immediately  after  World 
War  II,  when  it  was  used  as  a 
replacement  for  cranial  de- 
fects. 

The  use  of  methylmetha- 
crylate in  total  hip  replace- 
ment is  a distinctly  different 
application  in  that  polymeri- 
zation takes  place  in  situ.  This 
is  in  contrast  to  the  cranio- 


plastic  procedures  where  poly- 
merization was,  for  the  most 
part,  complete  before  place- 
ment in  skull  defects.  In  ad- 
dition, experimental  work  in 
animals  has  raised  several  sig- 
nificant questions  on  safety. 
For  at  least  these  reasons  and 
because  of  increased  FDA  de- 
mand for  safety  and  efficacy 
of  new  preparations,  polyme- 
thylacrylate has  been  desig- 
nated an  investigational  new 
drug  (I.  N.  D.  application  re- 
quired). It  has  not  been  re- 
leased for  general  use.  Selected 
investigators  have  received  ap- 


proval to  use  the  material  in 
carefully  conducted,  well  doc- 
umented clinical  trials. 

Surgical  Simplex,  the  poly- 
methylmethacrylate used  in 
total  hip  replacement,  is  an 
acrylic  plastic.  It  consists  of 
a powder  and  a liquid  which, 
when  mixed  together,  form  a 
pliable  paste  that  within  a few 
minutes  changes  to  an  inert, 
solid  state.  The  powder  is  the 
polymeric  and  the  liquid  the 
monomeric  methyl  ester  of 
methacrylic  acid  of  the  basic 
(monomeric)  formula: 

CH2:C(CH3).C00.CH3 
The  polymer  as  well  as  the 
hardened  acrylic  is  relatively 
compatible  with  living  tissue. 
The  monomer,  however,  prior 
to  hardening  is  a powerful  li- 
poid solvent.  As  such,  it  is 
treated  as  if  it  had  properties 
similar  to  chloroform.  Ad- 
dition of  the  polymer  sets  off 
a chemical  reaction  in  the 
liquid;  short  molecules  of  the 
monomer  join  to  produce  long 
chain  molecules,  converting  the 
liquid  into  a solid. 

Polymerization  does  not  re- 
quire heat.  Heat  is  produced. 
The  reaction  takes  several 
minutes.  This  delay  is  utilized 
in  fixation.  The  bone  in 
which  the  implant  is  to  be.- 
placed  is  reamed  out.  In- 
eompletely  polymerized  semi- 
solid plastic  is  placed  in  the 
cavity  and,  while  it  is  still 
soft,  the  implant  is  forced  into 
it.  The  implant  is  then  coined 
with  a sharp  blow.  The  result 
is  an  injection  mold  of  the  in- 
ternal anatomy  of  the  bone. 
This  results  in  an  extremely 
close  fit  at  the  bone-acrylic  as 
well  as  the  implant-acrylic  in- 
terface. The  very  close  fit, 
which  is  entirely  mechanical, 
provides  the  firm  fixation. 
There  is  no  bond  between  the 
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RING  TOTAL  HIP  PROSTHESIS 


Head  and  neck  of  femur  excised,  acetabulum  reamed 
and  replaced  with  Vitallium®  prosthesis  and  socket. 

No  acrylic  used.  ^ 


bone  and  plastic,  or  between 
the  plastic  and  the  implant. 

local  toxicity 

The  exothermic  reaction 
produces  considerable  heat. 
Temperature  at  the  bone-acry- 
lic interface  reaches  a maxi- 
mum of  90  C five  minutes  after 
mixing,  and  thermal  burns  are 
produced. 22  Significance  of 
this  thermal  injury  has  not 
been  fully  clarified,  although 
one  clinical  study  suggests  that 
it  is  not  of  appreciable  con- 
cern. 23 

It  is  considered  axiomatic 
that  all  polymers  are  subjected 
to  degradation  when  placed  in 
a biologic  system.  The  clinical 
satisfaction  with  the  early  cra- 
nioplasties (cited  above)  and 
other  applications  of  the  acry- 
lic to  fill  osseous  voids  (orbital 
defects), 24- 26  mandibular  re- 
placement, 22  and  mastoid  cav- 
ities23  led  to  extensive  experi- 
mental work  in  animals. 

Most  of  the  studies  devoted 
to  this  aspect  of  the  acrylic 
revealed  only  a minimal  or 
non-existent  foreign  body  in- 
flammatory reaction.  29-34 

carcinogenesis 

Laskin,  in  1954,  published 
the  first  report  of  possible 
carcinogenic  potential  of 
methylmethacrylate. 25  He  re- 
ported 25  percent  incidence 
of  fibrosarcoma  formation 
one  year  after  subcutaneous 
implantation  of  methylmeth- 
acrylate sheets  in  mice.  In  a 
control  group  of  mice  in  which 
cellophane  was  implanted 
there  was  a 14.3  percent 
incidence  of  fibrosarcoma 
formation.  Latent  period  of 
one  year  in  the  mouse,  how- 
ever, was  thought  to  be  com- 
parable to  more  than  20  years 


in  a human.  Stinson  reported 
the  production  of  malignant 
tumors,  mostly  fibrosarcomas 
but  also  a few  rhabdomyo- 
sarcomas and  osteosarcomas, 
after  intramuscular  implanta- 
tion of  polymethylmethacry- 
late disks  in  rats. 25  Similar 
disks  implanted  in  guinea  pigs, 
however,  failed  to  produce 
any  evidence  of  malignancy. 
A more  complete  account  by 
the  same  author22  showed 
that  stainless  steel  disks  of 
the  same  size  also  produced 
malignant  tumors  but  at  about 
half  the  rate  of  the  acrylic. 


Neither  stainless  steel  nor  the 
acrylic  produced  malignant 
neoplasms  in  guinea  pigs.  Stin- 
son felt  the  absolute  size  of 
these  disks  was  important  and 
that  tumor  production  was 
species  specific.  Furthermore, 
there  is  no  known  case  of 
sarcomatous  change  adjacent 
to  the  acrylic  in  humans,  de- 
spite the  fact  that  implants 
(as  in  cranioplasties)  were  first 
used  30  years  ago. 

systemic  toxicity 

In  addition  to  thermal 
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‘Anchor 

holes 


Head  and  neck  of  femur  excised,  acetabulum  reamed, 
replaced  with  high  density  polyethylene  socket  and 
stainless  steel  prosthesis.  Socket  and  prosthesis 
secured  with  polymethyl  mett^ryiaie. 


High  density 
polyethylene  socket 


Polymethyl 

methacrylate 


Stainless  steel 
prosthesis 


Trochanter 
detached  and 
transplanted 

distally  and  reattache(J^^p 
with  wire. 


CHARNLEY  LOW  FRICTION  ARTHROPLASTY 


burns,  foreign  body  reactions, 
and  the  question  of  carcino- 
genesis, the  volatile  nature  of 
the  monomer  allows  systemic 
absorption  of  this  potentially 
toxic  substance. 

Clinical  information  from 
England,  where  polymethyl- 
methacyrlate  has  been  used  in 
this  manner  for  more  than 
12  years  and  in  more  than 

4.000  patients,  suggests  that 
systemic  absorption  is  not  cli- 
nically sign  if  leant.  9" 

Hornsey,  et  al.  have  shown 
a maximum  monomer  level  of 

1.1  mg  per  100  ml  in  the 


superior  vena  cava  three  min- 
utes after  implantation  of  the 
polymerizing  methylmethacry- 
late in  proximal  femurs  of 
dogs.  22  No  monomer  was 

detected  eight  minutes  after 
implantation.  In  addition,  no 
significant  changes  in  blood 
pressure  or  ECG  tracings  were 
observed.  These  authors  cal- 
culated that  approximately 
0.15  percent  of  the  total  mo- 
nomer migrated  from  the  im- 
plants into  the  general  circu- 
lation. 

By  injecting  large  doses 
(125  mg  per  100  ml)  of  mo- 
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nomer  intravenously,  these 
workers  were  able  to  produce 
a rapid,  sustained  depression 
of  blood  pressure  and  subse- 
quent death  of  one  animal. 
Lower  total  doses  (50  mg 
per  100  ml  or  less)  produced 
a transient  fall  in  blood  pres- 
sure but  survival  of  all  animals. 
Histologic  examination  of  the 
lungs  of  the  dog  given  125  mg 
per  100  ml  monomer  showed 
extensive  thrombi  and  edema 
subsequent  to  hemmorrhage. 
The  animals  given  lesser  doses 
were  killed  at  30  days.  His- 
tologic examination  of  the  pul- 
monary tissue  showed  scat- 
tered loci  of  fibrosis  that  were 
indistinct  but  recognizable. 

Inhalation  studies  have 
shown  the  LD-50  of  methy- 
methacrylate  for  two-hour 
periods  in  rats  to  be  45-50  mg 
/liter. 28  As  cited  by  Bor- 

zelleca,  a level  below  0.05 
mg/liter  was  felt  to  be  safe 
for  workers  in  industrial  esta- 
blishments. Hornsey  and  his 
co-workers22  were  able  to  re- 
cover only  0.0013  mg  of  mo- 
nomer in  the  expired  air  of 
dogs  after  implantation  of  the 
acrylic.  Their  estimated  ef- 
ficiency after  recovery,  how- 
ever, was  no  greater  than  50 
percent;  thus,  a total  of  only 
about  0.0026  mg  was  able  to 
diffuse  through  the  lungs. 
Since  this  was  a very  small 
fraction  of  the  monomer  i- 
dentified  in  the  superior  vena 
cava,  the  authors  presumed 
that  most  of  the  monomer 
released  into  the  systemic  cir- 
culation was  retained  by  the 
lungs. 

summary 

The  large  number  of  pa- 
tients who  are  severely  dis- 
abled as  a consequence  of 
destructive  hip  disease  is  well 


recognized  by  all  physicians. 
Limitations  of  standard  recon- 
structive procedures  are  well 
known  to  the  orthopedic  sur- 
geon and,  to  a lesser  extent 
to  the  non-orthopedist. 

Development,  in  England,  of 
total  hip  replacement  followed 
by  introduction  in  this  coun- 
try seems  to  offer  a reliable 
procedure  that  effectively  re- 
duces many  of  the  limitations 
inherent  in  the  present  ar- 
throplastic  procedures.  Never- 


theless use  of  polymethylmeth- 
acrylate in  two  of  the  three 
available  total  hip  procedures  is 
employment  of  a potentially 
toxic  substance  for  which  the 
safety  and  efficacy  have  not 
been  fully  clarified.  Potential 
of  this  application,  with  the 
apparent  lack  of  significant 
complications,  is  so  immense 
that  carefully  controlled,  well 
documented  clinical  trials 
seem  not  only  justified  but 
imperative. 


This  is  the  first  of  four 
communications  devoted  to 
this  subject.  Subsequent  ar- 
ticles will  deal  with  specific 
early  results  of  the  McKee- 
Farrar  and  Charnley  total  hip 
procedures,  both  of  which  u- 
tilize  polymethylmethacrylate, 
as  described  herein,  and  the 
Ring  total  hip  replacement, 
which  does  not  require  this 
application. 

University  Hospital  (98105) 
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Medicine  in  Yugoslavia  — A Student’s  View 

R.  J.  Ml  KELIONIS,  M.D.,  Los  Angeles,  California 

Building  upon  two  thousand  years  of  tumultuous  history,  Yugoslavia  has  developed  a 
relatively  stable  communistic  government  that  is  slowly  adopting  some  of  the  principles  of 
capitalistic  society.  Medical  care  and  health  services  are  now  immeasurably  better  than 
they  were  at  the  end  of  World  War  II.  The  announced  ideals  are  admirable  but  neither 
equality  nor  high  quality  of  care  has  yet  been  achieved.  Even  in  the  larger  cities,  where 
the  best  organization  exists,  quality  of  patient  care  cannot  be  compared  favorably  with 
that  available  in  the  United  States. 


In  the  fall  of  1969,  as  one  of  a 
contingent  of  U.  S.  medical  stu- 
dents, I visited  Yugoslavia  for  three 
months.  We  were  received  with  en- 
thusiastic Yugoslavian  hospitality, 
were  scattered  throughout  the  coun- 
try and  were  permitted  to  partici- 
pate in  and  observe  the  health  care 
system.  Possibly  my  experiences 
will  prove  of  interest  to  physicians 
of  the  Northwest  because  they  have, 
I believe,  implications  for  us  all. 

history 

The  area  now  comprising  Yugo- 
slavia was  initially  inhabited  by  the 
Illyrians  and  the  Thracians,  and  the 
Slavs  began  to  settle  in  the  sixth 
and  seventh  centuries.  Conquered 
by  the  Romans  in  the  ninth  century, 
the  territory  was  subsequently  divid- 
ed between  the  Western  Roman 
Empire  and  that  of  Byzantium, 
accounting  for  the  influence  of  both 
western  and  oriental  culture  in  mod- 
ern day  Yugoslavia. 

Due  to  its  strategic  location,  the 
region  was  plunged  into  wars  with 
the  Franks,  Austrians,  Hungarians, 
Venetians,  and  Turks.  During  the 
1167-1389  era,  the  independent 
Serbian  Kingdom  was  able  to  flour- 
ish at  an  extremely  high  cultural 
level.  But  in  1389  the  battle  of 
Kosovo  Polje  virtually  assured  Turk- 
ish rule  over  the  southern  Slavs 
while  the  northerners  remained  un- 
der control  of  the  Hapsburg  Empire. 


Five  centuries  later,  Serbian  in- 
dependence followed  a series  of  re- 
volts, and  was  recognized  in  the 
1878  Treaty  of  Berlin.  Thereafter 
came  the  two  Balkan  wars,  with  the 
official  name  of  Yugoslavia  being 
adopted  in  1924. 

By  the  end  of  April,  1941,  Yugo- 
slavia had  been  overrun  by  Germany. 
The  National  Liberation  Army,  un- 
der Josip  Broz  Tito,  remained  as  the 
main  unifying  force  against  the 
Germans  until  the  end  of  the  war. 
In  1945  the  Federal  People’s  Repub- 
lic of  Yugoslavia  was  founded.  Fi- 
nally, 1948  saw  the  beginning  of 
disputes  with  the  Soviet  Union,  and 
in  1950  the  United  States  began  aid 
that  was  to  total  2.9  billion  dollars. 

These  two  millenia  of  historical 
events  have  molded  modern-day 
Yugoslavia.  A land  often  torn  asun- 
der by  wars  from  without  and  by 
cultural  diversity  within,  it  labored 
under  obvious  handicaps  to  progress. 

social  and  political  structure 

Today  Yugoslavia  is  a federation 
of  six  republics:  Bosnia-Herzegovina, 
Croatia,  Macedonia,  Montenegro, 
Serbia,  and  Slovenia.  Each  Republic 
maintains  a great  deal  of  political 
autonomy  and  even  more  cultural 
diversity.  Yugoslavia’s  20  million 
people  live  in  an  area  the  size  of 
Wyoming.  Illiteracy  stands  at  20 
percent,  and  is  concentrated  largely 
among  the  Turkish  and  Albanian 


sectors  of  the  population.  Educa- 
tion, for  eight  years,  is  now  manda- 
tory. 

Power  is  vested  in  a Parliament 
of  five  chambers:  Federal,  Econo- 
mic, Education-Cultural,  Social- 
Health,  and  Organizational-Political. 
While  officials  and  bureaucrats  in 
the  areas  of  economy,  education, 
social  insurance,  and  health,  vote 
for  delegates  to  the  corresponding 
chambers,  the  non-government  em- 
ployee votes  for  only  the  Organiza- 
tional-Political chamber.  The  Presi- 
dent is  elected  by  Parliament,  not 
by  direct  popular  vote  or  an  elector- 
al system. 

Although  in  years  past  it  has  been 
next  to  impossible  to  be  elected  to 
Parliament  without  membership  in 
the  Communist  Party,  this  is  now 
becoming  increasingly  feasible,  al- 
though still  far  from  common.  The 
formal  organization  of  the  Party  has 
eight  million  members,  although  the 
“active”  participants  number  only 
one  million. 

Today  there  are  no  investment 
opportunities  other  than  the  bank. 
At  present,  among  the  20  million 
population,  there  are  two  million 
industrially  employed,  two  million 
employed  otherwise,  and  300,000 
jobless. 

The  government  is,  in  theory  and 
in  practice,  fairly  well  decentralized 
both  on  the  republic  and  commune 
(between  20,000—50,000  popula- 
tion) level.  But  representation  to 
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the  governmental  bodies,  while  in 
theory  available  to  all,  is  in  fact 
still  segregated  to  the  members  of 
the  bureaucratic  hierarchy. 

At  present,  Yugoslavia  seems  to 
be  pursuing  a course  toward  more 
capitalistic  methods,  without  calling 
them  such,  because  the  strict  social- 
ism before  the  mid-1950’s  did  not 
bring  the  promised  results. 

organization  for  health  care 

Planning  for  facilities  and  person- 
nel. There  is  at  present  no  private 
medical  practice  in  Yugoslavia.  In- 
stead, regional  health  service  plan- 
ning boards  (coordinated  at  the  re- 
public level)  map  out  areas  accord- 
ing to  population  density.  Hospi- 
tals and  polyclinics  are  centrally 
built,  and  surrounded  by  satellite 
dispensaries  or  smaller  clinics.  Thus 
the  patients  are  most  commonly 
seen  at  the  latter,  and  sent  on  to 
polyclinic  or  hospital  when  needed. 

However,  adequacy  of  staffing 
and  health  buildings  is  limited  to 
the  amount  of  funds  a particular 
area  or  commune  feels  it  can  afford 
for  health  care.  Some  areas  have  no 
problem  with  staffing  and  construc- 
tion, while  others  cannot  afford 
physicians  at  every  dispensary,  or 
cannot  afford  the  building  of  an  ad- 
equate hospital.  Thus  many  areas 
lack  physicians,  and  care  is  delivered 
by  midwives  and  nurses. 

An  example  of  an  area  well  off  is 
the  capital,  Belgrade,  of  about  one 
million  people,  with  health  centers 
spaced  to  give  one  mile  radius  ser- 
vice. Eight  polyclinics  are  in  opera- 
tion and  two  more  are  under  con- 
struction. These  are  supplemented 
by  satellite  dispensaries  with  two  to 
eight  physicians,  who  are  hired  by 
the  polyclinics.  The  emergency  ser- 
vice consists  of  100  cars  (mostly 
with  radios),  55  physicians,  100  nur- 
ses, and  special  moveable,  emerg- 
ency equipment.  The  average  pa- 
tient makes  about  eight  visits  per 
year,  six  of  these  being  to  a general 


practitioner  and  two  to  a specialist. 
health  insurance  and  economics 

Health  insurance  is  obligatory  for 
all  employed  persons,  and  is  of  two 
types.  That  for  general  workers  en- 
titles the  employed  person  and  his 
family  to  free  medical  care  under 
the  physician  and  facility  of  choice, 
e.g.,  consulting  services,  vaccines, 
home  calls;  there  is  a symbolic 
charge  for  medicines  amounting  to 
16  cents.  The  second  type  of  insur- 
ance is  for  agricultural  workers  who 
can  get  expanded  insurance  if  they 
wish,  but  in  all  instances  have  man- 
datory basic  insurance  for  free  care 
of  acute  infections,  mental  diseases, 
pregnancy,  delivery,  and  pediatric 
care  up  to  age  three. 

To  cover  these  expenses,  the  fed- 
eral government  sets  a limit  of  wage 
percentage  that  can  be  set  aside 
(in  form  of  taxes)  for  health  care. 
This  limit  is  now  8 percent.  Each 
individual  republic  can  then  decide 
to  accept  this  limit  or  go  below  it. 
Then  each  commune  within  the  re- 
publics elects  delegates  to  make  up 
the  assembly  of  the  insured,  whose 
function  it  is  to  determine  again 
whether  to  accept  this  limit  for  the 
commune  or  go  below  it.  They 
have  been,  on  the  average,  setting 
aside  a tax  of  6 percent  of  wages  for 
health  care. 

However,  this  varies  widely  by 
regions,  so  that  many  primarily  rural 
areas  cannot  get  nearly  enough  phy- 
sicians or  facilities.  That  is,  the 
poor  who  need  whatever  small  wages 
they  have  to  pay  for  basic  needs, 
often  opt  out  of  adequate  insurance 
coverage,  and  are  minimally  helped 
by  state  or  federal  funds.  Thus, 
although  adequate  insurance  is  theo- 
retically obligatory,  the  percentage 
of  wages  set  aside  in  a particular  re- 
gion may  not  be  sufficient  to  supply 
this  care  — either  because  the  per- 
centage itself  is  simply  too  low,  or 
the  wages  from  which  this  percent- 
age is  taken  are  too  low. 


The  insurance  delegates  also  de- 
termine how  the  funds  are  specific- 
ally used,  and  bargain  with  the 
health  institutions  for  the  yearly 
contracts  (contract  disputes  are  set- 
tled by  arbitration  bodies).  All 
health  institutions  are  considered 
part  of  the  public  health  system, 
and  as  such  are  social  property  — a 
term  coined  to  denote  property  that 
is  neither  private  nor  state  owned. 
“Social  property”  is  a complex  con- 
cept, difficult  for  even  a Yugoslav- 
ian economist  to  define;  but  in 
short,  it  denotes  ownership  by  any 
group  or  enterprise  allowed  to  re- 
tain self-sustaining  profits  as  an  in- 
centive, but  whose  primary  goal  is 
to  provide  service  or  engender  rev- 
enue for  the  region  or  state  in  the 
form  of  taxes.  Most  of  the  Yugo- 
slavian economy  is  based  on  the 
production  of  this  type  of  social 
property.  All  physicians,  then,  are 
salaried  members  of  the  Health  Ser- 
vice, and  their  work  forms  part  of 
the  social  property  of  the  economy. 

The  Health  Service  for  the  re- 
gion or  commune  in  turn  contracts 
fixed  yearly  prices  for:  1.  out- 

patient services  per  person  per  year; 
2.  laboratory  tests;  3.  dispensary 
use;  4.  hospitalization.  Within  this 
scheme  working  organizations  or 
factories  make  payment  on  basis 
of  a specific  program  for  industrial 
injuries  and  disease.  If  more  dinars 
are  spent  than  originally  planned, 
eventually  all  the  members  of  the 
commune  have  to  make  up  the  dif- 
ference equally  through  additional 
taxes.  If  a member  wishes  to  go  to 
a physician  or  facility  not  included 
in  the  original  contract,  he  will  be 
covered  by  the  insurance  to  the 
amounts  provided  in  the  contract, 
but  if  the  costs  are  greater,  he  has  to 
make  up  the  difference  out  of  his 
own  pocket. 

The  Health  Service  contracts  for 
the  net  income  of  its  own  employ- 
ees as  well  as  operational  expendi- 
tures, further  training,  etc.  If, 
through  efficiency,  the  service  man- 
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TABLE  1 


Ratio,  Personnel  and  Facilities  to  Population 


Year 

Physicians 

Nurses 

Hospital  beds 

1939 

1/380,000 

1/387,000 

5.5/1,000 

1959 

1/231,000 

4.7/1,000 

1969 

1/11,000 

1/956 

3.3/1,000 

TABLE  2 

Reduction  in  Fatality  Rates 

Year 

Cases 

% 

Fatality 

Infant  mortality 

1939 

132/1,000 

1949 

102/1,000 

1959 

92/1,000 

1969 

62/1,000 

Tetanus 

1964 

47.30 

1968 

21.40 

Bacterial  meningitis  1960 

964 

4.83 

1966 

1,143 

3.59 

1968 

1,419 

Whooping  cough 

1960 

28,764 

0.52 

1966 

6,047 

0.21 

1968 

10,601 

Infectious  hepatitis  1960 

15,149 

0.28 

1966 

60,714 

0.16 

1968 

30,199 

Typhoid  fever 

1960 

3,123 

1.02 

1966 

1,865 

0.75 

Typhus 

1950-54 

474 

5.32 

1960 

130 

0.77 

1968 

25 

0.00 

ages  to  cut  operational  costs,  part 

zation.  Foru’-eight  percent  of  the 

etc.).  This  card  is  presented  to  the 

reverts  to  the  government  as  taxes, 

physicians  specialize. 

physician  at  the  beginning  of  each 

and  part  is  plowed  back  to  increase 

Table  2 lists 

added  statistics,  to 

visit. 

the  net  salaries.  Although  1 do  not 

evaluate  the  achievements  thus  far. 

But  these  three  points  are  not 

know  the  relative  amounts,  they  are 

per  se  characteristic  of  a socialized 

such  that  the  wage  increase  per  em- 

observations on 

health  care  delivery 

system,  nor  do  they  require  such  a 

ployee  is  rather  minimal. 

system  to  be  put  into  practice.  The 

It  must  be  admitted,  in  all  fair- 

question remains  whether  another 

health  services  statistics 

ness,  that  great  strides  have  been 

system  might  have  done  better,  or 

made  in  medicine  under  the  social- 

whether  the  present  rate  of  progress 

After  the  war,  Yugoslavia  found 

ized  system  in 

Yugoslavia.  Points 

is  adequate. 

itself  with  4,000  physicians,  2,000 

that  could  be  construed  in  favor  of 

Furthermore,  adequate  facilities. 

nurses,  and  2 medical  schools,  but 

its  health  care 

system  are:  1.  an 

staffing,  and  insurance  are  more  a 

was  able  to  markedly  improve  the 

over-all  plan  for  the  building  of  hos- 

theoretical concept  than  a practical 

situation.  Table  1. 

pitals,  polyclinics,  and  smaller  din- 

reality  in  many  regions.  Although 

Eight  medical  schools  now  gradu- 

ics, according  to 

population  density. 

in  theory’  each  commune  can  spend 

ate  1,000  new  physicians  each  year. 

2.  the  minimal  over-all  insurance 

up  to  8 percent  of  earnings  for 

with  five  years  of  training  direct!)’ 

scheme  described.  3.  issuance  of 

health  care,  many  communes  are 

after  high  school.  Then  a year  of  in- 

health cards  to 

patients,  on  which 

either  too  poor,  too  uninterested,  or 

ternship  and  two  years  of  general 

major  diagnoses 

are  listed  as  well  as 

both,  to  spend  this  much  for  medi- 

practice are  required  before  special!- 

other  comments  (therapy,  lab  tests. 

cal  care  (nor  does  the  government 

418 

Northwest  Medicine,  June,  1971 


add  significant  supplemental  funds). 
equality  of  care 

Thus  there  exist  great  disparities 
in  infant  mortality  ratios  (e.g.,  26.8 
per  thousand  in  Slovenia  versus  102 
in  Kosovo),  and  other  yardsticks  of 
health  service.  Despite  the  fact  that 
equalization  of  health  service  was 
one  of  the  main  goals  of  the  Health 
Service,  it  has  not  been  achieved. 
An  obvious  uncared  for  population 
consists  of  those  not  insured  due  to 
unemployment.  Another  inequality 
is  lack  of  coverage  (through  lack  of 
taxable  wages)  during  the  time  of  a 
strike.  Adequate  insurance  is  also 
questionable  when  sickness  compen- 
sation can  range  between  60—100 
percent  of  wages  lost,  and  disabling 
work  accidents  are  compensated  a 
full  100  percent  for  only  one  year. 

This  judgment  may  be  premature, 
as  one  could  argue  that  eventually  a 
certain  equality  of  care  would  be 
accomplished  under  the  system.  But 
even  so,  I believe  quality  of  care  is 
suffering,  and  will  continue  to  do 
so  — and  there  is  only  equality  of 
suboptimal  care. 

quality  of  care 

There  is  little  ineentive  for  effi- 
ciency other  than  personal  motiva- 
tion. For  example,  some  hospitals 
are  paid  by  the  number  of  filled 
beds,  regardless  of  patient  turn-over, 
and  patients  are  kept  in  for  long 
periods  of  time  with  slow  work-ups. 
Needed  x-rays  and  other  tests  are 
delayed  up  to  10  days,  expensive 
tests  are  done  when  a simpler  one 
should  have  been  done  first,  and 
there  is  no  incentive  to  calculate 
how  much  waste  of  funds  this  en- 
tails. 

Rounding  on  patients  was  not 
regular  or  consistent  in  manner. 


thereby  aggravating  the  above  defi- 
ciencies. There  are  no  rounds  to 
familiarize  night-call  staff  with  the 
patients  on  the  ward.  There  is  mini- 
mal attempt  at  progress  notes,  re- 
cording reasons  for  starting,  stop- 
ping, or  changing  medication,  or 
even  recording  of  conditions  com- 
plicating the  main  disease  process 
(e.g.,  a diabetic  may  be  started  on 
digitalis  without  mention  of  diagno- 
sis of  congestive  heart  failure,  or  in- 
dicative findings).  Follow-up  of  pa- 
tient from  clinic  to  hospital  or  vice- 
versa  is  also  non-existent. 

These  are  by  no  means  rare  oc- 
currences, nor  are  they  restricted  to 
small,  out-of-the-way  hospitals,  but 
rather  are  found  in  the  main  univer- 
sity teaching  hospitals. 

physician-patient  relationship 

In  general,  the  physician-patient 
contact  is  also  suffering,  probably 
even  more  than  the  other  areas.  The 
patients  I saw  were  given  much  less 
time  and  attention  than  they  would 
get  here  in  the  U.S.  Little  time  was 
taken  to  explain  the  illness,  the 
available  methods  of  therapy,  what 
the  patient  himself  could  do,  what 
his  expectations  were,  or  even  the 
time  to  give  the  patient  a feeling 
that  the  physician  was  really  inter- 
ested in  his  problem.  There  were 
personal  exceptions,  of  course,  but 
the  above  was  the  general  trend  I 
observed.  In  short,  efficiency  and 
involvement  are  not  the  hallmarks 
of  the  system. 

Most  of  the  physicians  I talked 
to  expressed  hope  for  restoration  of 
some  private  practice  in  the  future. 
In  many  instances,  the  patients 
themselves,  trying  to  insure  better 
care  or  added  attention,  pay  the 
physician  on  the  side,  despite  this 
now  being  against  the  law. 


bureaucratic  control 

Another  aspect  of  the  system 
is  the  heavy  bureaucratic  control, 
which  makes  research  and  valuable 
criticism  unproductive,  if  not  dan- 
gerous to  one’s  career.  To  mount  a 
research  project,  say  on  infant  mor- 
tality, you  would  find  that,  first, 
the  physicians  you  interview  would 
be  reticent  about  releasing  informa- 
tion showing  problems  or  deficien- 
cies (precisely  what  you  are  trying 
to  find  and  correct)  for  fear  of  los- 
ing their  jobs,  and  second,  you  your- 
self would  share  the  same  fear  in 
publishing  this  sort  of  data.  In  other 
words,  this  type  of  system  does  not 
lend  itself  to  the  easy  uncovering  of 
health  problems,  and  researchers 
posing  such  questions,  if  low  men 
on  the  totem  pole,  may  soon  find 
themselves  much  lower. 

V 

conclusion 

In  summary,  I have  tried  to  pre- 
sent some  data  and  observations 
about  one  example  of  socialized 
medicine.  1 have  tried  to  distin- 
guish between  objective  data  and 
subjective  observations,  but  that  has 
not  always  been  possible.  And  I 
briefly  presented  the  historical,  soc- 
ial, and  political  background  that 
would  be  needed  for  a fair  evalua- 
tion of  the  accomplishments  of  such 
a system.  I hope  this  will  serve  as 
an  added  bit  of  information  to  this 
debated  topic,  and  that  it  might 
spur  more  thinking  and  action  in 
the  way  of  alternatives. 

Furthermore,  1 believe  that  those 
advocating  forms  of  socialized  medi- 
cine should  visit  and  thoroughly  in- 
vestigate systems  such  as  this,  not 
only  from  the  statistical  point  of 
view,  but  also  from  what  actually 
goes  on  at  the  bedside. 


Information  and  data  cited  were  derived  from  written  notes  and  mimeographed  material  handed  out  for  the  Program  of 
Lectures  for  U.  S.  students,  at  the  Institute  of  Hygiene,  Belgrade,  September  15-26,  1969.  Main  contributors  were:  Social 
Data:  Dr.  Valdimir  Milanovic,  Faculty  of  Medicine.  Political  and  Economic:  Dr.  Ljubica  Adamovic,  Faculty  of  Economics. 
Organization  of  Health  Care:  Dr.  Radomir  Geric,  Faculty  of  Medicine.  Health  Statistics:  Drs.  Mirjana  Mocic,  Andjelija 
Kostic,  and  Radmila  Klasnja,  all  from  the  Faculty  of  Medicine,  Belgrade. 
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Herpes  Simplex  Infection  of  the 
Central  Nervous  System 

Survival  Without  lUDR  Therapy 

ROBERT  W.  ENQUIST,M.D./C.  GEORGE  RAY,  M.D./RICHARD  I.  BIRCHFIELD,  M.D. 

Seattle,  Washington 


Three  consecutively  studied  cases  of  herpes  simplex  encephalitis  illustrate  the  marked 
variability  in  the  clinical  spectrum  of  this  disease.  One  patient  needed  only  supportive 
treatment,  the  second  benefited  from  medical  measures  designed  to  reduce  cerebral  edema 
and  the  third  required  surgical  decompression.  lUDR  was  withheld  because  of  potential 
toxicity  and  lack  of  proof  of  effectiveness.  Until  a proven  means  of  chemotherapy  is 
found,  supportive  care  and  measures  to  reduce  or  compensate  for  cerebral  edema  are  the 
chief  means  of  treatment  of  herpes  simplex  encephalitis. 


The  apparently  high  fatality  rate 
of  herpes  simplex  encephalitis  has 
prompted  attempts  at  systemic  ther- 
apy with  the  anti-metabolite  5-Iodo- 
2-deoxyuridine  (lUDR).  lUDR,  an 
analogue  of  thymidine,  inhibits  the 
growth  of  herpes  simplex  in  vitro 
and  is  used  topically  in  treatment 
of  herpes  simplex  keratitis  and  sto- 
matins.  ^ 

Because  controlled  studies  are 
lacking  and  there  are  potential  haz- 
ards with  such  therapy,^  we  were 
prompted  to  report  the  only  three 
patients  with  culturally  proven  her- 
pes simplex  encephalitis  whom  we 
have  seen  from  the  opening  of  this 
laboratory  in  1965,  through  July, 
1969.  None  of  these  patients  re- 
ceived lUDR. 

CASE  REPORTS 

Case  1.  A 10  year  old  boy  was 
admitted  to  the  Children's  Ortho- 
pedic Hospital  May  12,  1968.  Nine 
days  before  admission  he  developed 


right  sided  headache,  mild  chills,  an- 
orexia, and  nausea.  Three  days  prior 
to  admission  he  felt  weak  and  on 
the  day  of  admission  was  found  on 
the  floor  of  his  home  complaining, 
my  legs  feel  rubbery." 

On  admission  his  temperature 
was  38. 5C,  and  pulse  rate  60.  He 
could  be  aroused  only  by  painful 
stimuli  and  he  had  marked  nuchal 
rigidity.  The  disk  margins  were  blur- 
red; there  was  a left  hemiparesis 
with  hyperreflexia,  a left  Babinski 
response,  and  left  homonymous 
hemianopsia. 

A subsequent  lumbar  puncture 
had  an  opening  pressure  (OP)  of 
240-260  mm  H2O,  and  the  cerebro- 
spinal fluid  (CSF)  was  slightly  xan- 
thochromic. CSF  protein  was  205, 
glucose  1 1 4,  erythrocytes  940,  leuk- 
ocytes 325,  with  97  mononuclear 
and  3 polymorphonuclear  cells.  Bac- 
terial cultures  of  the  CSF  and  a pe- 
techial aspirate  were  negative.  The 
initial  peripheral  WBC  count  was 
6,700  with  72  percent  PMN  cells. 
Ten  percent  were  band  forms. 

The  patient  was  treated  with  anti- 
biotics and  dexamethasone.  He  re- 
mained semi-comatose.  On  the  even- 


ing of  admission  a ventriculogram 
showed  a shift  of  the  ventricular  sys- 
tem to  the  left  and  right  carotid 
arteriogram  indicated  a temporal 
lobe  mass.  A temporal  lobe  biopsy 
specimen  showed  diffuse  necrosis, 
with  polymorphonuclear  infiltrates 
and  monocytic  perivascular  cuffing. 
No  viral  inclusion  bodies  or  bacteria 
were  found.  Herpes  simplex  virus 
was  grown  from  the  biopsy  speci- 
men after  four  days. 

During  his  hospital  stay,  there 
were  signs  of  increased  intracranial 
pressure.  It  was  successfully  treated 
with  intravenous  mannitol  on  two 
occasions.  He  was  discharged  18 
days  after  admission  with  left  facial 
weakness  but  otherwise  was  doing 
well.  He  was  last  seen  on  August  1 6, 
1968  at  which  time  his  neurological 
examination  indicated  normal  func- 
tion. 

Case  2.  A 20  year  old  woman 
was  admitted  to  University  Hospital 
February  11,  1968.  Fifteen  hours 
prior  to  admission  she  suddenly 
developed  a throbbing  bitemporal 
headache,  followed  by  chills,  fever, 
stiff  neck,  nausea,  and  drowsiness. 

Physical  examination  revealed  her 
to  be  drowsy  but  otherwise  orien- 
ted. Vital  signs  were  normal  except 
for  temperature  of  39. 5C.  There 
was  marked  nuchal  rigidity;  both 
Kernig's  and  Brudzinski's  signs  were 
present.  There  was  no  papilledema 
and  there  were  no  motor  or  sensory 
deficits. 


From  the  Departments  of  Pediatrics  and  Microbiology,  the  University  of 
Washington  School  of  Medicine  and  the  Children’s  Orthopedic  Hospital  and 
Medical  Center  (R.W.E.  & C.G.R.);  and  the  Section  of  Neurology,  Mason  Clinic 
(R.I.B.),  Seattle,  Washington. 

Supported  by:  The  National  Institutes  of  Health 

Clinical  Microbiology  Training  Grant, 
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TABLE  1 

Results  of  Virologic  Testing 


Patient 

Source 

Complement 
Fixation 
Antibody  Titers 

Neutralizing 

Antibody 

Titers 

Acute 

Conv 

Acute 

Conv 

Case  1 

Temp  lobe  biopsy 

1:2048 

1:1024 

1:128 

1:128 

Case  2 

CSF 

Not  done 

Not  done 

1:4 

1:8 

Case  3 

Temp  lobe  biopsy 

1:8 

1:256 

1:8 

1:128 

The  CSF  was  slightly  turbid  with 
glucose  53  (blood  glucose  81),  pro- 
tein 116,  RBC's  17,  WBC  584  with 
85  mononuclear  and  15  PMN  cells. 
Gram  stains,  Ziehl-Nielson  stain, 
India  ink  preparations,  and  bacterial 
cultures  of  the  CSF  were  all  nega- 
tive. Peripheral  WBC  count  on  ad- 
mission was  11,700  with  70  PMN 
cells,  25  lymphocytes  and  5 mono- 
nuclear cells.  VDRL  and  tuberculin 
skin  test  were  negative.  Flerpes  sim- 
plex virus  was  subsequently  isolated 
from  the  CSF. 

For  the  next  three  days  the  pa- 
tient remained  lethargic.  She  subse- 
quently improved  and  was  discharg- 
ed on  March  2,  1968  with  a normal 
electroencephalogram  (EEG)  and  no 
apparent  impairment  of  motor  func- 
tion or  mentation. 

Case  3.  A 17  year  old  girl  was 
admitted  to  Virginia  Mason  Flospital 
October  18,  1968.  Five  days  before 
admission  she  developed  left  tem- 
poral-frontal headache,  generalized 
weakness,  and  fever.  On  the  day  be- 
fore admission  she  became  lethargic 
and  had  two  grand  mal  seizures. 

On  admission  she  was  lethargic, 
and  her  temperature  was  40C.  The 
right  pupil  was  slightly  larger  than 
the  left,  her  eye  movements  were 
minimally  dysconjugate,  and  the 
disc  margins  were  blurred.  There 
was  marked  nuchal  rigidity.  Lumbar 
puncture  had  an  OP  of  295-305  mm 
H2O.  The  CSF  was  cloudy  with  a 
protein  of  115,  glucose  58,  (blood 
glucose  1 1 1 ),  RBC  3,  WBC  862  with 
95  PMN  cells  and  5 lymphocytes. 
All  bacteriologic  cultures  were  nega- 
tive. Peripheral  WBC  count  was 
6,300  with  69  PMN  cells,  19  band 
forms,  6 lymphocytes,  5 monocytes 
and  1 basophil. 

On  the  fifth  hospital  day  she  be- 
came comatose  and  developed  de- 


corticate posturing  of  the  right  up- 
per extremity  and  right  Babinski  re- 
sponse. Brain  scan  showed  increased 
uptake  over  the  left  parietal  area. 
EEG  showed  generalized  slowing  in 
delta  frequency  with  periodic  high 
voltage  discharges.  On  the  sixth  hos- 
pital day,  left  carotid  arteriogram 
demonstrated  a shift  to  the  right 
with  elevation  of  the  middle  cerebral 
artery  compatible  with  a mass  in  the 
left  temporal  lobe.  Signs  of  immi- 
nent left  uncal  herniation  developed 
and  a decompressive  craniotomy 
and  left  temporal  lobe  biopsy  were 
done.  Pathologic  examination  of 
the  biopsy  specimen  demonstrated 
acute  encephalitic  changes  but  no 
bacteria  or  inclusion  bodies  were 
seen.  Flerpes  simplex  virus  was  sub- 
sequently isolated  from  the  speci- 
men. 

After  decompression  the  patient's 
condition  began  to  improve.  She 
was  discharged  January  4,  1969, 
with  residual  right  hemiparesis  and 
an  expressive  aphasia.  She  was  last 
seen  in  August,  1969,  with  only  a 
minimal  residual  of  her  right  hemi- 
paresis. Her  aphasia  had  decreased, 
but  she  still  had  deficits  in  reading 
and  writing  skills. 

Virologic  Studies.  Brain  biopsy 
and  cerebrospinal  fluid  specimens 
were  processed  and  inoculated  into 
tube  monolayer  cultures  of  human 
diploid  fibroblast  tissue  cultures 
(HDF),  rhesus  monkey  kidney  tissue 
cultures,  and  one  or  two-day  old 
suckling  mice.  Identification  of  the 
isolates  was  done  by  standard  meth- 
ods.^ Isolates  were  further  shown 
to  be  oral  (Type  1)  herpes  simplex 
strains  by  the  typical  pock  morph- 


ology on  the  chorioallantoic  mem- 
branes of  chick  embryos.^ 

Acute  sera  were  obtained  within 

3 days  after  admission  and  convales- 
cent serum  samples  were  obtained  2 
weeks  later. 

Complement-fixing  and  neutraliz- 
ing antibody  titers  were  determined 

* Z 

using  standard  methods.  ° Results 
of  these  tests  are  shown  in  Table  1. 

Attempts  were  made  tew  deter- 
mine whether  complement-depend- 
ent neutralizing  antibody  was  also 
present  in  any  of  the  serum  samples. 
This  was  done  by  mixing  equal 
portions  of  the  serum  with  a 1:12 
dilution  of  guinea  pig  complement 
(which  had  a titer  of  160  hemolytic 
units  per  0.2  ml  of  undiluted  mater- 
ial) and  testing  in  parallel  with  the 
standard  neutralization  procedure. 
In  Case  3,  fresh,  non-immune  whole 
rabbit  serum  was  also  used  as  a 
source  of  complement.  No  comple- 
ment-dependent neutralizing  anti- 
body activity  was  detected  by  either 
method. 

DISCUSSION 

Since  Smith  et  al,  in  1941,  estab- 
lished that  herpes  simplex  virus 
could  cause  encephalitis,^  much  ef- 
fort has  been  put  forth  to  demon- 
strate herpes  simplex  as  an  etiologic 


* The  complement-fixation  tests 
were  done  under  the  supervision  of 
Mr.  Paul  Bonin,  Seattle-King  County 
Department  of  Public  Health. 


421 

Northwest  Medicine,  June,  1971 


agent  of  acute  necrotizing  encephal- 
itis during  the  acute  phase  of  the  dis- 
ease. Recent  evidence  that  herpes 
simplex  infection  may  result  from 
activation  of  a latent  infection  and 
the  existence  of  antigenic  cross  re- 
actions with  varicalla-zoster  viral 
antigens  raise  doubts  as  to  the 
reliability  of  serological  diagnosis 
alone. The  classical  Cowdry 
Type  A intranuclear  inclusions, 
which  are  seen  in  herpes  simplex 
\irus  infections,  have  also  been  re- 
ported with  Herpesvirus  simiae,  mea- 
sles, varicalla-zoster,  and  cytomeg- 
alovirus infections.^ ^ Electron  mi- 
croscopy studies  indicate  that  these 
inclusions  may  be  absent  when  only 
small  numbers  of  virus  particles  are 
present.  Recently  Lerner,  et  al, 
by  comparing  the  ratio  of  comple- 
ment requiring  neutralizing  anti- 
body to  non-complement  requiring 
neutralizing  antibody  in  acute  se- 
rum, were  able  to  make  an  early 
diagnosis  of  herpes  encephalitis.^^ 
We  were  not  able  to  substantiate 
these  results  in  our  laboratory'  in 
these  cases.  The  three  patients  had 
herpes  simplex  virus  isolated  using 
tissue  culture  techniques  either  from 
the  CNS  (Cases  1 and  3)  or  from 
the  CSF  (Case  2).  The  latter  is  of 
special  interest  since  only  three 
prior  herpes  simplex  isolations  from 
the  CSF  of  patients  with  herpes  sim- 
plex meningo-encephalitis  have  been 
reported. Johnson,  et  al,  have 
pointed  out  that  the  definitive  diag- 
nosis can  be  made  only  by  isolation 
of  the  virus  from  biopsy  material  or 
from  the  CSF.^^ 

The  prognosis  in  this  disease  is 
thought  to  be  extremely  poor,^  ^ yet 
there  has  not  been  a large  series  of 


culturally  proven  cases  to  substan- 
tiate this  assumption.  Bennett,  et  al, 
have  pointed  out  that  the  most  ap- 
parent cause  of  death  results  from 
edema  and  necrosis,  usually  localiz- 
ed to  the  temporal  lobes.^^  The 
swelling  contributes  to  uncal  herni- 
ation, with  impairment  of  brain 
stem  function.  Use  of  decompres- 
sive therapy  in  herpes  simplex  en- 
cephalitis has  received  little  em- 
phasis in  the  literature.  We  feel 
that  medical  measures  to  reduce 
cerebral  edema  favorably  influenced 
the  course  of  one  of  our  patients 
and  surgical  decompression  was  of 
benefit  in  another.  We  recommend 
these  methods  as  standard  treatment 
when  there  is  indication  of  increased 
intracranial  pressure.  Although  dex- 
amethasone  was  used  in  Case  3,  we 
do  not  advocate  routine  use  of  such 
steroids.  However,  when  brain  swel- 
ling is  life-threatening,  they  may  be 
of  value. 

Efficacy  of  lUDR  therapy  in  this 
disease  has  not  yet  been  substantiat- 
ed. Clarkson,  et  al,  found  that  no 
significant  quantities  of  lUDR  reach- 
ed the  CSF  after  intravenous  injec- 
tion, in  dogs.^^  Furthermore,  if  in- 
jected intracisternally  the  drug  was 
rapidly  metabolized  directly  by  the 
brain.  Breeden,  et  al,  using  a brain 
scan  to  detect  I -lUDR,  failed  to 
demonstrate  any  cerebral  uptake. 
The  fact  that  lUDR-resistant  strains 
of  herpes  simplex  have  been  found  in 
nature  is  also  a point  of  concern.^ ^ 

The  long  term  morbidity’  result- 
ing from  use  of  this  drug  has  not 
been  fully  determined,  since  it  was 
originally  used  for  neoplastic  disease 
unresponsive  to  other  forms  of  ther- 
apy. The  immediate  side  effects  of 


alopecia,  leukopenia,  stomatitis, 
thrombocytopenia,  mild  iodism,  gas- 
trointestinal bleeding,  and  possible 
hepatic  toxicity  are  well  document- 
ed.22,26  incorporation  of  lUDR 
into  mammalian  DNA  is  also  well 
known, as  is  the  marked  in- 
crease in  sensitivity  to  radiation  in- 
jury in  reproducing  human  cells.^®’^^ 
Furthermore,  studies  suggest  that 
there  is  an  enhanced  risk  of  mutagen- 
icity and  malignant  metaplasia.^^’^  ^ 

For  these  reasons,  we  would  urge 
caution  in  interpreting  claims  of 
therapeutic  success  by  using  an  agent 
such  as  lUDR,^^  particularly  in  a 
v'iral  disease  in  which  the  natural 
clinical  course  has  proved  to  be 
more  variable  than  formerly  appreci- 
ated. The  cases  herein  reported 
document  that  a successful  outcome 
can  occur  without  the  use  of  lUDR. 
At  the  present  time,  it  is  our  opinion 
that  lUDR  should  be  reserved  for 
use  only  in  severe,  life-threatening 
situations,  similar  to  that  seen  in 
Case  3;  i.e.,  deepening  coma,  seizures 
and  signs  of  severe  cerebral  swelling. 
Until  well  controlled  studies  using 
lUDR  are  forthcoming,  supportive 
care  and  measures  to  reduce  or  com- 
pensate for  cerebral  edema  should 
remain  the  mainstays  of  treatment 
of  herpes  simplex  encephalitis. 

4800  Sandpoint  Way  N.E. 

(98105) 
(Dr.  Ray) 

A reference  list  of  34  citations  was 
submitted  with  this  manuscript  but  is  not 
being  published.  For  the  benefit  of  those 
wishing  to  read  further  in  this  subject, 
the  reference  marks  have  been  retained. 
Photocopies  of  the  list  will  be  provided 
upon  request  to  the  editor.  Address: 
Editor,  Northwest  Medicine,  500  Wall 
Street,  Seattle  98121. 
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Drug  Therapy 

XIII  Adverse  Drug  Reactions 

GEORGE  N.  AAGAARD,  M.  D.,  Seattle,  Washington 


) 


Physicians  are  frequently 
under  criticism  because  of 
drug  reactions.  A recent  pub- 
lication estimates  that  the  an- 
nual cost  of  hospitalization 
because  of  adverse  reactions 
to  drugs  is  $900,000,000  in 
the  United  States.^  Although 
I question  the  figure  noted 
above  and  the  data  and  me- 
thods through  which  it  was 
derived,  I acknowledge  that 
adverse  drug  reactions  con- 
stitute a serious  problem.  The 
purpose  of  this  presentation 
is  to  review  the  steps  that 
physicians  can  take  to  prevent 
serious  adverse  effects  of 
drugs. 

the  therapeutic  decision 

First,  the  decision  to  pre- 
scribe a drug  should  be  made 
only  after  careful  considera- 
tion of  three  factors:  1,  haz- 
ard of  the  disease  to  the  pa- 
tient, 2,  efficacy  of  the  drug, 
and  3,  risks  or  hazards  asso- 
ciated with  use  of  the  drug. 
Individual  variation  in  re- 
sponse, and  potential  drug  in- 
teractions, must  also  be  con- 
sidered in  this  decision.  Only 
the  physician  can  make  the 
therapeutic  decision,  because 
only  he  knows  all  aspects  of 
the  patient’s  illness,  the  stage 
of  the  disease,  the  rate  of 
progress  of  the  disease,  and 
the  success  or  failure  of  pre- 
viously utilized  measures. 

Dr.  Aagaard  is  Professor  of  Med- 
icine Division  of  Clinical  Pharma- 
cology, University  of  Washington 
School  of  Medicine. 


He  must  carefully  balance 
evaluation  of  the  patient  and 
his  disease  with  knowledge  of 
the  efficacy  of  the  drugs  avail- 
able, and  their  hazards  as  they 
relate  to  the  individual  pa- 
tient. This  means  that  a phy- 
sician will  never  prescribe  a 
hazardous  drug  for  a minor 
indication.  Since  every  drug, 
even  the  most  commonly 
used,  has  its  potential  for  pro- 
ducing adverse  effects,  we 
should  never  write  a prescrip- 
tion unless  the  medication  is 
really  necessary.  If  a physi- 
cian has  evaluated  his  pyatient, 
and  arrived  at  his  diagnosis 
and  prognosis,  and  is  in  doubt 
as  to  the  relative  effectiveness 
and  dangers  of  the  available 
drugs,  he  should  call  someone 
who  has  had  significant  exper- 
ience with  the  particular  situa- 
tion. A brief  telephone  con- 
versation may  help  the  physi- 
cian make  the  therapeutic  de- 
cision. 

effects  of  disease 

The  primary  disease  may, 
itself,  make  adverse  effects 
more  likely.  Concurrent  or 
pre-existing  conditions  can 
have  marked  influence  on 
what  happens  when  some 
drugs  are  given.  Impaired 
kidney  function  can  delay  ex- 
cretion, causing  accumulation 
of  the  drug  to  toxic  levels. 
Liver  disease  may  cause  ad- 
verse drug  effects  when  a drug 
that  is  detoxified  by  the  liver 
is  administered.  Unfortuna- 
tely, these  and  other  items  in 


y 
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assessment  of  individual  pa- 
tients can  be  overlooked  all 
too  easily  and,  if  they  are, 
trouble  is  bound  to  crop  up. 
Much  of  that  multimillion  dol- 
lar bill  for  undesirable  drug 
effects  arises  from  just  such 
omissions. 

drug  interactions 

Drugs  may  influence  the  ac- 
tions of  other  drugs  by  modi- 
fying rates  of  absorption,  me- 
tabolism or  excretion,  by  re- 
leasing protein-bound  drugs, 
and  by  changing  the  internal 
environment  of  the  patient. 
Whenever  a drug  is  prescribed 
or  discontinued,  vve  must  mon- 
itor the  patient  for  possible 
changes  in  the  response  to  the 
other  drugs  that  the  patient 
is  taking.^^  Your  hospital 
pharmacist  may  be  able  to  ad- 
vise you  concerning  potential 
interactions. 

drug  history 

Current  interest  in  structur- 
ed records  (see  editorial  in  the 
March  issue  of  this  journal) 
suggests  that  drug  history 
should  be  part  of  every  pa- 
tient record.  Drugs  taken 
during  at  least  the  six  months 
preceding  present  illness 
should  be  listed  and  given 
careful  consideration.  Re- 
sponse should  be  known.  Ad- 
verse effects  of  any  kind  are 
alerting  signals.  Most  impor- 
tant is  a history  of  skin  rash, 
or  other  evidence  of  sensiti- 
vity to  the  proposed  drug  or 
related  compounds,  used  at 
any  time  in  the  past. 

patient  understanding 

Careful  studies  have  revealed 
that  a surprisingly  high  per- 
centage of  patients  either  do 


not  have  prescriptions  filled, 
or  fail  to  take  medications  as 
prescribed.  Be  certain  the 
patient  understands  your  in- 
structions regarding  the  medi- 
cation. Write  them  and  hand 
them  to  the  patient.  This  is 
especially  important  when  you 
change  the  daily  dose  of  a 
medication  that  the  patient  al- 
ready has  at  home.  In  this 
connection,  it  is  important  to 
ask  the  pharmacist  to  put  the 
name  of  the  drug  on  the  label. 
This  will  make  it  possible  for 
you  to  instruct  the  patient 
clearly,  if  you  wish  to  change 
dosage  of  one  of  several  drugs 
he  is  receiving. 

safety  first 

Dangerous  drugs  should  not 
be  prescribed  in  unnecessarily 
large  quantities  offeringa 
route  to  suicide.  Control  the 
frequency  of  refills,  and  the 
amount  of  drug  made  avail- 
able at  each  refill.  Some  phy- 
sicians insist  on  personal  tele- 
phone approval  for  every  re- 
fill. It  is  a nuisance,  but  it 
is  a good  practice  to  follow. 

monitoring  the  response 

Many  serious  drug  reactions 
could  be  prevented  if  response 
were  monitored  carefully.  In 
most  cases,  the  process  can 
be  stopped  if  the  drug  is  with- 
drawn on  an  early  warning. 
If  a specific  adverse  effect 
is  possible,  it  is  well  to  de- 
scribe it  and  ask  for  prompt 
report  of  first  symptoms,  but 
susceptibility  of  the  patient 
to  suggestion  must  be  weighed 
against  the  probability  of 
harm.  In  some  cases  it  is 
necessary  to  rely  on  the  old 
standby  - “report  if  you  have 
any  problems.” 

Repetitive  physical  exam- 


ination, sometimes  limited  to 
a mere  glance,  will  avoid  many 
drug  problems  but  laboratory 
tests  may  have  to  be  followed. 
Increasing  use  of  plasma  drug 
levels  will  undoubtedly  help 
in  the  future.  Monitoring  is 
not  only  important  in  present 
illness  but,  when  entered  on 
the  record,  may  prove  partic- 
ularly useful  in  a subsequent 
illness. 

age 

Drug  toxicity  is  more  likely 
to  occur  in  the  very  young 
and  the  very  old.  Adverse 
effects  have  occurred  because 
that  principle  has  been  for- 
gotten. 

conclusion 

We  have  available  today  po- 
tent medications  that  have 
great  possibilities  for  helping 
our  patients.  Unfortunately, 
almost  all  of  them  have  their 
possible  adverse  effects.  The 
doctor’s  challenging  responsi- 
bility is  to  give  his  patient  the 
benefits  of  modern  drug  thera- 
py and  to  minimize  the  dis- 
comfort or  risk.  It  isn’t  easy, 
but  it  surely  is  interesting. 

U.  of  W.  School 
of  Medicine  (98105) 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL'S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cuj)  iioi  lion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  lor 
1 Bread  and  V:  Fat 

Tomato 

Tomato,  Bisque  ol 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  lor 
1 Meat  and  I'/a  Bread 


Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  tor 
'/;  Bread  and  V;  Fat 
Asparagus,  Cream  ot 


Exchange  Substitution  lor 
Va  Meat  and  V2  Bread 
Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  300,  Campbell  Place, 
Camden,  N.J.  08101. 


Theresa  soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ . 

and,  it’s  made  by  vCUHpodl 
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PATHS  TO  THE  FUTURE  - 

WE  MUST  DECIDE  SOON 


The  accompanying  initial  report  of  the  Committee 
on  Long  Range  Planning  clearly  presents  to  our  Associ- 
ation the  necessity  of  making  decisions  that  may  have 
a tremendous  influence  on  the  practice  of  medicine  in 
Oregon  and  elsewhere. 

The  recommendations  are  broad  and  general  in 
scope  and  represent  policy  decisions  which  the  mem- 
bers of  our  Association  may  accept  or  reject  through 
House  of  Delegates  action.  The  report  is  presented 
now  to  allow  time  for  in-depth  discussion  by  com- 
ponent societies  and  direction  to  their  delegates  be- 
fore the  Annual  Meeting  in  the  Fall. 

It  is  important  to  recognize  that  several  of  the  con- 
cepts represent  a very  real  departure  from  present 
policies  and  approaches.  Others  call  for  a far  more 
vital  and  vigorous  OMA,  aggressively  pursuing  present- 
ly established  goals. 

Should  we  become  involved  in  directly  providing 
medical  care  in  areas  where  others  cannot  or  will  not 
do  it  as  well? 
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Are  we  really  willing  to  bolster  our  peer  review 
mechanisms  and  attempt  to  develop  more  effective 
new  methods  aimed  at  ensuring  a uniform  high  quality 
of  care  rather  than  merely  paying  “lip  service  to  the 
concept”? 

These  are  but  two  of  the  many  pertinent  questions 
the  report  poses  to  us. 

The  Committee  will  undoubtedly  be  proposing  pos- 
sible methods  of  implementation  in  the  near  future. 
Before  these  are  pertinent,  however,  we  are  confronted 
with  making  basic  decisions  as  to  the  paths  that  we 
wish  to  take  to  reach  the  goal  of  “the  highest  possible 
quality  of  medical  care  for  all  the  people  of  Oregon.” 
I am  sure  that  we  can  all  agree  that  this  goal  represents 
a solid  foundation  on  which  to  start  our  discussion. 


REPORT  OF  THE  COMMITTEE  ON  LONG  RANGE  PLANNING 


The  following  report  was  presented  to  the  OMA  Board  of  Trustees,  Saturday,  May  8,  1971,  by  Past- 
President,  Noel  B.  Rawls,  now  Chairman  of  the  Committee  on  Long  Range  Planning,  Importance  of 
this  committee's  report  is  emphasized  by  President,  Robert  L.  Hare,  on  the  preceding  page. 


RECOMMENDATIONS 


The  Committee  on  Long  Range  Planning  recognizes 
that  changing  circumstances  in  the  nation  directly  af- 
fect the  practice  of  medicine  in  matters  relating  to 
how  the  profession  will  practice  in  the  months  and 
years  ahead  and  to  what  extent  the  profession  must 
concern  itself  with  the  quality,  quantity,  and  cost  of 
medical  care  and  submits  the  following  recommenda- 
tions: 

1.  That  it  be  the  goal  of  the  Oregon  Medical  Associ- 
ation to  strive  for  the  delivery  of  the  highest  quality 
of  medical  care  to  all  of  the  people  of  Oregon. 

2.  That  OMA  accept  the  responsibility  of  institu- 
ting and  coordinating  a meaningful  assessment  and 
evaluation  of  the  availability  of  and  deficiencies  in 
primary  medical  care  in  Oregon. 

3.  That  OMA  evaluate  all  methods  of  delivery  of 
medical  care  currently  practiced;  encourage  experi- 
mentation in  new  and  innovative  approaches  to  medi- 
cal care  delivery  in  different  regions  of  the  State;  and 
consult  with  all  component  societies  and  other  health 
related  organizations  for  information  and  notification 
on  experimental  programs  in  the  delivery  of  health 
care. 

4.  That  inasmuch  as  the  delivery  of  medical  care  is 
a reasonable  concern  of  the  OMA,  the  OMA,  its  com- 
ponent societies  or  sponsored  organizations  become 
involved  in  the  delivery  of  health  care  or  health  care 
services  where  there  are  no  other  better  means  avail- 
able to  provide  such  care  or  services. 


5.  That  OMA  work  for  the  development  of  mini- 
mal uniform  requirements  for  all  medical  records  in 
physician  offices  and  hospitals. 

6.  That  OMA  and  its  component  societies  expand 
the  role  of  existing  peer  review  activities  so  as  to  im- 
prove the  delivery  of  quality  medical  care  wherever  it 
is  rendered,  by: 

a.  Developing  an  on-going  comprehensive  “be- 
fore the  formal  complaint”  evaluation  of  medical 
practices  aimed  at  discovering  deficiencies  and  cor- 
recting such  deficiencies  through  educational  meth- 
ods; 

b.  Seeking  out  and  using  financial  resources  to 
develop  genuine  and  effective  peer  review  mech- 
anisms and  capabilities; 

c.  Continuing  to  seek  methods  to  evaluate  a 
physieian’s  ability  to  practice  quality  medicine. 


NOEL  B.  RAWLS,  M.D.,  CHAIRMAN,  ASTORIA 
RALPH  E.  HIBBS,  M.D.,  MEDFORD 
JAMES  B.  HAWORTH,  M.D.,  PORTLAND 
DELBERT  M.  KOLE,  M.D.,  PORTLAND 
LOUIS  O.  MACHLAN,  JR.,  M.D.,  PORTLAND 
ROBERT  H.  POST,  M.D.,  PORTLAND 
OTTOC.  PAGE,  M.D.,  PORTLAND 
MR.  MASON  SMITH,  PORTLAND 


World  Health  Organization  Travel  Fellowships 


The  World  Health  Organization  will  make 
available  in  1972  a limited  number  of  short- 
term fellowships  for  travel  abroad  related  to 
the  “improvement  and  expansion  of  health 
services”  in  the  United  States.  This  support  is 
to  United  States  citizens  engaged  in  opera- 
tional or  educational  aspects  of  public  health. 

In  selecting  applications,  a special  commit- 
tee will  consider  the  professional  background 
of  the  individual,  the  field  and  locale  of  the 
study  proposed,  and  the  utilization  of  the  ex- 
perience by  the  applicant  on  his  return.  Em- 
ployees of  the  Federal  Government  are  not 
eligible.  Applications  will  not  be  considered 
for  the  pursuit  of  pure  research  projects,  for 
attendance  at  international  meetings,  nor  from 
students  in  the  midst  of  training  at  either  the 


undergraduate  or  graduate  level.  Applicants 
may  not  be  more  than  55  years  of  age. 

A fellowship  award  will  cover  per  diem  and 
transportation.  Except  in  very  unusual  cir- 
cumstances, it  will  be  limited  to  short-term 
travel  programs  averaging  about  two  months. 
Employers  of  successful  applicants  will  be  ex- 
pected to  endorse  applications  and  to  continue 
salary  during  the  fellowships.  Priorities  of 
award  will  be  established  up  to  the  total  of  the 
funds  available.  The  deadline  for  the  receipt 
of  completed  applications  is  September  30. 

Further  information  may  be  obtained  from 
Robert  W.  Jones,  III,  M.D.,  Chief,  Foreign 
Students  Education  Branch,  Bureau  of  Health 
Manpower  Education,  National  Institutes  of 
Health,  Public  Health  Service,  Room  1014, 
HEW-S,  Washington,  D.C.  20201. 
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TOMLIN  LECTURES  AT  MEDFORD 


n 


DAVID  C.  DAHLIN.M.D. 


JOHN  C.  IVINS,  M.D. 


ROGER  E.  CUPPS,  M.D. 


DAVID  L.  AHMANN,  M.D. 


EDWARD  H. SOULE,  M.D. 


The  John  Tomlin  Memorial  Cancer  Lectures  will 
be  given  at  the  Rogue  Valley  Country  Club,  Friday 
afternoon  and  Saturday  morning,  July  23  and  24. 
The  lectures  are  sponsored  by  the  Oregon  Division  of 
the  American  Cancer  Society  and  there  is  no  registra- 
tion fee.  The  program  is  acceptable,  by  the  American 
Academy  of  General  Practice,  for  seven  prescribed 
hours. 

A feature  this  year  will  be  a guest  speaker  from  the 
Oregon  Shakespearean  Festival  Company  at  a no-host 
luncheon  on  Saturday,  July  24. 

The  1971  Tomlin  Lectures  will  be  given  by  a five- 
man  team  from  the  Mayo  Graduate  School  of  Medi- 
cine, University  of  Minnesota.  The  Friday  program 
will  be  devoted  to  tumors  of  bone  and  the  Saturday 
program  to  soft  tissue  tumors. 


1:35  p.m.  Welcome 

W.  Wayne  King,  M.D. 

President,  Jackson  County  Units 
American  Cancer  Society 

1:40  p.m.  Welcome 

Harvey  W.  Baker,  M.D. 

President,  Oregon  Division 
American  Cancer  Society 

1 :45  p.m.  Classification  and  Pathology  of  Bone 
Tumors 

David  C.  Dahlin,  M.D. 


2:30  p.m.  Surgical  Treatment  of  Bone  Tumors 

John  C.  Ivins,  M.D. 


PROGRAM 


4:30  p.m.  Presentation  of  cases  — Questions 

and  Answers 


FRIDAY,  JULY  23 

11:30  a.m.  Registration 

1 : 30  p.m.  Introductions 

Andrew  C.  Lynch,  M.D. 
Chairman,  1971  Lecture  Series 


SATURDAY,  JULY  25 

9:10  a.m.  Recent  Trends  Relating  to  Tumors 


of  the  Somatic  Soft  Tissues 
Edward  H.  Soule,  M.D. 

continued  on  page  430 
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With  vitamins^  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing/'  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 


The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


© E.R.  Squibb  & Sons,  Inc.  1970 


n 


continued  from  page  428 

10;  1 5 a.m.  Fibrous  Tumors  of  liifuuts  and  Children 

Edward  H.  Soule,  M.D. 

1 1 :00  a.m.  Treatment  of  Soft  Tissue  Tumors 

John  C.  Ivins,  M.D. 


Chairman;  Yale  Sacks,  Chairman  1972;  June  P.  Byers; 
Frank  A.  Moore;  James  T.  Post;  Thomas  J.  Tinsley; 
John  T.  Brandenburg;  Robert  H.  Buck;  Oscar 
Heyerman;  Florian  Shasky;  Earl  L.  Lawson;  Robert 
M.  Turner;  and  Mrs.  Grace  Reymers,  Executive  Direc- 
tor, Jackson  County  Unit,  American  Cancer  Society. 


11:45  a.m.  Application  of  Radiation  and  Chemo- 
Tberapy  to  Management  of  Soft 
Tissue  Neoplasms 

Roger  E.  Cupps,  M.D. 

David  L.  Ahmann,  M.D. 


12:15  p.m.  Questions  and  Answers 

12:30  p.m.  Informal,  No-host  Luncheon 


The  program  was  planned  by  the  Jackson  County 
Committee  on  Arrangements:  Andrew  C.  Lynch, 


Oregon  Shakespearean  Festival 


July  22  - 
July  23  - 
July  24  - 

July  25  - 


Midsummer  Night’s  Dream 

Much  Ado  About  Nothing 

2:00  p.m.  Macbeth 

8:45  p.m.  Midsummer  Night’s  Dream 

2:00  p.m.  Henry  IV,  Parti 

8:45  p.m.  Midsummer  Night’s  Dream 


Admission  is  S5.00.  Orders  should  be  accompanied  by 
check  and  directed  to:  Shakespeare,  Box  605,  Ashland, 

Oregon  97520.  Orders  should  be  submitted  not  later  than 
July  1. 


UOMS  ALUMNI  MEETING  AND  SOMMER  LECTURES 


W.  R.  DRUCKER,  M.D 


G.  W.  LIDDLE,  M.D.  R.  0.  EGEBERG,  M.D 


F.  H.  BACH,  M.D 


BENS< 


Four  Oregon  physicians,  three  Sommer  Lecturers, 
and  one  federal  bureau  physician  produced  one  of  the 
best  UOMS  Alumni  programs  in  recent  years.  The 
meeting,  the  56th  annual  scientific  session  of  the 
Alumni  Association,  was  held  at  the  Benson  Hotel, 
Portland,  April  21-23. 

Herbert  Semler,  Class  of  1953,  reported  the  device 
he  has  developed  for  instantaneous  ECG  contacts,  per- 
mitting scope,  traced,  or  telemetered  observation  with- 
out the  delay  usually  required  for  placing  leads.  (His 
manuscript  on  the  device,  “QRSstat,”  has  been  accep- 
ted for  publication  in  a later  issue  of  this  journal.) 
C.  Conrad  Carter,  Class  of  1948,  discussed  control  of 
cerebral  blood  flow.  Faculty  members  Richard  L. 
Sleeter  and  Laurel  Case  participated.  Dr.  Sleeter  with 
current  information  on  mental  retardation  and  Dn 
Case  with  discussion  of  plans  at  UOMS  to  produce 
more  general  practitioners. 

Roger  O.  Egeberg,  Assistant  Secretary  for  Health 
and  Scientific  Affairs,  Department  of  Health,  Educa- 


tion and  Welfare,  was  featured  at  the  Alumni  Lunch- 
eon, Thursday,  April  22.  He  reported  on  development 
of  a comprehensive  health  plan,  as  requested  by  the 
President.  He  put  30  individuals  to  work  for  5 weeks 
and  came  up  with  275  options  to  be  presented  to  the 
President.  Some  of  these,  selected  by  Mr.  Nixon,  were 
presented  in  his  speech  of  February  18.  He  urges  devel- 
opment of  neighborhood  clinics  in  slums.  Dr.  Egeberg 
expects  to  set  up  several  and  check  their  usefulness 
after  a year  or  two.  He  believes  it  will  be  possible  to 
get  physicians  to  accept  duty  in  such  clinics  if  the  term 
of  service  could  be  limited  to  two  years.  He  supports 
the  concept  of  health  maintenance  organizations 
(HMO)  operated  on  a prepaid,  capitation  basis,  and 
expects  20  percent  of  the  population  to  be  served  by 
HMO’s  w'ithin  the  next  two  to  three  years. 

Sommer  Lectures  were  close  to  what  Ernst  A. 
Sommer  must  have  had  in  mind  when  he  established 
the  fund  to  provide  educational  lectures  for  physicians 
and  medical  students.  To  an  unusual  degree  three 
Sommer  Lecturers  were  able  to  present  information 
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that  is  in  process  of  development,  and  not  fixed  - some 
questions  have  been  answered,  some  remain,  and  new 
ones  have  arisen. 

Grant  W.  Liddle,  Vanderbilt  University  School  of 
Medicine,  ranged  from  a very  practical  discussion  of 
ten  varieties  of  curable  hypertension  to  metabolic  in- 
formation that  will  be  increasingly  useful  as  the 
science  develops.  The  latter  was  announced  as  Cyclic 
AMP  for  Physicians  Over  30.  The  knowledge,  not  the 
product,  was  the  deficiency  suggested  in  the  title  since 
the  function  of  cyclic  adenosine  monophosphate 
(CAMP)  has  been  recognized  so  recently  that  those 
over  30  got  no  information  on  it  while  in  medical 
school. 

Dr.  Liddle’s  first  lecture  listed  the  following  causes 
of  hypertension,  each  susceptible  to  treatment:  1 lico- 
rice in  excessive  amounts;  2 oral  contraceptives; 
3 coaretation  of  the  aorta;  4 congenital  adrenal  hy- 
perplasia; 5 Cushing’s  syndrome;  6 primary  aldostero- 
nism; 7 pseudo  aldosteronism;  8 cryptic  mineralo- 
corticoid  excess;  9 pheochromocytoma;  10  renal 
artery  stenosis. 

His  discussion  of  Cushing’s  disease  was  largely  a 
discussion  of  differential  diagnosis.  In  Chshing’s  dis- 
ease, plasma  cortisol  is  high  and  production  is  not 
rhythmic;  plasma  ACTH  is  high;  17-OHCS  response  to 
ACTH  is  positive;  response  to  metyrapone  is  positive; 
and  there  is  a partial  fall  of  cortisol  as  response  to  dex- 
amethasone.  Adrenal  tumor  is  distinguished  by  low 
plasma  ACTH;  no  response  to  metyrapone  and  no  fall 
of  cortisol  after  dexamethasone. 

William  R,  Drucker,  University  of  Toronto  Faculty 
of  Medicine,  gave  two  lectures  on  his  work  in  shock 
and  one  on  nutrition  of  surgical  patients.  There  is 
poor  correlation  between  volume  of  blood  loss  and 
drop  in  blood  pressure.  Pressure  falls  after  loss  of 
blood,  and  rises  as  adjustments  are  achieved  but  de- 
compensation of  this  mechanism  after  long  continued 
hypovolemia  leads  to  irreversible  shock.  Hypothermia 
reduces  excess  lactic  acid  and  prolongs  survival  after 
hemorrhage  - but  hypothermia  to  the  point  of  shiver- 
ing defeats  the  measure.  Animals  given  intravenous 
glucose  can  tolerate  shock  longer  than  the  controls. 
Blood  glucose  rises  in  shock,  then  falls.  Insulin  rises  in 
the  early  phase  of  shock.  All  hormones  rise  after 
hemorrhage.  Epinephrine  blocks  entry  of  glucose  into 
cells  and  impairs  stimulation  of  the  pancreas  by  glu- 
cose. After  surgery,  the  glucose  tolerance  test  indi- 
cates high  rise  of  glucose  and  delayed  fall  but  fructose 
tolerance  does  not  change.  Carbohydrate  deprivation 


induces  the  same  changes.  If  intravenous  glucose  is 
continued  after  surgery,  the  blood  glucose  level  rises  at 
first  but  returns  to  normal  and  stays  even  though  the 
administration  is  maintained.  When  intake  of  protein 
is  stopped,  the  individual  goes  into  negative  nitrogen 
balance  but  if  the  surgical  patient  is  given  nitrogen 
intravenously  the  negative  balance  does  not  occur. 
This  indicates  that  changes  in  nitrogen  balance  after 
surgery  are  nutritional  and  not  due  to  stress.  When 
fat,  amino  acids  and  hexose  are  given  there  is  almost 
no  postoperative  loss  of  weight.  However,  presently 
available  intravenous  preparations  are  not  fully  balanc- 
ed for  the  best  effect. 

Fritz  H.  Bach,  University  of  Wisconsin  Medical 
School,  presented  detailed  information  on  immunity 
response  as  it  affects  tissue  transplantation,  and  im- 
munotherapy of  cancer.  Histo-compatibility  is  deter- 
mined on  the  HL-A  system  with  11  antigens  identified 
so  far.  Two  are  inherited  from  the  father,  two  from 
the  mother.  Compatibility  can,  therefore,  be  found 
much  more  readily  in  siblings  than  from  non-relatives. 
Chance  of  finding  the  same  antigens  in  non-related  in- 
dividuals is  about  one  in  5,000.  Kidney  transplants 
from  identical  twins  give  two  year  survival  of  the  trans- 
plant of  100  percent.  In  siblings  who  are  HL-A  identi- 
cal, the  rate  is  95  percent  and  when  the  donor  is  unre- 
lated the  rate  falls  to  52  percent.  Cell  mediated  im- 
munity is  significant  in  graft-host  reactions  - the  graft 
cells  recognize  host  antigen  as  not  self.  Tissue  culture 
methods  are  being  used  to  determine  host  sensitivity 
by  culturing  macrophages,  adding  antigen  and  radio- 
active thymidine.  If  the  cells  have  been  sensitized,  the 
count  will  go  up. 

Future  treatment  of  caneer  by  immune  reactions 
will  probably  be  a combined  approach.  First  step  will 
be  removal  of  the  tumor  mass,  using  immunotherapy 
to  destroy  any  remaining  cells.  Tumor  associated  anti- 
gen can  engender  cell  mediated  immune  response. 
Some  children  have  been  observed  to  be  without  cell 
mediated  immune  response.  Ten  to  twenty  percent  of 
them  will  die  of  some  type  of  malignancy.  Patients 
treated  with  immunosuppressive  agents  after  receiving 
tissue  transplants  will  frequently  develop  malignancy. 
Immunotherapy  is  conducted  by  stimulating  the  pa- 
tients immunity  or  by  replacing  his  immunity  produc- 
ing system.  Cyclophosphamide  will  destroy  the  pa- 
tient’s own  immune  system.  Twenty-four  hours  later 
he  can  be  given  a bone  marrow  transfusion.  For  this 
purpose  the  host  and  donor  must  be  HL-A  identical. 
These  methods  are  just  developing. 


ETHICS  AND  DISCIPLINE 


Oregon  was  first  again  when  the  Oregon  Medical 
Association,  Oregon  Osteopathic  Association,  Multno- 
mah County  Medical  Society,  The  AMA  Judicial  Coun- 
cil and  the  Oregon  State  Board  of  Medical  Examiners, 
held  the  first  state  conference  on  medical  ethics.  The 
meeting,  at  Salishan  Lodge,  Gleneden  Beach,  Oregon, 
April  24,  was  also  supported  by  the  firm  of  Pownall, 
Taylor  and  Hays.  Since  the  meeting  dealt  only  with 
problems  confronting  physicians  in  Oregon,  it  was  at- 


tended only  by  those  invited.  Every  section  of  Oregon 
was,  therefore,  represented. 

Guest  speakers  were  E.  G.  Shelley,  Chairman  of  the 
AMA  Judicial  Council,  Edwin  Holman,  L.  L.  B.,  Sec- 
retary of  the  Council,  and  Rex  E.  Kenyon,  Past- 
President  of  Oklahoma  State  Medical  Association  and 
honorary  member  of  Multnomah  County  Medical 
Society.  Others  on  the  program  were  Harry  E.  Sprang, 
Seeretaiy-Treasurer  of  the  Board  of  Medical  Examin- 
ers, Allan  Ferrin,  Chairman,  Daniel  B.  Bond,  D.O. 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


tabu; 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain/’^  yet  unlikely  to  cause  the  gastric  irritation^’^  or  in- 
creased bleeding  time'*  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders®’ 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.® 


Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


McNEtL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


( McNEIL 


Contraindications;  Sensitivity  to  either  component.  Warnings:  Usa 
in  Pregnancy— Use  in  woman  of  child-bearing  potential  only  wh 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  ca 
tion  in  patients  with  known  allergies  or  history  of  drug  allergies, 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dji 
function  are  observed,  the  drug  should  be  stopped.  Adverse  Reactioi 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  ov( 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rare 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edei 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazon 
may  possibly  have  been  associated  with  gastrointestinal  bleedir 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prc| 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  t 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  t< 
lets  q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEI 
—bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  H:3 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vicke 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Britt 
A.  F.  H.:  New  Engl.  J.  Med.  25^:1270,  1970  (Corresp.).  5.  Kestler,  O.  C.,  a 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372.  1962.  6.  Forster,  S.,  et  al.:  Amer 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories,  Inc.  8.  Friend,  D. 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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Photos  courtesy  of  Ray  L.  Casterline,  M.  D.,  Editor  of  The  Bulletin  of  the  Federation  of  State  Medical  Boards. 


First  Conference  on  Medical  Ethics  in  Oregon.  1 Harry  E.  Sprang,  M.D.,  Secretary-Treasurer  of  the  State  Board  of  Med- 
ical Examiners  and  Chairman  of  the  Conference.  2 Daniel  B.  Bond,  D.O.,  Past-President  of  the  Oregon  Osteopathic  Associa- 
tion. 3 Carl  Kostol,  Vice-Chairman,  State  Board  of  Medical  Examiners.  4 Edwin  J.  Holman,  L.L.B.,  Secretary  of  the 
Judicial  Council,  American  Medical  Association.  5 Rex  E.  Kenyon,  M.D.,  Past-President,  Oklahoma  State  Medical  Associ- 
ation and  Honorary  Member,  Multnomah  County  Medical  Society.  6 David  E.  Reid,  D.O.,  Past-Chairman,  Board  of  Medi- 
cal Examiners.  7 Mr.  Holman,  Dr.  Shelley,  and  Dr.  Kenyon  in  panel  discussion.  8 Max  H.  Parrott,  M.D.,  Chairman  of  the 
Board  of  Trustees,  American  Medical  Association,  introduced  Dr.  Shelley.  9 Elmer  G.  Shelley,  Chairman  of  the  Judicial 
Council,  American  Medical  Association. 


Past-President  of  Oregon  Osteopathic  Association, 
Carl  Kostol,  Vice-Chairman  of  the  Board,  David  E. 
Reid,  Past-Chairman  of  the  Board,  George  M.  Robbins, 
Chairman  of  the  OMA  Peer  Review  Committee,  Ralph 
Crawshaw,  Trustee,  MCMS  and  Herman  A.  Dickel, 
Past-President  of  OMA.  Max  H.  Parrott,  Chairman  of 
the  Board  of  Trustees  of  AMA,  presided  at  the  lunch- 
eon at  which  Dr.  Shelley  delivered  his  address. 

Although  billed  as  a conference  on  ethics,  the  meet- 
ing was  devoted  largely  to  discussion  of  medical  disci- 
pline in  Oregon.  Feature  of  the  program  was  a mock 
hearing  by  the  Board  to  consider  revocation  of  license 


of  one  Albert  Greenacre,  M.D.,  ably  played  by  E.  1. 
Silk,  of  Pendleton. 

Full  legal  formalities  were  carried  out,  including 
publication  of  notices  of  hearing,  and  sworn  copies  of 
the  complaints.  Testimony  was  offered  by  an  investi- 
gator for  the  Board  and  the  defendant  was  examined 
by  lawyer  for  the  Board  and  his  own  attorney. 

The  defendant  was  an  overworked,  elderly  physi- 
cian in  solo  practice  in  Trolling,  Hood  Pass  County, 
Oregon.  He  was  charged  with  failure  to  hospitalize  a 
young  girl  with  acute  appendicitis,  with  prescribing 
chloramphenicol  to  treat  what  he  diagnosed  as  bron- 
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chitis  for  a patient  who  subsequently  died  of  leukemia, 
with  performing  a herniorrhaphy  on  a patient  in  sub- 
acute heart  failure,  and  with  removing  a facial  tumor 
without  submitting  the  specimen  to  a pathologist  al- 
though the  patient  had  previously  had  a squamous 
cell  carcinoma  of  the  face  at  another  site.  Upon  each 
of  these  complaints  he  was  charged  as  provided  in 
Oregon  statute,  with  gross  negligence  in  the  practice  of 
medicine  and  manifest  incapacity  to  practice  medicine. 

The  investigator  was  sworn  in  with  full  legal  form- 
ality, as  was  the  defendant.  There  were  objections  to 
questions,  ruled  upon  by  the  Chairman  of  the  Board, 
and  other  elements  illustrating  a typical  case  brought 
to  the  hearings  actually  held  by  the  Board. 

Those  attending  were  made  aware  of  the  problem 
of  decision  in  such  cases  by  being  asked  for  opinion  on 
guilt  on  each  count  and  for  determination  of  the  pen- 
alty. As  the  well  acted  play  developed  it  became  ob- 
vious that  the  physician  had  not  rendered  the  best  of 
care  to  the  four  patients  involved.  And  he  had  not 
kept  up.  But  he  was  overworked,  in  a small  town 
where  his  services  were  needed.  Just  what  should  a 
Board  of  Medical  Examiners  do  in  such  a case?  They 
have  responsibility  to  the  people  of  Oregon  as  well  as 
to  physicians  who  have  been  less  than  perfect.  Should 
the  doctor  lose  his  license  - or  should  he  be  helped? 


Although  the  actual  Board  members  played  them- 
selves in  the  mock  hearing,  they  did  not  report  a deci- 
sion that  might  have  been  made  in  a similar  case. 
However,  a few  members  of  the  Board  offered  their 
individual  conclusions  - and  they  differed  from  the 
majority  opinion  of  those  in  the  audience.  Had  the 
tabulated  response  from  those  attending  been  used. 
Dr.  Greenacre  would  have  lost  his  license.  But  had  the 
actual  members  of  the  Board  decided,  he  would  have 
been  directed  to  attend  a certain  number  of  refresher 
courses  and  his  continuing  performance  would  have 
been  observed. 

This  difference  was  not  emphasized  at  the  meeting 
but  it  provides  striking  illustration  of  what  Oregon’s 
Board  of  Medical  Examiners  actually  does  in  its  effort 
to  keep  only  high  quality  medical  care  available  to  the 
people  of  Oregon.  Subsequent  information  provided 
at  the  meeting  made  it  obvious  that  the  constant  ef- 
fort of  the  Board  is  directed  toward  rehabilitation  of 
the  erring  physician,  whether  he  errs  by  failing  to  keep 
up  or  by  falling  victim  to  habitual  use  of  alcohol  or 
drugs.  From  numerous  informal  reports  as  well  as  in- 
formation provided  at  this  meeting,  it  is  clear  that  the 
Board  has  been  highly  successful  in  its  constructive 
approach  and  that  it  has  used  its  disciplinary  power 
with  wise  restraint. 


Board  of  Trustees 


The  Oregon  Medical  Association  Board  of  Trustees 
met  Saturday,  May  6,  1971,  at  OMA  Headquarters. 
Highlights  of  the  Board’s  actions  and  considerations 
follow. 

Life  membership  was  granted  to  C.  J.  Rademacher, 
Bend.  Dr.  Rademacher  has  been  a member  of  the 
Association  since  1934.  Active  Emeritus  membership 
was  awarded  Valdemar  Chronovsky,  Canby;  Waldo  G. 
Harman,  Beaverton;  Hall  Seely,  Roseburg;  and  Franz 
Stenzel,  Portland.  Gordon  C.  Edwards,  Portland; 
Hilton  Rose,  Salem;  Theodore  Staprans,  Salem;  and 
Charles  Bradley,  Tigard,  were  granted  Associate  Emer- 
itus status. 

The  Executive  Committee’s  recommendation  that 
the  Midyear,  1973,  meeting  of  the  Oregon  Medical 
Association  House  of  Delegates  be  held  at  Kaneeta 
Lodge  was  approved.  The  new  facility,  which  will  be 
constructed  on  the  Warm  Springs  Indian  Reservation, 
will  welcome  the  House  of  Delegates  April  6-8,  1973. 
The  1972  Midyear  meeting  will  be  held  at  the  Country 
Squire  Inn  North  of  Eugene. 

The  Board  also  voted  to  affirm  the  Executive 
Committee’s  recommendation  not  to  purchase  the 
McNaughton  home  immediately  behind  OMA  Head- 
quarters. The  property  was  recently  placed  on  the  mar- 
ket, and  OMA  officials  had  studied  the  possibility  of 
buying  the  home  as  an  investment  and  as  a site  for  fu- 
ture expansion  of  Association’s  Headquarters  facility. 

The  report  of  the  Committee  on  Long  Range  Plan- 
ning was  deferred  to  allow  the  membership  an  oppor- 
tunity to  peruse  it  and  to  offer  comments  on  its  con- 
tents. The  Trustees  instructed  that  the  recommenda- 
tions appear  in  Northwest  Medicine’s  next  issue. 


Chairman  Bill  B.  Ferguson  presented  the  report  of 
the  Committee  on  Public  Relations,  which  contained 
one  recommendation  to  change  a portion  of  the 
“Code  of  Cooperation”  between  doctors,  hospitals  and 
the  press.  The  recommendation  was  approved  by  the 
Board.  Dr.  Ferguson  noted  the  revised  edition  will  be 
distributed  to  all  members  as  soon  as  it  is  printed. 

The  report  of  the  Committee  on  Public  Policy,  as 
presented  by  Chairman  Roy  A.  Payne,  was  adopted  by 
the  Board.  It  carried  one  recommendation  establish- 
ing OMA  positions  on  five  bills  introduced  since  the 
House  of  Delegates  met  in  early  April: 

S.B.  697  — Requires  health  insurance  policies  to 
cover  charges  for  vasectomies  and  tubal  ligation  — 
OPPOSE. 

H.B.  1052  — Amended  to  require  certification  of 
need  for  construction  of  new  or  expansion  of  existing 
hospital  facilities  — SUPPORT. 

H.B.  1991  — Deletes  existing  abortion  statutes  and 
declares  abortion  legal  only  in  cases  where  life  of 
mother  is  in  danger  or  where  pregnancy  results  from 
felonious  intercourse  if  reported  within  24  hours  of 
occurrence  — OPPOSE. 

H.B.  3026  — Welfare  contracts  for  categorical  as- 
sistance - STRONGLY  SUPPORT. 

S.B.  716  — Revocation  of  license  for  discrimina- 
tion or  refusal  to  testify  in  judicial  proceedings  — 
STRONG L Y OPPOSE. 


Report  of  the  Committee  on  Long  Range  Planning  will  be 
found  on  page  427,  this  issue.  Ed. 
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UNOFFICIAL  BOX  SCORE 
(Sometimes  You  Can't  Even  See  the  Players) 
Portland,  Oregon,  1971 


The  amount  of  available  factual  information  about 
air  pollution  that  pertains  to  health  is  much  less  than 
one  might  believe  from  either  the  volume  of  data  pur- 
ported to  be  significant  or  the  emotionalism  of  the 
cries  raised.  This  box  score  attempts  to  describe  what 
is  now  known  about  air  pollution  in  the  Portland  area. 
Concentrations  of  pollutants  are  a better  measure  than 
numbers  of  tons.  However,  they  are  less  easily  sum- 
marized and,  for  the  most  part,  not  presently  handy. 

Before  proceeding,  some  background  may  be  ap- 
propriate. In  1939  the  predecessor  of  the  Oregon 
State  Environmental  Quality  Commission  (EQC)  was 
created.  In  1951  the  State  was  empowered  to  prevent 
or  control  air  pollution,  and  by  1968  three  district  Air 
Pollution  Authorities  were  operating,  which  now  share 
this  responsibility  with  EQC.  Legislation  has  been 
provided  for  fines  or  imprisonment  of  violators,  or 
both.  Many  standards,  rules  and  regulations  for  emis- 
sion or  concentration  of  pollutants  have  been  set  by 
the  Federal  Government,  EQC,  and  regional  authori- 
ties. 

The  Columbia-Willamette  Air  Pollution  Authority 
(CWAPA)  has  established  a sample-station  network  to 
determine  and  record  concentration  of  pollutants. 
This  Authority  also  requires  all  apartment  buildings 


and  all  commercial  and  industrial  operations  to  con- 
trol emissions  in  compliance  with  specific  rules.  This 
measure  alone  has  reduced  air  pollution  from  all  sour- 
ces by  11,000  tons  per  year  (2.0  percent).  Installation 
of  control  devices  at  twenty-five  existing  foundries 
has  reduced  emissions  by  32,000  tons  per  year  (8.5 
percent).  Control  over  dismantling  and  burning  of 
automobiles  has  reduced  pollution  by  1,050  tons  per 
year.  Reduction  of  other  industrial  pollutants  by 
7,000  tons  (5.3  percent)  should  be  accomplished,  dur- 
ing 1971,  in  the  Columbia-Willamette  area. 

In  February,  1971,  under  the  1970  amendments  to 
the  Federal  Air  Quality  Control  Act  of  1967,  national, 
primary,  ambient-air  quality  standards  were  proposed 
for  particulants,  sulfur  oxides,  carbon  monoxide,  pho- 
tochemical oxidants,  hydro-carbons  and  nitrogen  ox- 
ides. By  February  1,  1972,  Oregon  and  Washington 
must  submit  implementation  plans  for  attaining  the 
ambient-air  standards  within  three  years.  In  addition 
to  the  primary  standards,  which  are  those  deemed 
necessary  to  protect  health,  secondary  standards, 
which  will  protect  “human  welfare,”  are  to  be  estab- 
lished. 


NELSON  R.  NILES,  M.D. 


•V 


FORUM 


continued  from  page  394 


sponsibility  for  patient  care,  fees  charged  by  the  phy- 
sician for  care  rendered  by  his  medex  employee  should 
not  be  less  than  would  have  been  charged  had  he,  him- 
self, performed  the  task.  This  decision  reflects  the 
concern  of  the  MEDEX  Program  over  precisely  the 
question  raised  by  Dr.  Kittredge  and  the  determina- 
tion to  prevent  establishment  of  a dual  system  of  fees, 
and  subsequent  development  of  two  kinds  of  medical 
care. 

There  is  no  question  that  new  types  of  health  man- 
power are  being  developed  in  our  country.  MEDEX  is 
the  only  program  that  has  been  developed  for,  and 
controlled  by,  practicing  family  physicians.  It  is  the 
only  paraphysician  program  that  other  states  are  now 
replicating.  The  pioneering  physicians  who  are  partici- 
pating in  the  program  feel  that  it  is  one  of  the  few  an- 
swers medicine  has  to  the  present  heavy  demand  for 
physicians’  services.  Moreover,  it  is  one  of  the  logical 
steps  to  be  taken  in  view  of  the  probable  development 
of  a national  health  insurance  program.  If  we  look 
across  our  northern  borders,  at  the  experience  of  our 
Canadian  neighbors,  we  can  predict  a significant  in- 
crease in  medical  care  utilization  rates.  MEDEX  is  an 
answer  for  presently  overworked  physicians  whose 
problems  may  soon  be  aggravated. 

Finally,  in  addition  to  providing  an  economically 
feasible  way  of  cutting  down  on  60-80  hour  work- 
weeks, MEDEX  is  one  of  the  few  programs  we  can 
develop  to  simultaneously  maintain  quality  care  and 
meet  the  steadily  increasing  demand  for  medical  ser- 
vices. Far  from  being  a threat,  the  physician-controlled 


MEDEX  concept  is  one  of  the  bulwarks  that  can  be 
developed  to  protect  fee-for-service  medical  practice. 

The  concerns  expressed  by  Dr.  Kittredge  are  our  j 

concerns,  and  ue  are  constantly  keeping  them  in 
mind.  These,  and  other,  constructive  criticisms  are  ' 

most  welcome.  ! 

Sincerely  yours,  j 

RICHARD  A.  SMITH,  M.D. 

Try  Medication  First  ! 

I 

The  Dalles,  Oregon 

Editor,  NORTHWEST  MEDICINE:  | 

Re:  L.  A.  Healey’s  article  on  Carpal  Tunnel  Syn- 
drome, page  179,  March  1971: 

I am  sorry  to  see  such  an  article  without  mention- 
ing of  the  sometimes  effectiveness  of  anti-rheumatic 
medications,  such  as  phenylbutazone  (Butazolidin) 
and  indomethacin  (Indocin). 

The  hidden  pathology  is  usually  swelling  incidental  i 

to  a rheumatic  teno-synovitis  of  the  flexor  tendons. 

This  is  often  amenable  to  anti-rheumatic  medication. 

Sincerely  yours, 

T.  L.  HYDE,  M.D. 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  Seattle,  Washington  98iis 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  J.  Walfred  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting  September  19-22,  1971,  Seattle 


OFFICIAL  PUBLICATION 

PROPOSED  AMENDMENTS  TO  THE 
CONSTITUTION  OF  THE 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

ARTICLE  III  - MEMBERSHIP 

Section  1.  Classes  of  Membership.  The  membership  of  this  Association  is  composed  of 
(£)  Medical  Student,  Intern  and  Resident  Members 

Section  7.  Medical  Student,  Intern  and  Resident  Members. 

(a)  Medical  student  members  are  those  medical  students  who  are  full-time  students  of  an  accredited  medical 
school  in  the  State  of  Washington  and  who  are  making  satisfactory  progress  toward  the  attainment  of  the  degree 
of  doctor  of  medicine,  and  who  are  elected  to  a comparable  membership  classification  in  a component  society. 

(b)  Intern  and  Resident  Members  are  those  interns  and  residents  who  are  in  training  and  employed  by  a 
medical  institution  which  is  qualified  for  certification  or  meets  licensing  requirements  by  the  State  of  Washington 
and  who  do  not  engage  in  the  private  practice  of  medicine,  and  who  are  elected  to  a comparable  membership 
classification  in  a component  society. 

Renumber  Section  7 to  Section^ 

ARTICLE  VI-HOUSE  OF  DELEGATES 

Section  2.  Composition. 

(c)  A medical  student,  intern  and  resident  member  shall  be  eligible  for  election  to  serve  as  a delegate  or  alter- 
nate delegate,  if  the  Constitution  and  By-Laws  of  a component  society  so  provide. 

ARTICLE  IX  - FINANCE 

Section  1.  Raising  of  Funds. 

(a)  by  such  annual  dues  from  Active^((and))  Associate,  and  Medical  Student,  Resident  and  Intern  members 
of  this (and  continue) 

Article  XII  states:  This  Constitution  may  be  amended  in  whole  or  in  part  at  any  annual  session  by  a two-thirds  vote  of  all  dele- 
gates present  and  voting  provided  that  prior  to  that  time  the  amendment  (a)  has  been  presented  in  writing  at  an  open  meeting  of 
the  House  of  Delegates  at  the  previous  annual  session,  and  (b)  thereafter  has  been  published  during  the  ensuing  year  in  at  least  two 
issues  of  the  Association’s  official  journal. 

Material  underlined  is  to  be  added  and  material  in  double  parentheses  is  to  be  deleted,  if  the  proposals  are  adopted. 
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ARTICLE  XIV  - REFERENDUM 


The  House  of  Delegates  may  elect  by  a two-thirds  majority  to  refer  any  issue  to  the  vote  of  the  Active  Member- 
ship. Ballots  will  be  distributed  by  mail  by  the  Secretary.  Information  pro  and  con  shall  be  distributed  with  the 
ballots.  The  Executive  Committee  shall  designate  who  shall  be  in  charge  of  the  pro  and  con  arguments.  The 
voting  date  shall  be  set  by  the  House  of  Delegates  so  as  to  allow  sufficient  time  for  dissemination  of  information 
and  printing  of  ballots.  In  cases  where  events  may  cause  rapid  changes  in  the  situation,  results  of  the  vote  shall  be 
directive  but  not  necessarily  binding  upon  the  action  of  the  House  of  Delegates. 


ARTICLE  XV  - INITIATIVE 

A statewide  vote  of  the  Active  Membership  of  the  Association  may  be  called  for  on  any  issue  by  a validated 
petition  of  20%  of  the  Active  State  membership.  The  vote  shall  be  administered  in  the  same  manner  as  for  Refer- 
endum. The  results  of  such  a vote  shall  be  presented  to  the  House  of  Delegates  at  the  next  Annual  Meeting,  and 
shall  be  directive  but  not  necessarily  binding  upon  the  action  of  the  House  of  Delegates. 


ACTIONS  BY  THE  1971  LEGISLATURE 

January  11  — May  10,  1971 

Reported  by  Harlan  Knudson,  Director  Government  Affairs,  WSMA 


HB  11.  Prohib  its  possession  of  marijuana  by  a 
physician.  WSAAA  not  opposed.  Passed  as  part  of 
SB  146. 

HB  143.  Permits  one  person  to  serve  as  pres- 
ident, vice  president,  secretary  and  treasurer  of 
professional  corporation.  WSMA  supported. 

Passed. 

HB  157.  I mmunity  to  hospital,  physician  and 
blood  bank  if  malaria  or  hepatitis  is  incurred  from 
blood  transfusion.  WSMA  supported.  Passed. 

HB  239.  Would  remove  liability  from  qualified 
person  withdrawing  blood  for  blood-alcohol  test, 
at  written  request  of  law  enforcement  officer, 
from  person  who  is  unconscious  or  unable  to 
give  consent.  WSMA  supported.  Failed. 

HB  255.  Re-write  of  Medical  Practice  Act.  WS- 
MA supported.  Failed. 

HB  298.  Provides  health  insurance  coverage  for 
school  directors,  students,  employees  of  school 
districts  and  employees  of  institutions  of  higher 
education.  Bill  amended  so  optometry,  chiroprac- 
tic, podiatry  and  osteopathy  must  be  provided. 
WSMA,  WPS  opposed.  Passed. 

HB  305.  Mandatory  reporting  of  suspected 
cases  of  child  abuse.  WSMA  did  not  oppose  man- 
datory reporting.  Bill  carries  misdemeanor  pen- 
alty. Passed. 

HB  348.  Would  provide  that  doctor-patient 
privilege  not  apply  in  personal  injury  cases. 
WSMA  supported.  Failed. 

HB  351.  Provides  immunity  for  physician 
when  bringing  charge  of  unprofessional  conduct 
to  appropriate  county  medical  society,  hospital  re- 


view committee  or  State  Medical  Disciplinary 
Board,  and  makes  written  records  of  such  com- 
mittees immune  from  subpoena  or  discovery  pro- 
ceedings except  in  suits  brought  by  physician 
charged.  WSMA  supported.  Passed. 

HB  379.  Provides  Board  of  Medical  Examiners 
authority  to  waive  Basic  Science  requirement. 
WSMA  supported.  Bill  amended  allowing  chiro- 
practor to  use  title  "Dr."  in  conjunction  with 
"Chriropractor,"  and  to  permit  chiropractors  to  be 
examined  in  X-ray.  Passed. 

HB  385  and  HB  387.  Would  amend  Osteo- 
pathic Act.  WSMA  opposed.  Failed. 

HB  405.  Modif  ies  requirements  for  executive 
secretary  of  LPN  licensing  board  and  clarifies 
1967  law  on  written  follow-up  orders  given  to 
LPN  by  physician.  WSMA  supported.  Passed. 

HB  439.  Would  require  hardening  of  prescrip- 
tion lenses.  WSMA  did  not  oppose.  Failed. 

HB  553.  Governor's  executive  request  to  enact 
"Comprehensive  Health  Planning  Act  of  1971  and 
Certificate  of  Need  for  Construction  of  Hospitals 
and  Nursing  Homes."  WSMA  supported  in  prin- 
ciple. Bill  amended  forcing  chiropractor,  osteo- 
path, optometrist,  plus  physician,  on  CHP  Coun- 
cil. Hospital  Rate  Commission  not  added  to  bill. 
Passed. 

HB  603.  Would  establish  state  board  of  nat- 
uropathic examiners.  WSMA  opposed.  Failed. 

HB  684.  Provides  that  any  disability  insurance 
contract  that  pays  benefits  for  medical  and  sur- 
gical services  also  provide  services  by  licensed 
psychologist.  WSMA  did  not  oppose.  Passed. 
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CONTINUIM 

Compiled  by  Washington/Alaska  Regional  Medical  I'jn! 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

DIAGNOSIS  AND 

UOMS  Department  of 

UOMS  Division  of 

University  Hospital, 

Physicians 

MANAGEMENT  OF 

Dermatology 

Continuing  Medical 

Portland 

OAGP  credit 

COMMON  DERMA-  Education  9 hours 

TOLOGIC  PROBLEMS 


POSTGRADUATE  Practicing  physicians 
PRECEPTORSHIPS: 

HEART  DISEASE, 

CANCER,  NEUROLO- 
GICAL DISORDERS 
AND  OTHER  FIELDS 
BY  ARRANGEMENT 


OFFICE  MANAGE-  Glen  E.  Hayden,  M.D. 
MENTOFOB-GYN  Chairman 
DISORDERS 


HB  719.  Would  establish  hospital  rate  com- 
mission. WSAAA  opposed.  Failed. 

HB  720.  Provides  that  malpractice  actions  must 
be  brought  within  three  years  from  date  of  al- 
leged wrongful  act  or  one  year  from  time  patient 
discovers  negligence,  whichever  time  period  ex- 
pires last.  WSMA  supported.  Passed. 

HB  735.  Workmen's  Compensation.  WSAAA  did 
not  take  position.  Passed. 

HB  762.  Requires  preplacement  study  of  pros- 
pective adoptive  parents.  WSAAA  supported. 

Passed. 

HB  768.  Adoption,  hard  to  place  children. 
WSAAA  did  not  take  position.  Passed. 

HB  816.  Directed  State  Employees'  Insurance 
Board  to  provide  employees  with  choice  of  health 
care  coverage  by  an  insurance  carrier,  a health 
care  service  contractor,  or  a panel  medicine  plan. 
WSAAA  supported.  House  amendments  to  HB  816 
changed  intent  of  bill.  Failed. 

HB  853.  Liberalizing  advertising  and  sale  of 
contraceptives.  WSAAA  supported.  Passed. 

HB  911,  912,  913,  916.  Related  to  optometry. 
(See  HB  298)  WSAAA  opposed.  Failed. 

HB  998.  Establish  statewide  medical  examiner 
system.  WSAAA  supported  with  amendments. 

Failed. 

HB  1079.  Established  AAedical  Education  Board 
for  State  of  Washington;  based  on  legislation  en- 
acted in  Indiana.  House  of  Representatives  passed 


Washington/Alaska  Re-  Hospitals  in  Seattle,  Physicians 

gional  Medical  Program;  Spokane  and  Tacoma 

Division  of  Continuing 
Medical  Education,  Univer- 
sity of  Washington  School 
of  Medicine;  Washington 
State  Medical  Association 

Division  of  Continuing  The  Mason  Clinic,  Physicians 

Medical  Education,  Seattle 

Virginia  Mason  Medical 
Center 


a floor  resolution  calling  for  the  Council  on  High- 
er Education  to  make  an  interim  study  on  all 
aspects  of  medical  education  in  the  State  of 
Washington.  WSAAA  supported  study.  Resolution 
for  study  passed. 

SENATE  BILLS 

SB  31.  Required  blood  test  for  venereal  dis- 
ease prior  to  marriage.  WSAAA  supported.  Failed. 

SB  51.  Provided  minimum  of  $15  license  re- 
newal fee  for  professionals  with  maximum  of 
$25.  Increases  physician  from  $7  to  $15,  with 
retired  over  65  and  out-of-state  set  at  $7.50. 
WSAAA  first  opposed  and  then  agreed  to  increase. 
Passed. 

SB  60.  Required  attending  physician  to  file 
certificate  of  pregnancy  termination  with  Regis- 
trar. WSAAA  opposed.  Failed. 

SB  64.  This  bill,  with  amendment  permitting 
individual  to  seek  occupational  driver's  license 
when  refusing  a breathalizer  test  amended  into 
HB  321 . WSAAA  opposed.  Passed  in  HB  321 . 

SB  103.  Amended  law  pertaining  to  visual  and 
auditory  screening  in  schools.  WSAAA  supported 
with  amendments.  A floor  resolution  was  re- 
quested directing  interim  Joint  Committee  on 
Education  to  study  health  education  and  programs 
in  schools.  Passed. 

SB  113.  Would  give  Department  of  Social  and 
Health  Services  rule-making  power  over  ambu- 
lance equipment  and  training.  WSAAA  supported 
in  principle.  Failed. 
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DICAL  EDUCATION 

Regional  Medical  Program,  Maunfain  States  Regional  Medical  Program. 


NROLLMENT  LIMIT  DURATION 

IV2  days 

DATE  AND  HOUR 

June  1 8 

9:00-4:30 
June  19 

9:00-12:00 

FEE 

$50 

INFORMATION,  REGISTRATION 

Director  of  Continuing  Medical 
Education,  University  of  Oregon 
Medical  School,  Portland  97201 

one  To  be 

individually 

arranged 

To  be  individually 
arranged 

None 

Postgraduate  Preceptorships 
Project,  Washington/Alaska 
Regional  Medical  Program, 
530  "U"  District  Building, 
Seattle  98105 

lone 


r/zdays  July  23,  24  $35 

July  23  - 

Registration:  8:30  a.m. 
Session:  9:00  a.m.-  5:00  p.m. 
July  24 

Session:  9:00  a.m.-  12  noon 


Preregistration  requested. 

Contact  the  Division  of 
Continuing  Medical  Education, 
Virginia  Mason  Medical  Center, 

1 1 1 1 Terry  Avenue,  Seattle  98101 


SB  146.  Uniform  Controlled  Substances  Act. 
WSMA  did  not  take  position.  Passed. 

SB  182.  Provides  for  certification  of  physician 
assistants  under  Medical  Practice  Act  (MEDEX). 
WSMA  supported.  Passed. 

SB  188.  Authorizes  physician  trained  mobile 
intensive  care  paramedic  (firemen  staffing  Medic 
1 van,  Harborview,  Seattle)  to  provide  certain 
medical  services  and  grants  immunity  from  liabil- 
ity to  paramedic,  supervising  physician,  and  hos- 
pital. WSMA  supported.  Passed. 

SB  227.  Provides  immunity  to  physician  and 
hospital  when  rendering  emergency  care  to  an 
individual  of  any  age  when  the  patient  is  unable 
to  give  his  consent  or  no  other  person  is  avail- 
able to  give  consent.  WSMA  supported.  Passed 
as  amendment  to  SB  188. 

SB  271.  Would  permit  patient  to  request  gen- 
eric named  drug.  WSMA  opposed.  Failed. 

SB  273.  Allows  minor  14  or  older  to  consent 
to  counseling  and  care  related  to  problems  of 
drug  or  alcohol  abuse;  parents  not  liable  for 
payment.  WSMA  supported.  Passed. 

SB  380.  Provides  that  services  performed  by 
licensed  chiropractor  shall  be  covered  by  disabil- 
ity insurance  policies.  WSMA  opposed.  Passed. 

SB  389.  Chiropractors,  optometrists  in  all 
health  care  programs.  WSMA  opposed.  Failed. 

SB  454.  Requires  pharmacist  to  place  name  of 


medicine  and  dosage  on  all  prescriptions,  except 
when  physician  directs  otherwise.  WSMA  sup- 
ported. Passed. 

SB  467.  Provides  that  blood  test  be  taken  of 
all  persons  15  or  older  killed  in  traffic  accidents 
if  death  occurs  within  four  hours  of  accident. 
WSMA  did  not  take  position.  Passed. 

SB  494.  See  HB  603  (naturopaths).  WSMA  op- 
posed. Failed. 

SB  562.  Would  redefine  practice  of  chiroprac- 
tic to  allow  physical  examination  and  X-ray. 
WSMA  opposed.  (See  HB  379.)  Failed. 

SB  614,  615,  616,  617.  All  related  to  placing 
optometrists  in  all  prepaid  health  insurance  pro- 
grams on  equal  basis  with  ophthalmologists. 
WSMA  opposed.  (See  HB  298.)  Failed. 

SB  618.  Would  force  health  care  contractor 
(WPS)  to  pay  for  services  of  chiropractor.  WSMA 
opposed.  Failed. 

SB  696.  Would  force  Washington  Physicians 
Service  and  county  medical  bureaus  to  pay  for 
chiropractic.  WSMA  opposed.  Failed. 

SB  715.  Would  prohibit  state  from  discriminat- 
ing against  chiropractors  in  performing  and  re- 
ceiving compensation  for  health  services  provided 
by  state.  WSMA  opposed.  Failed. 

SJM  12.  Memorial  to  Congress  in  support  of 
National  Health  Insurance;  amended  to  include 
chiropractic.  WSMA  not  opposed  to  original  SJM 
12,  but  opposed  as  amended.  Failed. 


439 

Northwest  Medicine,  June,  1971 


IDAHO 


Idaho  Medical  Association west  bannock  st„  Boise,  Idaho  33702 

PRESIDENT  William  R.  Tregoning,  M.D.,  Boise 

SECRETARY  /.  GordoTi  Daiues,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armond  L.  Bird,  Boise 
Annual  Meeting,  July  1-5,  1970,  Sun  Valley 


Committee  Appointed 

President  William  R.  Tregoning  announced  that 
seven  physicians  have  accepted  appointment  to  the 
Association’s  Special  Insurance  Committee,  formed  to 
monitor  and  assist  in  the  management  and  develop- 
ment of  the  malpractice  insurance  program  approved 
by  the  House  of  Delegates  in  February. 

Appointed  were;  Verne  J.  Reynolds,  Boise,  Chair- 
man; Gerald  N.  Hecker,  Boise;  Robert  D.  Jenkins, 
Boise;  Donald  D.  Price,  Caldwell;  William  H.  Woodson, 
Twin  Falls;  Charles  R.  Boge,  Idaho  Falls,  and  Allen  M. 
Cochrane,  Lewiston. 

Additional  forms  used  in  applying  for  Argonaut 
malpractice  protection  are  available  from:  Idaho 

Medical  Association,  407  West  Bannock,  Boise,  Idaho 
83702. 


New  Board  Members 

John  E.  Rockwell,  Jr.,  Grangeville,  and  Quentin  L. 
Quickstad,  Boise,  have  been  appointed  to  the  Idaho 
State  Board  of  Medicine  by  Governor  Cecil  D.  Andrus. 

Dr.  Quickstad  graduated  from  the  University  of 
Oregon  Medical  School  in  1952  and  is  a surgeon. 

Dr.  Rockwell  received  his  degree  from  Louisiana 
State  University  School  of  Medicine,  New  Orleans,  in 
1948,  and  is  a general  practitioner. 

The  new  appointees  succeed  Orland  B.  Scott, 
Kellogg,  and  the  late  Robert  E.  Lloyd,  Boise. 

Boise  Valley  ACS 

Fortieth  session  of  the  Boise  Valley  Chapter  of  the 
American  College  of  Surgeons  was  held  in  Boise, 
May  8.  The  program,  arranged  by  Robert  F.  Holdren, 
Boise,  Secretary,  included  the  following  as  speakers; 

David  M.  Barton.  Ardean  J.  Ediger,  Maurice  M. 
Burkholder,  and  Norman  D.  Sower,  all  of  Boise. 

Ben  Eiseman,  Denver,  Professor  of  Surgery,  Uni- 


versity of  Colorado  School  of  Medicine,  was  guest 
lecturer. 

John  R.  Nielsen,  Caldwell,  is  President  of  the  chap- 
ter. 

Four  physicians  have  been  named  to  the  Treasure 
Valley  Comprehensive  Health  Planning  Council,  they 
are:  Harold  W.  Hatten  and  Fred  O.  Graeber,  Boise; 

John  A.  Edwards,  Council,  and  Wilfred  E.  Watkins, 
Nampa. 

State  Board  of  Medicine  Section 

Members  of  the  Board  of  Medicine  are;  G.  Curtis 
Waid,  Idaho  Falls;  Dan  E.  Stipe,  Lewiston;  Fred  H. 
Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls;  Quentin 
L.  Quickstad,  Boise;  John  E.  Rockwell,  Jr.,  Grange- 
ville; A.  S.  Cudmore,  Boise,  and  Mr.  John  Bender, 
Commissioner  of  Law  Enforcement. 

Temporary  licenses  were  granted  in  April  to; 
Thomas  G.  Colmey,  Coeur  d’Alene.  Graduate,  George 
Washington  University  School  of  Medicine,  Washing- 
ton, D.  C.,  June  7,  1961.  Internship,  Madison  General 
Hospital,  Madison,  Wisconsin,  1961-62.  Residency, 
Orthopedic  Surgery,  Veterans  Administration  Hospi- 
tal, Hines,  Illinois,  and  Shriners  Hospital  for  Crippled 
Children,  Chicago,  1962-66.  Granted  TL-476,  April  2, 
1971.  ORTHOPEDIC  SURGERY. 

Thomas  R.  Hill,  Pullman,  Washington.  Graduate, 
McGill  University,  Faculty  of  Medicine,  Montreal, 
May  30,  1956.  Internship,  Detroit  General  Hospital, 
Detroit,  Michigan,  1956-57.  Residency,  Anesthesi- 
ology, University  of  California  Medical  Center,  San 
Francisco,  1958-59.  Granted  TL-477,  April  27,  1971. 
ANESTHESIOLOGY. 

Jerald  F.  Baker,  Boise.  Graduate,  University  of 
Michigan  Medical  School,  Ann  Arbor,  June  16,  1962. 
Internship,  Munson  Medical  Center,  Traverse  City, 
Michigan,  1962-63.  Residency,  University  of  Oregon 
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Medical  School  Hospitals  and  Clinics,  Portland,  1968- 
71.  Granted  TL-478,  April  29,  1971.  DERMATOL- 
OGY. 

Personals 

L.  Stanley  Sell,  Idaho  Falls,  is  serving  a two  month 
tour  aboard  the  hospital  ship,  S.  S.  Hope  in  Kingston, 
Jamaica.  Dr.  Sell  received  a plaque  from  the  Idaho 
Medical  Association  in  1969  in  recognition  of  his 
many  tours  of  voluntary  medical  duty. 

The  Utah-Idaho  District  of  Kiwanis  International 
has  presented  P.  Blair  Ellsworth,  Idaho  Falls,  as  a 
candidate  for  election  to  the  International  Board  of 
Trustees.  A past  Governor  of  the  District,  Dr. 
Ellsworth  has  been  active  in  civic  and  medical  activi- 
ties. He  is  a Past  President  of  the  Idaho  Falls  Medical 
Society,  the  Idaho  Academy  of  General  Practice  and 
the  South  Idaho  Medical  Service  Bureau. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  their  component  societies: 

Kootenai  - Benewah  District  Medical  Society: 
Richard  W.  Hehn,  and  Thomas  G.  Colmey,  both  of 
Coeur  d’Alene. 

Ada  County  Medical  Society:  Berkeley  Brandt,  Jr., 
and  Thomas  R.  Kruzich,  both  of  Boise. 

North  Idaho  District  Medical  Society:  David  A. 

Spencer,  Lewiston. 


Ef- 

fic- 

iency 

Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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IF  MORE  MEN  CRIEI 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men/ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 


By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”" 


Big  boys  don’t  cry.  If  more  men  cri 
maybe  fewer  would  wind  up  with  duode  il^ 
ulcers.  But  men  will  be  men— the  sum  totalis 
their  genes  and  what  th^ 
are  taught.  Schottsta(li 
observes  that  whein 
mother  admonishes  la 
son  who  has  hurt  hims'fi 
that  big  boys  don’t  cry,  jje 
is  teaching  h|i; 
stoicism. Crying  is  e 
negation  of  everythin, 
society  thinks  of  as  marif.i 
A boy  starts  defending  s. 
manhood  at  an  early  a s 


Take  away  stre;. 
you  can  take  away  symptor;. 

There  is  no  question  that  stress  play, a 
role  in  the  etiology  of  duodenal  ulc  . 
Alvarez^  observes  that  many  a man  with  i 
ulcer  loses  his  symptoms  the  day  he  shuts  p 
the  office  and  starts  out  on  a vacation,  de 
problem  is,  the  type  of  man  likely  to  have  i 
ulcer  is  the  type  least  likely  to  take  log 
vacations  or  take  it  easv  at  work. 


The  rest  cure  vs.  the  two-way  action  f 
Librax.®  For  most  patients,  the  rest  cure? 
as  unrealistic  as  it  is  desirable.  Still,  te 
stress  factor  must  be  dealt  with.  And  h(e 
is  where  the  dual  action  of  adjunctive  LibrK 
can  help.  Librax  is  the  only  drug  that  co  - 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  • 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine^- 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  11- 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  ll'o  s 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charlefl 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottsta 
W.  W.:  Psychophysiologic  Approach  in  Medical  Pract\> 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p. 

5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W t 
Saunders  Company,  1951,  p.  384. 


les  the  tranquilizing 
:ion  of  Librium® 
hlordiazepoxide 
with  the  potent 
iticholinergic 
tion  of  Quarz^ 
lidinium  Br). 


Protects  man  from  his  own  hungry  per- 
nality.  The  action  of  Librium  reduces 
Ixiety — helps  protect  the  vulnerable  patient 
!)m  the  psychological  overreaction  to  stress 
!at  clutches  his  stomach.  At  the  same  time, 
[a  action  of  Quarzan  helps  quiet  the  hyper- 
live  gut,  decreasing  hypermotility  and 
persecretion. 

! 

I An  inner  healing  environment  with  1 
2 capsules,  3 or  4 times  daily.  Of  course, 
ire’s  more  to  the  treatment  of  duodenal 
!er  than  a prescription  for  Librax.  The  pa- 
int— with  your  guidance — will  have  to  ad- 
[st  to  a different  pattern  of  living  if  treat- 
i^nt  is  to  succeed.  During  this  adjustment 
li’iod,  1 or  2 capsules  of  Librax  3 or  4 times 
lily  can  help  establish  a desirable  environ- 
jint  for  healing. 

I Librax:  It  can’t  change  man’s  nature, 
iit  it  can  usually  make  it  easier  for  men  to 
))e  with  the  discomfort  of  stress— both 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


|y^chic  and  gastric — that  can  precipitate 
(d  exacerbate  duodenal  ulcer, 
jorax : Rx  #60  1 cap.  a.c.  and  2 h.s. 


in  the  treatment  of 
duodenal  ulcer 
-r  •1  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N J 07110 


I 

a. 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

ACCREDITED  BY  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 
MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


of  the 

tetracycline-nystatin 

products 


. none  is  lower  priced 


LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York  10965 
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CLASSIFIED  ADVERTISEMENTS 

All  classiHed  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GP  OR  SPECIALIST  NEEDED-  Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  WANTED-  Beautiful  Ol- 
ympic Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


OBSTETRICIAN-GYNECOLOGIST-  Board  certified  or 
eligible;  100  man  clinic  of  specialists  associated  with  250-bed 
hospital.  Ten  rnan  department.  Starting  salary  is  $30,000  with 
increments  and  many  fringe  benefits.  Harold  R.  Cohen,  M.D., 
Chief,  Department  of  OB-Gyn.  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


ANACORTES  (SKAGIT  COUNTY)  - Pacific  North- 
west community  is  urgently  in  need  of  internists  or  family 
practitioners.  Excellent  hospital  facilities  serving  13,000  on 
Puget  Sound,  an  area  noted  for  its  outstanding  beauty  and 
climate.  Outdoor  recreation  unlimited.  Easy  access  to 
cultural  facilities.  Medical  colleagues  will  enthusiastically 
support  your  joining  this  community.  Contact  Mr.  Jerry 
S.  Koontz,  24th  St.  & M Ave.,  Anacortes,  Wa.,  phone 
(206)  293-3183. 


INTERNIST  - PEDIATRICIAN  - To  associate  with 
five  other  internists  and  two  other  pediatricians  in  13  mem- 
ber multispecialty  group  in  North  Texas  university  city  of 
over  100,000.  Beginning  guarantee  of  $25,000  plus  bonus 
and  liberal  fringe  benefits  and  time  off.  Newly  decorated 
clinic  located  within  one  block  of  hospitals.  A good  place  to 
live  and  raise  a family.  Contact  D.  F.  Terry,  M.  D.,  Medical 
& Surgical  Clinic,  1518  Tenth  St.,  Wichita  Falls,  Texas 
76301 . 

IMMEDIATE  OPENING  FOR  INTERNIST  OR  GP- 
who  would  like  to  settle  in  Wenatchee,  Wa.  Excep- 
tional recreational  facilities,  and  exceptional  schools. 
Community  College  and  churches  of  all  denomina- 
tions. Two  fine  hospitals  with  total  bed  capacity  of 
160.  Option  to  practice  independently  or  on  salary 
with  two  well  established,  very  busy  physicians  — one 
board  surgeon  and  one  orthopedic  surgeon.  For  infor- 
mation write  Grace  Patrick,  The  Congdon  Clinic, 
Wenatchee,  Wa.  98801. 

IMMEDIATE  OPENING  IN  SAN  FRANCISCO  - for 
gastroenterologist.  If  interested  call  collect  (415) 
334-1028. 

GENERAL  PRACTITIONER  NEEDED  - Progressive 
industrial  community  centrally  located  on  Texas  Gulf 
coast;  59  miles  south  of  Houston.  Superior  schools 
and  Junior  College.  Area  served  by  modern  well- 
equipped,  127-bed  general  hospital.  Excellent  location 
to  practice  medicine  — raise  a family.  Contact  Admin- 
istrator, The  Community  Hospital  of  Brazosport,  33 
Hospital  Road,  Freeport,  Texas  77541 


CONTINUING  MEDICAL  EDUCATION 


PHONOCARDIOGRAPHY  PULSE  TRACINGS  - 
Vector-cardiography,  A Workshop.  This  is  an  exten- 
sive four-day  program  covering  in  detail  the  field  of 
phonocardiography  and  pulse  tracings  and  vectorcardi- 
ography. Emphasis  will  be  placed  on  the  values  and 
limitations  of  these  techniques  and  related  areas  as  ap- 
plies to  the  patient's  diagnostic  problems.  Two  days 
will  be  dedicated  to  phonocardiography  and  pulse 
tracings  and  two  days  for  vectorcardiography.  The 
morning  sessions  will  be  devoted  exclusively  to  indi- 
vidual analysis  of  tracings  by  the  participants  under 
the  orientations  of  the  local  and  guest  faculties.  This 
program  is  extended  for  those  who  wish  a close  and 
detailed  exposure  to  the  values  and  the  limitations  of 
these  techniques.  Presented  by:  The  American  College 
of  Cardiology  and  Institute  for  Cardiovascular  Diseas- 
es, Good  Samaritan  Hospital,  Phoenix,  Arizona;  at: 
Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona. 
Program  Director:  Alberto  Benchimol,  M.D.,  Director, 
Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital.  Guest  Speaker:  Bernard  L.  Segal,  M.D.,  as- 
sociate Professor  of  Medicine,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  Pa.  For  information 
concerning  the  program,  write  Mr.  William  Nelligan, 
Executive  Director,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


SITUATIONS  WANTED 


INTERNIST,  BOARD  QUALIFIED  - Age  32,  exten- 
sive training  and  experience  in  Nuclear  Medicine,  in- 
cluding Endocrinology,  some  immunoassay  and  ultra- 
sound, seeks  position  in  Oregon  metropolitan  area. 
Write  Box  30-B,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121 

CLINIC  MANAGER-CONSULTANT  - 20  years  in 
field  of  medical  group  practice  wants  work  in  West. 
Temporary  or  permanent.  Help  with  your  problems  of 
organization,  building,  financing.  Member  Medical 
Group  Management  Assoc.  Fellow:  American  College 
Clinic  Managers.  AB  Degree  Adms.,  Berkeley,  Calif. 
Mr.  W.  T.  Johnston,  P.O.Box  414,  Rockport,  Mass., 
01966,  phone  (617)  546-3843  or  283-7805,  or  write 
for  resume. 


OFFICE  SPACE 


BEND  OREGON  MEDICAL  BUILDING- For  sale  or 
lease.  Suite  of  9-rms,  1,300  sq.  ft.  Excellent  downtown  loca- 
tion. Parking.  Practice  in  Vacationland.  Write  Box  15-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981 21 . 


OFFICE  IN  BELLINGHAM  MEDICAL  CENTER  - 
for  sale  or  lease.  Ground  floor,  1,300  sq.  ft.  Air  Con- 
ditioned. Generous  starting  arrangements.  Contact  Dr. 
Pratum  at  (206)  733  - 7360  or  at  Bellingham  Medical  center, 
Bellingham,  Wa.  98225. 

OFFICE  SPACE  FOR  LEASE  - Beacon  Hill,  1,000 
sq.  ft.,  newly  decorated.  Seattle  RO  1-4040. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — ^June  20-24,  1971,  At- 
lantic City;  June  18-22,  1972,  San 
Francisco. 

AMA  Clinical — Nov.  28-Dec.  1,  1971, 
New  Orleans. 


Oregon  Medical  Association — Annual 
Meeting,  September  22-26,  1971,  Hilton 
Hotel,  Portland. 


Washington  State  Medical  Association — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle. 


Idaho  Medical  Association — Annual 
Meeting,  June  30 — July  4,  1971,  Sun 
Valley. 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.,  Matthew  Pilling,  Seattle 
Sec.,  John  R.  Alger,  Tacoma 

Northwest  Rheumatism  Society — 

Pres.,  Kenneth  R.  Wilske,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 

West  Coast  Allergy  Society — 

Pres.,  Walter  R.  MacLaren,  Pasadena 
Sec.,  Alvin  D.  Wert,  Portland 


OREGON 

Oregon  Academy  Ophthalmology  & 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Richard  A.  Lalli,  Portland 
Sec.,  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.- Apr.,  Oct.,  Nov.). 

Pres.,  Joyle  Dahl,  Portland 

Sec.,  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  — (Jan., 
April,  Oct.). 

Pres.,  William  Thompson,  Portland 
Sec.,  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association — (Feb., 
Apr.,  Oct.,  Dec.)  Date  of  each  meeting 
announced  prior  to  meeting. 

Pres.,  Eugene  Londreth,  Portland 
Sec.,  David  Brown,  Portland 

Northwest  Physical  Medicine  and  Re- 
habilitation 

Pres.,  Justus  F.  Lehmann 

Sec.,  Donald  R.  Silverman,  Seattle 


Oregon  Pediatric  Sociaty — Oregon  Med- 
ical Association  Headquarters.  Date  of 
each  meeting  announced  prior  to  meet- 
ing. 

Pres.,  J.  Arthur  May,  Portland 
Sec.,  David  W.  MacFarlane,  Portland 


Oregon  Radiological  Society — 2nd  Wed. 
October- April.  University  Club,  Port- 
land. 

Pres.,  Robert  McMahan,  Eugene 
Sec.,  Gerald  Warnock,  Portland 


Oregon  Society  Obstetrics  & Gynecology 
— 3rd  Fri.  (Oct.,  Nov.,  Jan.,  through 
May),  Heathman,  Portland. 

Pres.,  E.  M.  deCastro,  Portland 
Sec.,  Harry  A.  Lee,  Portland 


Oregon  Society  of  Allergy — Northwest 
Forum. 

Pres.,  John  D.  O'Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi,  Portland 


Oregon  Society  of  Anesthesiologist,  Inc. 
— 3rd  Fri.,  Oct. — April,  Portland.  May, 
Salishan,  Sept.,  Village  Green. 

Pres.,  Bruce  A.  Peters,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 

Pres.,  Curtis  A.  MacFarlane,  Portland 
Sec.,  Theodore  H.  Lehman,  Portland 


Portland  Academy  of  Hypnosis — Con- 
gress Hotel,  Fourth  Fri.  Sept. — May, 
except  Nov.  3rd,  Friday. 

Pres.,  Oloff  Hansen,  Vancouver 
Sec.,  Maurice  McDowell,  Forest  Grove 


Portland  Academy  of  Pediatrics — 1st 
Mon.,  Medical  Society  Building, 
Portland. 

Pres.,  Donald  Kelly,  Portland 
Sec.,  Edward  Hendricks,  Beaverton, 

Ore. 


Portland  Academy  of  Psychiatry— 4th 
Tues.  (Jan.-May,  Sept.-Nov.). 

Pres.,  Ira  Pauly,  Portland 

Sec.,  Rocca  Garofalo,  Wilsonville,  Ore. 


WASHINGTON 


King  County  Academy  General  Practice  - 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 

Pres.,  James  Dahlen,  Seattle 
Sec.,  Robert  McClean,  Auburn 


Puget  Sound  Academy  of  Ophthalmology 
- 3rd  Tues.  (Oct.  - Apr.) 

Pres.,  Robert  F,  Kaiser,  Bellingham 
Sec.,  Wm.  Patrick  Mulligan,  Seattle 


Puget  Sound  Allergy  Society — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 

Pres.,  James  Stroh  Jr.,  Seattle 
Sec.,  William  Pierson,  Seattle 


Seattle  Gynecological  Society  — 3rd 
Wed.,  (except  June,  July,  Aug.,  Sept., 
Dec.) 

Pres.,  Joe  Griffin,  Seattle 
Sec.,  David  Figge,  Seattle 


Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.,  Ralph  R.  Luce,  Seattle 
Sec.,  H.  Lee  Kilburn,  Kirkland 


Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May). 

Pres.,  Dean  Parker,  Seattle 
Sec.,  Karl  J.  May,  Seattle 

Spokane  Surgical  Society — Quarterly. 

Pres.,  Edward  Johnson,  Spokane 
Sec.,  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine — 
4th  Tues. 

Pres.,  James  Billingsley,  Tacoma 

Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle. 

Pres.,  Bernice  Sachs 
Sec.,  Monte  Parker 

Washington  State  Radiological  Society — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 

Pres.,  Charles  L.  Stevenson,  Spokane 
Sec.,  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 

Pres.,  Edward  C.  Smith,  Spokane 
Sec.,  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthe- 
siologists - Quarterly  Meetings,  Lo- 
cation Varies,  Mar.,  June,  Sept.,  & 
Dec. 

Pres.,  Phillip  O.  Bridenbaugh,  Seattle 
Sec.,  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  - Last  Thurs. 
(Sept.  - May).  Annual  Meeting. 

Pres.,  Paul  Rider,  Yakima 
Sec.,  Lincoln  Ries,  Yakima 
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Arch  Laboratories 

Dicarbosil  44 1 


Burroughs  Wellcome  & Co.,  Inc. 

Neosporin  402 
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Soup  in  Diabetic  Diets  425 
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Haack  Laboratories,  Inc. 
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Achrostatin 
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Lemmon  Pharmacai  Company 
Racet  Cream 
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Thorazine  391 

Squibb,  E.  R.  & Sons,  Inc. 

Theragran  429 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS;  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Flagyl 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis  * 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warnings:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
newborn. 

Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
ciated with  a sudden  overgrowth  of  Monilia, 
exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
ness, vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
modified. 


Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
for  the  male  in  conjunction  with  the  treat- 
ment of  his  female  partner. 

Dosage  Forms:  Oral  tablets  . . . 250  mg. 

Vaginal  inserts  . . 500  mg. 

*References  available  on  request. 


SEARLE 


P.  O.  Box  5110 
Chicago,  Illinois  60680 
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Research  in  the  Service  of  Medicine 


The  hypochondriac 

fugitive  from  anxiety 

For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCI), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


LibriunrtlO  mg 

(chlordiazepoxide  HCI) 

1 or  2 capsules 

t.i.d./q.i.d. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  ap- 
prehension are  significant  components  of  the  clinical 
profile. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  drug. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and  psy- 
chological dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering  to  ad- 
diction-prone individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially 
10  mg  or  less  per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and  tolerated.  Not 
recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenpthiazines.  Ob- 
serve usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  (e.g.,  excitement. 


stimulation  and  acute  rage)  have  been  reported  in  psy- 
chiatric patients  and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of  onxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  hove  been  reported 
very  rarely  in  patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope  has  been  re- 
ported. Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extropyramidal  symptoms,  increased 
and  decreased  libido  — all  infrequent  and  generally  con- 
trolled with  dosage  reduction,-  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts  and  liver  func- 
tion tests  advisable  during  protracted  therapy. 

Supplied:  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCI. 
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Nonverbal  communication  was  not  the  only  evi- 
dence of  resourcefulness  exhibited  by  the  group  of 
medical  students  who  organized  a clinic  for  migratory 
laborers  last  year.  After  planning  for  months,  and 
with  the  guidance  of  physicians  in  the  area,  they  es- 
tablished the  clinic  at  Stayton,  Oregon,  manning  it 
throughout  the  summer  of  1970.  They  are  repeating 
this  year,  and  are  adding  an  outreach  program  to  pro- 
vide medical  care  for  migrants  in  other  communities. 
A report  by  the  participants  begins  on  page  464. 
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WASHINGTON  • IDAHO 


Call  it  whatyouwill,it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


\ 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


ind  Eyfud6X'(fluorouraciD 

5%  cream  can  resolve  it. 


i'all  it  actinic,  solar  or  senile  keratoses, 
lany  regard  it  as  “precancerous.”^’^ 

bpical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
dvance  in  the  treatment  of  multiple  solar  keratoses,^''*  offers  the  physi- 
ian  a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
ation  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
fudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
ons  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Jsual  duration  of  therapy,  2 to  4 weeks. 

tudies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
aration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
juorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
sed,  significant  numbers  of  lesions  recurred.^ 


'reats  the  lesions  you  can’t  see,  too. 

umerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
iianifested  themselves  by  definite  reactions,  while  intervening  skin 
i^mained  relatively  unaffected. ^ The  early  eradication  of  these  subclini- 
|il  lesions  (which  may  otherwise  have  undergone  further  progression) 
irobably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
atients  treated  with  topical  fluorouracil  — especially  with  5% 
^incentrations.fi 


low  to  identify  solar  keratoses. 

ypically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
apule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
re  the  rule. 


fredictable  therapeutic  response. 

he  response  to  a typical  course  of  Efudex  therapy  is  usually 
laracteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
agins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
> intense  inflammatory  response,  scaling  and  occasionally  moderate 
■nderness  or  pain.  The  height  of  this  response  generally  occurs  two 
eeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
stopped.  Within  two  weeks  of  discontinuing  medication,  the 
flammation  is  usually  gone.  Lesions  that  do  not  respond  should 
i biopsied. 


iferences:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathologiccd  Treatise,  ed.  2,  New  York, 
yne  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
’reatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.); 
larmaceutical  Therapeutics  in  Dermatology,  Springfield,  ill.,  Charles  C Thomas,  1968, 
92.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Areh.  Derm.,  97: 14,  1968. 
Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
ein,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o, 


(fluorouracil) 

cream/solution 
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What  to  do 
until..  . 
suppositories 

work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work.’-^  Some- 
times two/  Sometimes  more/  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus/ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better.  


C.  B.  FLEET  CO.,  INC. 
Lynchburg,  Va.  24505 


I pfiamiaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun,  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores,  A.  and  Weiss,  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Irresponsible  Attempt  to  Prejudice 
Uninformed  Readers 

Seattle,  Washingtou 
Editor,  NORTHWEST  MEDICINE: 

1 should  like  to  comment  on  a couple  of  the  points 
in  your  latest  editorial  about  the  FDA  (Control  of 
Availability  of  Therapeutic  Drugs,  May,  1971).  Typi- 
cal of  the  misunderstandings  repeatedly  published  is 
the  statement  that  the  drug  efficacy  review  panels 
were  “not  practicing  physicians,  but  were  mostly 
drawn  from  academic  fields.”  As  chairman  of  one  of 
those  panels  I would  like  to  clarify  this  point. 

What  is  a “practicing  physician”?  For  twenty-five 
years  1 have  had  a special  interest  in  infectious  diseases 
and  antibiotics  and  a large  portion  of  my  time  and  en- 
ergies have  been  devoted  to  patient  care.  Not  only  do 
I see  patients  every  day,  but  I deal  with  the  most  chal- 
lenging diagnostic  and  therapeutic  problems.  I also 
run  an  outpatient  clinic  where  I see  and  follow  pa- 
tients for  long  periods.  In  addition  to  this  heavy  clini- 
cal load,  I run  a research  laboratory  devoted  chiefly  to 
antibiotics  where  we  correlate  susceptibility  and  resis- 
tance of  bacteria  in  the  test  tube  with  concentrations 
in  the  patient’s  blood  and  other  body  fluids,  and  with 
clinical  response.  Not  only  am  I a busy  practicing 
physician,  but  my  special  knowledge  of  all  aspects  of 
antibiotic  therapy  should  make  me  well  qualified  to 
evaluate  efficacy  as  well  as  safety.  1 know  all  of  the 
men  on  the  five  anti-infective  panels  and  dozens  on 
other  panels,  and  their  backgrounds  and  experience 
are  similar  to  my  own.  To  anyone  who  knows  the 
facts,  the  charge  that  the  panel  members  were  “not 


practicing  physicians”  seems  an  irresponsible  attempt 
to  prejudice  uninformed  readers. 

The  other  point  I would  like  to  comment  on  is  the 
general  implication  that  the  FDA,  in  a nefarious  and 
deleterious  manner,  is  trying  to  oppress  physicians  and 
the  drug  industry.  Actually,  they  are  merely  trying  to 
protect  the  public  interest  and  to  carry'  out  the  laws  as 
passed  by  the  congress.  The  present  Commissioner, 
Dr.  Charles  Edwards,  was  formerly  in  private  practice 
and  later  spent  a number  of  years  on  the  staff  of  the 
AMA.  He  understands  and  has  great  sympathy  for 
these  groups,  and  is  now  trying  to  carry  out  in  the 
fairest  way  possible  the  duties  and  obligations  of  the 
FDA. 

Since  I do  my  research  in  collaboration  with  drug 
companies  and  have  for  several  years  been  a member  of 
various  advisory  committees  to  the  FDA,  I have  close 
contact  with  individuals  on  both  sides  of  this  argu- 
ment. There  are  fine  people  and  good  points  of  view 
on  both  sides,  and  the  main  point  I am  trying  to  make 
is  that  one-sided  attacks  on  the  FDA  do  not  represent 
a fair  assessment  of  the  situation.  In  my  opinion  the 
developments  since  the  Drug  Amendments  of  1962 
have  brought  about  important  advances  in  rational 
therapy.  There  is  considerable  room  for  give  and  take, 
but  the  laissez  faire  days  of  the  fifties  are  gone  for 
good  and  to  me  the  present  atmosphere  is  far  better 
from  the  standpoint  of  what  is  best  for  the  patient. 


Best  regards, 

WILLIAM  M.  M.  KIRBY,  M.D. 

Professor  of  Medicine 


MEDEX  Success 


Members  of  the  second  MEDEX  class  have  com- 
pleted their  refresher  course  at  the  University  of  Wash- 
ington School  of  Medicine  and  are  now  in  the  field 
with  their  preceptors.  Three  are  in  Idaho,  twenty  in 
Washington. 

Medex  from  the  first  class  have  proven  their  worth 
by  taking  much  of  the  burden  of  practiee  from  the 
shoulders  of  the  physicians  with  whom  they  are  work- 


ing, increasing  the  number  of  patient  visits  significant- 
ly, and  giving  the  physicians  more  time  to  spend  in 
problem  solving.  Insurance  companies  have  readily 
accepted  medex  for  liability  coverage. 

Programs  similar  to  the  Washington  MEDEX  pro- 
gram have  been  started  in  Alabama,  California,  New 
Hampshire  and  North  Dakota. 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


(elap  Tablets 

!ach  tablet  contains:  No.  0 No.  1 No.  2 
'henobarbital  8 mg.  15  mg.  30,mg. 

(Warning:  May  be  babil  forming)  //, , ^ 

W: : 

lelladonna  Extract  8 mg.  8 mg.  omg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
ablets. 


Belap  Elixir 

Each  teaspoonful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Waffling  May  be  habit  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (Igal.). 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

{Warn.ng  May  be  habd  forming) 

Homatropine  Metbylbromide  7.5  mg. 

(Ty-Med'  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  1(X)  and  1000  tablets. 


Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
lination  or  flushing  and  dryness  of  the  skin  may 
ccur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
nth  incipient  glaucoma  or  urinary  bladder  neck 
bstniction  as  in  prostatic  hypertrophy. 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


OBITUARIES 


DR.  SIEGFRIED  F.  HERMANN.  76,  of  Tacoma,  Wash- 
ington, died  of  pneumonia  in  a California  hospital 
February  11,  1970.  Dr.  Herrmann  teas  born  in 
Clarence,  loica.  He  received  the  degree  of  doctor 
of  medicine  from  the  University  of  Minnesota  Med- 
ical School  in  1920.  He  then  purchased  a hospital 
in  Welcome,  Minnesota,  where  he  carried  on  a gen- 
eral practice  until  1926,  when  he  went  to  the  Mayo 
Graduate  School  of  Medicine  in  Rochester  as  a fel- 
low in  surgery.  In  1929,  after  receiving  the  degree 
of  doctor  of  philosophy  in  surgery  from  the  Uni- 
versity of  Minnesota,  he  established  a practice  of 
general  surgery  in  Tacoma.  He  served  two  tours  as 
a volunteer  on  the  hospital  ship  USS  Hope. 

DR.  SETH  METCALF  KERRON.  Klamath  Falls,  Oregon, 
died  September  5.  1970.  Cause  of  death  was  car- 
diac arrest  secondary  to  cerebral  thrombosis.  He 
was  86.  Born  in  Oregon,  Dr.  Kerron  received  his 
medical  degree  in  1909  from  the  University  of  Ore- 
gon Medical  School.  He  was  retired  and  his  spe- 
cialty had  been  Public  Health. 

DR.  HUGH  s.  MC  GUINNESS,  Yakima,  Washington, 


died  September  18,  1970.  He  was  76.  He  was  born 
in  Illinois  and  graduated  in  1919  from  the  Univer-  ' 

sity  of  Illinois  College  of  Medicine.  Death  was  due  I 

to  atherosclerosis  and  myocardial  infarction. 

DR.  WILLIAM  VINCENT  MEYER,  Everett,  Washington,  , 

died  March  24,  1970,  in  Portland,  Oregon.  He  was  \ I 
57.  Dr.  Meyer  had  been  a pediatrician  in  Portland  ^ 

since  1940.  He  received  his  medical  degree  in  1938  > 

from  the  St.  Louis  University  School  of  Medicine, 
and  interned  in  St.  Joseph  Hospital  in  Denver,  Colo-  | 

rado.  He  served  as  an  air  flight  surgeon  in  World  j 

W ar  II.  Death  teas  due  to  a ruptured  chorda  ten- 
dineae  and  ventricular  fibrillation.  ! 

DR.  SAMUEL  H.  FERGUSON.  Seattle,  Washington,  died  ' 

March  4,  1970  at  age  75.  .4  graduate  of  the  Uni-  j 

versity  of  Kansas,  School  of  Medicine,  he  prac-  j 

ticed  in  the  Roosevelt  Clinic  in  Seattle  from  1927  1 

until  his  retirement  in  1950.  Cause  of  death  was 
ruptured  abdominal  aortic  aneurism  and  retroperi- 
toneal hemorrhage.  Dr.  Ferguson  was  a veteran  of  \ 

World  War  I.  I 

additional  obituaries  on  page  471 
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Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gostrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  greet  caution  in 
patients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  chorocterlstic  of  sympothomimetic  agents,  it  moy 
occasionally  cause  CNS  effects  such  os  Insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epilef- 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  car  • 
voscu/or  effects  reported  include  ones  such  as  tachycardia,  precordloi  p . 
orrhythmia,  polpifation,  ond  Increosed  blood  pressure.  One  published  re  * 
described  T-wave  chonges  in  the  ECG  of  a healthy  young  mole  offer  ingestio  f 
diethylpropion  hydrochloride;  this  wos  an  isolated  experience,  which  has  not  t '' 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  r , 
urticorio,  ecchymosis,  and  erythema.  Gostroin/estinof  effects  such  os  dlorr  . 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  repor'. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  mo  v 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odv  e 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  os  y 
mouth,  heodoche,  dyspneo,  menstrual  upset,  hoir  loss,  muscle  poin,  decree  d 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tobleis;  One  75  mg.  tc*t 
doily,  swollowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  loblet  I e 
times  doily,  one  hour  before  meals.  If  desired,  on  odditional  toblet  may  be  give  n 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is** 
recommended.  t-oo6a  / i/7o  / u.s.  patsmt  no.  s.oc  • 


THE  NATIONAL  DRUG  COMPAIf 

DIVISION  OF  RICHARDSON-MERRELL  0 

PHILADELPHIA.  PENNSYLVANIA  19  4 


A70-9803 


The  least 
expensive* 

erythromycin 

has  a 

brand  name 


Upjohn  has  reduced  the  price  of 
E-Mycin®  (erythromycin,  Upjohn)  by  25% 
following  a change  in  manufacturing  facilities. 

That  makes  E-Mycin  the  lowest  priced'' 
erythromycin  on  the  market.  Now  your  patients 
can  have  an  Upjohn  drug  and  save  money  besides. 

♦Prior  to  June  1,  1971 


(erythromycin,  Upjohn) 

The  Upjohn  Company 

Kalamazoo,  Michigan  49001  © 1 970  by  The  Upjohn  Company 


Upjohn 
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Student  Clinic  for  Migrant  Laborers 


I 


!. 


I 


THOMAS  DUNCAN,  M.D.,  FRANK  LORD,  M.D.,  JOHN  CUSTIS,  M.D. 
WILLIAM  RASOR,  M.D.,  BUD  NICOLA,  B.S.  AND  RICHARD  VIKEN,  B.A. 

Portland,  Oregon 


Medically,  the  migrant  laborer 
is  one  of  the  most  disadvantaged 
individuals  in  Oregon.  However,  the 
problem  of  obtaining  comprehen- 
sive medical  care  for  him  is  not 
entirely  a financial  one,  because 
recently  the  Federal  Government 
has  paid  the  majority  of  the  mi- 
grants’ medical  e.xpenses  through 
Migrant  Health  Act  grants.  Frank 
Lord  studied  the  situation  in  1969 
and  concluded  that,  while  a large 
part  of  the  problem  was  insuffi- 
cient medical  personnel,  poor  organ- 
ization of  e.xisting  resources  was 
probably  more  important.  In  rural 
Marion  County  the  medical  commu- 
nity is  already  overloaded,  and  the 
major  influx  of  migrants  is  into 
areas  where  even  permanent  resi- 
dents have  difficulty  obtaining  med- 
ical care.  In  addition,  the  short  stay 
of  the  migrants  in  the  area  makes 
continuity  of  care  extremely  diffi- 

Drs.  Duncan.  Lord,  Custis,  and  Rasor, 
graduated  June  11,  1971.  Bud  Nicola  is 
now  a junior  and  Rich  Viken  is  a sopho- 
more. 


cult  to  achieve.  Under  these  circum- 
stances migrant  laborers  are  bound 
to  be  denied  anything  approaching 
comprehensive  medical  care  — even 
if  they  can  afford  it. 

Lord  proposed  that  medical  stu- 
dents, aided  by  the  medical  commu- 
nity and  the  county  health  depart- 
ment, organize  a clinic  and  have 
primary  responsibility  for  its  daily 
operation. 

Marion  County  was  chosen  for 
the  migrant  clinic  experiment  to 
be  reported  here  for  three  prin- 
ciple reasons.  First,  there  is  a large 
migrant  population  (8-10,000)  in 
a relatively  small  area.  Second,  the 
county  health  officer,  Peter  Batten, 
was  receptive,  and  eager  to  cooper- 
ate with  medical  students  in  the 
establishment  and  the  administra- 
tion of  a clinic.  Third,  the  clinic 
project  could  be  financed  by  HEW 
funds  already  marked  for  migrant 
health  care  in  Marion  County. 

A committee  of  8 medical  stu- 
dents conducted  several  meetings 
in  the  spring  of  1970  to  plan  de- 


tails of  clinic  operation.  They  later 
formed  the  student  clinic  staff. 
The  student  committee  proposed 
that  the  summer  experience  meet 
certain  minimal  standards.  We  felt 
it  should: 

1.  Provide  comprehensive  med- 
ical care,  including  preven- 
tive medicine. 

2.  Maintain  adequate  records 
that  would  consolidate  pre- 
viously fragmented  medical 
information  in  order  to  treat 
chronic  problems  more  ade- 
quately. 

3.  Provide  an  educational  exper- 
ience in  clinical  and  commu- 
nity medicine. 

4.  Accumulate  data,  including 
diagnoses  and  results  of  lab- 
oratory and  x-ray  screening 
tests,  to  determine  if  there 
are  any  significant  disease  pat- 
terns peculiar  to  the  migrant 
laborer  population. 

The  student  committee  also  de- 
cided upon  the  following  minimal 
standards  of  clinic  operation; 
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1.  Permanent  location  of  the 
clinic  for  the  summer. 

2.  Clinic  to  be  opened  for  five 
nights  per  week. 

3.  Daytime  staff  available  to  an- 
swer questions  and  to  make 
appointments. 

4.  Sufficient  medical  staffing  to 
ensure  adequate  time  could 
be  spent  with  each  patient. 

We  endeavored  to  reduce  the 
cost  of  this  plan  by  obtaining  do- 
nations of  medical  equipment  and 
by  obtaining  drug  samples  from 
pharmaceutical  firms.  For  supervi- 
sion, teaching,  and  legal  responsi- 
bility for  the  medical  care  pro- 
vided by  the  clinic,  27  physicians 
from  surrounding  communities  serv- 
ed without  pay.  They  were  interest- 
ed in  the  practical  education  of 
medical  students  and  in  recruit- 
ing them  into  the  practice  of  family 
medicine.  Support  efforts  of  the 
Oregon  Academy  of  Family  Prac- 
tice and  the  Marion  County  Medical 
Society  were  particularly  valuable. 

The  clinic  model  was  essentially 
that  of  a general  practitioner’s  of- 
fice. It  was  to  provide  most  of  the 
facilities  and  services  (including  mi- 
nor surgery)  that  a well-equipped 
general  practitioner  could  provide. 
While  medical  students  were  to  be 
responsible  for  much  of  the  patient 
care,  the  clinic  was  to  resemble  the 
medical  school  clinics  in  which 
patients  are  worked  up  by  students 
and  presented  to  preceptors  who 
are  ultimately  responsible  for  de- 
cision and  disposition. 

Due  to  paucity  of  literature 
about  the  incidence  of  specific  dis- 


eases in  the  migrant  population, 
decision  on  the  most  useful  screen- 
ing laboratory  procedures  turned 
out  to  be  somewhat  arbitrary.  After 
consultation  with  the  Director  of 
the  University  of  Oregon  Medical 
School  Clinical  Pathology  Labora- 
tory, we  decided  on  the  following 
screening  studies:  hematocrit,  and 
urinalysis  (routine  and  microscopic) 
on  all  patients;  a PA  chest  x-ray 
and  VDRL  test  on  all  patients  over 
12  years  of  age;  and  weight,  height 
and  visual  acuity  test  on  all  child- 
ren under  12.  More  extensive  lab- 
oratory examinations  were  deemed 
impractical  for  routine  screening 
purposes  but  were  available  for 
selected  cases. 

role  of  the  medical  student 

Four  of  the  eight  participating 
medical  students  were  expected  to 
staff  the  clinie  each  night  to  take 
care  of  acute  problems  and  to  define 
and  treat,  when  possible,  the  more 
chronic  ailments.  Those  patients 
who  needed  follow-up  home  visits 
were  seen  in  their  homes  by  the 
same  student  who  saw  them  in 
the  clinic,  and  those  who  were 
sent  to  a specialist  or  to  the  hospi- 
tal were  followed  to  the  office 
or  hospital  by  the  student,  so  that 
the  maximum  benefit  to  both  pa- 
tient and  student  could  be  realized. 
Records  were  kept  in  a detailed, 
problem-oriented  method,  standard- 
ized by  the  group,  so  that  any  stu- 
dent could  adequately  follow  a 
patient  who  returned  on  a night 
when  the  initial  student  doctor 


was  not  there.  In  addition,  students 
maintained  a small  bacteriology  lab, 
dispensed  medications  (under  super- 
vision) provided  by  several  drug 
companies,  and  occasionally  did  a 
urinalysis,  hematocrit,  or  white  cell 
count  when  the  regular  lab  tech- 
nician was  unavailable.  Administra- 
tion of  the  clinic  was  carried  on 
largely  by  medical  students  under 
guidance  of  the  county  health  offi- 
cer. Meetings  were  held  at  irregular 
intervals  as  difficulties  arose. 

daily  clinic  routine 

The  clinic  opened  at  9:00  am, 
when  the  secretary  arrived  to  type 
the  previous  night’s  dictated  notes. 
On  a typical  day  some  of  the 
students  would  have  in-camp  pa- 
tient-follow-up  visits  which  would 
be  done  in  the  morning,  while 
others  might  bring  their  records 
up  to  date  or  arrange  for  supplies. 
The  actual  medical  clinic  began 
at  about  4:30  or  5:00  pm  when 
patients  with  appointments  for  com- 
plete medical  workup  arrived.  These 
were  seen  and  fully  examined  by 
the  student  who  would  then  be 
ready  to  present  the  case  to  the 
preceptor  when  he  arrived  at  about 
6:00  pm.  Walk-in  patients  began 
to  come  about  6:00  pm,  and  were 
accepted  (except  in  emergencies) 
until  about  30-40  were  registered. 
Every  patient  was  seen  first  by  a 
student  who  presented  the  case  to 
a preceptor  who  in  turn  would 
often  choose  to  examine  the  pa- 
tient himself.  Therapy  was  decided 
upon  by  student  and  preceptor 


] 
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together.  However,  the  preceptor 
signed  the  order  sheet  on  the  chart, 
thereby  becoming  fully  responsible 
for  the  patient’s  care.  The  student 
would  then  dictate  a note  on  the 
patient. 

On  the  first  visit  every  patient 
received  a specially-det  eloped  medi- 
cal questionnaire  (the  Oregon  .Medi- 
cal Inde.x)  which  was  administered 
by  a volunteer  worker  from  the 
communin'.  Spanish-speaking  pa- 
tients were  interviewed  by  a bil- 
ingual aide  from  the  .Marion  Coun- 
ty Health  Department.  The  patient 
then  was  sent  to  the  laboratory 
for  hematocrit  and  urinalysis.  Those 
over  12  years  of  age  were  also 
tested  for  syphilis  and  received  a 
routine  P.\  chest  x-ra)'.  Children 
less  than  12  were  weighed  and 
measured  and  their  visual  acuity 
checked.  Any  further  lab  or  x-ray 
studies  were  obtained  outside  the 
clinic. 

Walk-in  patients  were  usually 
taken  on  a first-come-first-served 
basis,  and  usually  only  presenting 
or  acute  complaints  were  dealt  with 
on  the  first  visit.  Patients  needing 
more  extensive  workup,  or  medical 
records  from  elsewhere,  or  detailed 
interviews,  were  asked  to  come 
back  on  a subsequent  afternoon 
when  more  time  would  be  avail- 
able. Problems  that  could  not  be 
handled  in  the  clinic  were  either 
referred  by  the  student  to  the 
medical  school  (where  he  could 
continue  to  share  in  diagnosis  or 
therapy),  or  by  the  preceptor  to 
either  his  own  clinic  or  another 
physician.  The  evening’s  work  was 
normally  finished  by  10:00  pm  but 
occasionally  the  clinic  did  not  close 
until  after  midnight. 

At  the  end  of  the  clinic  season 
all  of  the  charts  were  examined  and 
data  on  lab  studies,  diagnoses  and 
treatment,  and  identifying  data 
were  coded  on  IB.M  cards  by  the 
student  for  those  patients  whom 
he  followed.  Subsequently  the  cards 
were  sorted  and  tabulated  to  facil- 
itate check  for  significant  disease 
patterns  in  the  population. 

results 

Some  of  the  interesting  results 


from  tabulation  of  data  are  the 
following: 

The  clinic  population  consisted 
of  60  percent  Anglos,  37  percent 
Chicanos,  and  3 percent  other  eth- 
nic groups. 

Forty  percent  of  children  mea- 
sured were  under  the  25th  per- 
centile in  height.  Twent)'  percent 
of  the  Anglo  children  and  only 
nine  percent  of  the  Chicano  child- 
ren were  under  the  3rd  percentile 
in  height. 

Of  the  300  PA  chest  films  taken, 
7 percent  revealed  significant  ab- 
normalities, on  the  basis  of  inter- 
pretation by  radiologists.  Five  films 
were  consistent  with  active  tuber- 
culosis and  were  associated  with 
positive  tuberculin  skin  tests. 

Five  percent  of  the  adult  pop- 
ulation was  anemic  (microhemato- 
crit less  than  3 5).  One  and  five 
tenths  percent  of  all  the  patients 
were  rather  severely  anemic  (micro- 
hematocrit less  than  30). 

Two  percent  of  the  patients 
screened  with  routine  urinanalysis 
had  more  than  a trace  of  sugar 
by  Ames  Laboratories  Clinistix. 
Five  percent  had  1+  to  4+  protein- 
uria by  the  same  test. 

Ninety-three  PAP  smears  were 
performed.  One  was  Class  V.  None 
of  the  remaining  92  was  greater 
than  Class  11.  Twenty  nine  percent 
of  the  PAP  smears  showed  evidence 
of  trichomonas  infection. 

Four  and  five  tenths  percent  of 
the  VDRL’s  were  reactive.  There 
was  no  ethnic  group  variation. 

Fifty -four  percent  of  the  pa- 
tients who  were  requested  to  return 


to  the  clinic  found  their  way  back 
for  a return  visit.  There  was  no 
significant  difference  between  the 
Anglo  and  Chicano  return  rate. 

In  an  attempt  to  evaluate  the 
effectiveness  of  the  student  involve- 
ment in  this  clinic,  comparisons 
were  made  with  the  previous  year 
when  the  clinics  run  by  the  Public 
Health  Department  also  tabulated 
a great  many  data.  The  students 
were  curious  as  to  whether  their 
more  aggressive  screening  techni- 
ques, in  combination  with  the  in- 
creased amount  of  time  available 
per  patient,  would  make  a differ- 
ence in  diagnoses.  In  fact,  per  1000 
patients  seen,  the  clinic  staffed  by 
medical  students  found  and  treated 
4 times  as  many  patients  with  ane- 
mia, 7 times  as  many  with  hyper- 
tension, 7 times  as  many  patients 
with  mental  disorder,  and  5 times  as 
many  with  pneumonias.  We  diag- 
nosed 5 cases  of  active  syphilis  in 
1970  but  none  had  been  picked  up 
the  year  before. 

While  the  project  ran  surprising- 
ly smoothly,  there  were  several 
definite  shortcomings.  Meaningful 
community  involvement  was  diffi- 
cult to  generate,  especially  in  the 
face  of  most  workers  leaving  the 
area  a few  weeks  after  the\'  ar- 
rived. We  were  disappointed  to  find 
ourselves  spending  so  much  time 
with  paper  work  and  not  getting 
out  into  the  migrant  camps  as  much 
as  we  had  hoped.  In  addition, 
communication  breakdowns  be- 
tween medical  students  and  public 
health  nurses  were  at  times  trouble- 
some to  both  parties.  These  areas 
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of  difficulty  are  currently  under 
close  scrutiny  by  the  1971  stu- 
dent team. 

modifications,  summer  1971 

A larger  student  group  (10  stu- 
dents - 8 third  year,  2 second 
year)  is  currently  organizing  the 
1971  clinic  utilizing  previous  clinic 
guidelines  for  an  expanded  program. 
Modification  in  operation  of  the 
clinic  include: 

1.  A projected  goal  of  60  pre- 
ceptors with  volunteer  staff 
from  the  medical  school  in 
order  to  provide  a staff  of 
three  preceptors  per  day  and 
earlier  clinic  opening  ( and 
closing)  hours. 

2.  A detailed  educational  pro- 
gram for  students. 

3.  More  efficient  use  of  clinic 
space  with  an  improved  pa- 
tient flow  to  reduce  crowd- 
ing and  patient  waiting. 

4.  Utilization  of  a pharmacy 
student  and  preceptor  to  es- 
tablish a formulary  and  pro- 
vide patient  drug  education 
(funded  under  a separate 
grant). 

5.  Utilization  of  optometry  stu- 


dents and  preceptors  to  screen 
vision,  fit  and  provide  free 
eyeglasses  (funded  under  a 
separate  grant). 

6.  An  Outreach  Project. 

THE  OUTREACH  PROJECT 

Many  of  the  paramedical  duties 
— such  as  health  screening  tests, 
follow-up  work,  and  health  educa- 
tion — previously  done  by  staff 
members  of  the  Stayton  Migrant 
Health  Clinic,  will  be  the  respon- 
sibility this  summer  of  a new  stu- 
dent-designed project.  The  Stayton 
Migrant  Outreach  Program.  Beside 
providing  migrant  families  with  pre- 
ventive medical  care  in  the  camps 
and  allowing  them  opportunities 
for  health  education,  the  Outreach 
Program  will  use  questionnaires  and 
interviews  to:  1.  determine  the  e.x- 
tent  to  which  migrants  in  Marion 
County  are  aware  of  and  have 
access  to  existing  health  care  fa- 
cilities, and  2.  procure  information 
regarding  positive  and  negative  re- 
actions of  migrants  to  health-sci- 
ence students  working  within  the 
migrant  structure.  Using  this  com- 
bination of  field  work  and  survey 
procedures,  Outreach  participants 


hope  to  get  an  idea  of  how  the 
individual  migrant  worker  feels  his 
health  needs  can  best  be  an.swer- 
ed.  Subjective  data  thus  obtained 
may  provide  an  indirect  measure 
of  the  success  of  the  Stayton  Mi- 
grant Health  Clinic,  the  Stayton 
Migrant  Outreach  Program,  and  any 
similar  student-run  programs  which 
may  supplant  them  in  the  future. 
Such  data  may  also  help  to  in- 
dicate the  feasibility  of  initiating 
a health  program  in  the  Stayton 
area  that  would  be  totally  operated 
and  maintained  by'  the  migrants 
themselves. 

The  Stayton  Migrant  Outreach 
program  enlists  the  assistance  of 
six  students  from  the  University 
of  Oregon  Medical  and  Nursing 
Schools.  They  will  be  under  the 
supervision  of  registered  Public 
Health  Nurses  employed  by  the 
Marion  County  Health  Department. 
The  project  is  currently  in  the 
process  of  being  funded  by  the 
Region  X office  (Seattle)  of  HEW. 
The  grant  will  be  accepted  and 
administered  by  the  Oregon  Medi- 
cal Education  Foundation  of  the 
Oregon  Medical  Association.  Mem- 
bers of  the  project  will  also  consult 
directly  with  the  Advisory  Board  of 
the  Stayton  Migrant  Health  Clinic. 

The  students  participating  in  the 
1970  migrant  clinic  are  convinced 
that  their  involvement  in  the  mi- 
grant project  has  been  a help  in 
upgrading  the  medical  care  of  mi- 
grants in  the  traditional  sense.  Stu- 
dents in  the  1971  project  hope  to 
improve  upon  this  health  delivery 
sy'stem  by  coordinating  other  stu- 
dent members  of  the  health  care 
professions.  We  hope  such  a model 
will  provide  better  care  for  the 
patient,  an  excellent  background 
for  educational  exchange,  and  en- 
couragement for  other  community 
projects  designed  to  coordinate  the 
entire  health  team. 

3181  S.W.  Sam  Jackso)/  Park  Road 
(97201) 
(Mr.  Nicola) 


See  additimial  comments  by  Mr. 
Nicola  on  page  515. 
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An  intestinal 
autobiography 

of  rage 
contentmenl 
and  horror 


"Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit.’’* 


"The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful.’’* 


He  was  overwhelmed  by 
"paralyzing  horror”  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  ". . .the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period.  ...’’* 


Background 

*Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D. 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375 


The  subject  is  a 56-year-old  man  with  a 4 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might 
own  family.  His  full-time  job  is  as  a “hum 
laboratory,”  and  throughout  the  13-year  p 
of  the  study,  he  has  taken  great  personal 
in  his  own  participation. 


A story  chai^red  with  emotion 

The  graphs  on  the  facing  page  are  intestinal  motility 
readings  on  a human  subject  experiencing  the 
miotions  of  rage,  contentment  and  horror  (see 
‘Background”  below  left).  This  “intestinal 
uitobiography”  dramatizes  the  point  that  certain 
miotions  correlate  with  specific  patterns  of 
G.I.  motility. 

The  visceral  clutch 

and  functional  G.I.  disorders 

Fhe  gut  response  to  stress  has  been  amply 
demonstrated  in  many  functional  G.I.  disorders. 
Nervous  diarrhea  and  irritable  colon  syndrome,  for 
l^xample,  are  disorders  associated  with  abnormal  G.I. 
■notility.  And  these  disorders  are  commonest  among 
aatients  sensitive  to  life-stress  situations  productive 
of  conflict  and  excessive  anxiety. 

Libra^f  calms  anxiety, 
balms  the  gut 

n these  areas  of  G.I.  pathology,  Librax  has  become 

f mainstay  of  adjunctive  therapy.  Reason?  Effective 
wo-way  calming  action.  Librax,  by  relieving 
|;xcessive  anxiety,  not  only  helps  calm  emotional 
)verreaction  to  stress,  it  controls  intestinal 
nypermotility,  too.  Depend  on  Librax— the  only  drug 
jhat  combines  the  well-known  antianxiety  action  of 
iJbrium®  (chlordiazepoxide  HCl)  and  the  potent, 
ilependable  antisecretory/antispasmodic  action  of 
Quarzan®  (clidinium  Br). 

I or  2 capsules,  3 or  4 times  daily 
n the  treatment  of 
lervous  diarrhea  and 
irritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions;  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 

In  functional  G.I.  disorders, 
"w  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N,J,  07110 
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Regularity- 
for  about  half  the 


regular  cost. 

Especially  for  your  patients  on 
fixed  incomes  there  is  ample 
reason  to  recommend  Regutol.  It 
costs  about  half  what  the  other 
stool  softeners  with  dioctyl  sodium 
sulfosuccinate  cost.  Yet  it  offers 
the  same  quality  and  advantages 
as  the  more  expensive  brands. 

Regutol  is  gentle.  It  works 
without  laxative-type  irrita- 
tion. It  enables  the  natural 
moisture  in  the  colon  to 
soften  or  prevent  hard 
stools.  There’s  no  cramping 
or  urgency.  Just  a comfort- 
able return  to  easier,  normal 
evacuation. 

Regutol.  For  older 
patients  or  any  patient  with 
constipation.  It’s  the  gentle 
approach  to  therapy... phys- 
iologically and  economically. 

Regutol' 

Dioctyl  Sodium 
Sulfosuccinate,  100  mg. 
Calcium  Pantothenate, 

50  mg. 


Pharmaco,  Inc. 

Division  of  Sobering  Corporation 
Kenilworth,  New  Jersey  07033 


obituaries  continued  from  page  360 

DR.  ERIC  M.  CHEW,  63,  of  Mercer  Island,  Washing- 
ton, died  April  2,  1970.  He  was  born  in  Scotland, 
graduated  from  the  University  of  Washington,  then 
received  his  medical  degree  in  1933  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine.  He 
began  practicing  in  Seattle  in  1940,  and  was  a 
specialist  in  cardiovascular  disease  and  internal 
medicine.  Dr.  Chew  was  an  Army  lieutenant  colonel 
during  World  War  II.  Death  was  due  to  coronary 
arteriosclerosis. 

DR.  CLIFFORD  B.  MANDEViLLE,  Tacotiui,  Washington, 
died  June  4,  1970.  He  was  78.  Dr.  Mandeville  was 
born  in  Pennsylvania  and  received  his  medical  de- 
gree from  the  University  of  Michigan  Homeopathic 
Medical  School  in  1917.  He  was  retired.  Death  was 
due  to  cerebrovascular  accident. 

DR.  DONALD  F.  ERICKSON,  Seattle,  Washington,  died 
June  6,  1970.  He  was  59.  Dr.  Erickson  was  born 
in  Drayton,  North  Dakota,  and  educated  at  Macal- 
ester  College  and  Northwestern  University  Medical 
School.  He  served  his  internship  at  Harborview 
Medical  Center  in  Seattle,  and  in  World  War  11  he 
served  in  the  Coast  Guard  and  United  States  Public 
Health  Service.  He  was  in  general  practice  in  Se- 
attle from  1938  until  shortly  before  his  death.  Cause 
of  death  was  a rupture  of  the  thoracic  aorta. 

DR.  ARTHUR  W.  SCHULZ,  Seattle,  Washington,  died 
March  21,  1970.  He  was  born  in  Chicago,  Illinois 
in  1892,  and  received  his  degree  from  Chicago 
College  of  Medicine  and  Surgery  in  1917.  He  prac- 
ticed in  Elrna,  Washington  for  five  years,  then 
became  chief  medical  officer  for  a Veterans  Ad- 
ministration hospital  in  Los  Angeles.  He  worked 
at  several  other  V.A.  hospitals  before  he  was  trans- 
ferred to  Seattle  in  1949.  Dr..  Schulz  was  a retired 
lieutenant  colonel.  He  retired  from  the  Veterans 
Administration  in  1954.  Death  was  due  to  ventric- 
ular fibrillation. 

DR.  HERBERT  w.  JOHNSON,  68,  of  Everett,  Washing- 
ton, died  April  19,  1970.  Cause  of  death  was  a 
degenerative  and  atrophic  disease  of  the  central  ner- 
vous system.  Dr.  Johnson  was  a native  of  Everett, 
and  attended  Oregon  State  College  and  the  Univer- 
sity of  W'ashington.  He  received  bachelor  of  science 
and  doctor  of  medicine  degrees  from  the  University 
of  Minnesota  Medical  School.  After  interning  at 
California  Lutheran  Hospital,  he  spent  four  years 
as  a fellow  in  surgery  at  the  Mayo  E oundation  in 
Rochester,  Minnesota,  then  returned  to  Everett  for 
35  years  of  general  practice  and  general  surgery. 


DR.  PAUL  WINNING  SHARPE,  72,  of  Klamath  Ealls, 
Oregon,  died  October  29,  1970.  Cause  of  death  was 
arteriosclerotic  heart  disease  and  myocardial  in- 
farction. He  was  born  in  California  and  had  prac- 
ticed in  Klamath  Ealls  since  his  graduation  in  1925 
from  the  University  of  California  School  of  Medi- 
cine. He  had  been  retired  for  a year. 

DR.  CLIFFORD  L.  PEASLEY,  55,  of  Portland,  Oregon, 
died  November  5,  1970.  He  was  born  in  Iowa,  and 
graduated  from  the  Pritzker  School  of  Medicine  of 
the  University  of  Chicago  in  1949.  In  1950  he 
began  general  practice  in  Portland,  and  continued 
until  arteriosclerotic  heart  disease  forced  his  retire- 
men  three  years  before  his  death. 

DR.  JOHN  P.  RYND,  48,  of  Port  Orchard,  Washington, 
died  November  6,  1970.  Death  was  due  to  carci- 
noma of  the  lung  ivith  metastasis.  He  was  a native 
of  New  York,  and  graduated  in  1947  from  the  State 
University  of  New  York  at  Buffalo,  School  of  Medi- 
cine. 

DR.  BRUCE  L.  TITUS,  62,  of  Portland,  Oregon,  died 
December  19,  1970.  He  was  born  in  Eugene,  and 
graduated  from  the  University  of  Oregon  Medical 
School  in  1934.  His  specialties  were  otolaryngology 
and  ophthalmology.  Death  was  caused  by  a hemor- 
rhage into  the  cerebrum  and  embolism  to  the  lung. 

DR.  JESSE  A.  DE  FREITAS,  81,  of  Richland,  Washing- 
ton, died  December  21,  1970.  He  suffered  from  ad- 
vanced parkinsonism.  Born  in  Illinois,  he  was  a 
1917  graduate  of  the  Chicago  College  of  Medicine 
and  Surgery. 

DR.  RAYMOND  c.  MARTIN,  43,  Salem,  Oregon,  died 
October  10.  1970.  He  was  a former  anesthesiologist 
at  Salem  General  Hospital,  and  more  recently  was 
a medical  examiner  with  the  State  Accident  In- 
surance Eund.  Newspaper  reports  indicated  that  he 
had  suffered  for  some  time  with  an  unspecified 
illness,  but  that  the  immediate  cause  of  death  was 
an  overdose  of  barbiturates.  He  was  a native  of 
Walla  Walla,  Washington,  and  a 1951  graduate  of 
the  University  of  Oregon  Medical  School. 

DR.  ARCHIBALD  D.  MC  MURDO,  88,  of  Heppner,  Ore- 
gon, died  of  exposure  and  exhaustion  October  5, 
1970.  He  had  been  hunting  in  the  Blue  Mountains 
in  Eastern  Oregon,  and  had  apparently  lost  his 
way  back  to  a cabin  where  he  was  to  meet  his  son. 
He  was  born  in  Virginia,  and  received  his  degree 
in  1910  at  the  University  of  Virginia  Medical 
School.  He  had  served  for  50  years  as  Morrow 
County  health  officer. 
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EDITORIAL 


The  First  Decade 

of  Heart  Ball-Valve  Replacement 


On  April  6,  1961,  a 41-year-old  farmer  disabled  by 
caleifie  mitral  stenosis  had  the  valve  replaeed  with  a 
eaged  ball  prosthesis  at  the  University  of  Oregon  Med- 
ical School.  In  the  ensuing  decade  he  has  lived  a pro- 
ductive and  comfortable  life,  requiring  little  more 
than  the  average  amount  of  medical  attention.  One 
case  history  such  as  this  is  of  cardinal  importance  in 
demonstrating  the  value  that  this  revolutionary  tech- 
nique can  have. 

The  overall  experience  with  ball-valve  replacement 
in  Portland  during  the  past  decade  has  been  generally 
if  not  uniformly  favorable,  and  has  established  the 
operation  internationally  as  a standard  one  by  which 
others  are  judged.  Review  of  the  University  of  Oregon 
experience  with  over  1,000  cases  of  Starr-Edwards 
valve  replacement  in  1961  to  1970  has  yielded  two 
figures  of  primary  interest.  The  operation  doubled 
life  expectancy  both  in  aortic  and  in  mitral  valve  eases 
among  the  85  percent  of  patients  who  recovered  from 
the  surgery.  Individually,  the  typical  patient  has 
changed  from  one  with  substantial  effort  intolerance 
to  one  able  to  carry  out  near  ordinary  activity.  The 
enduring  nature  of  this  improvement  is  underscored 
by  current  actuarial  studies  of  the  whole  group  by  the 
Standard  Insurance  Company,  which  demonstrate  that 
the  better  patients  with  mitral  valve,  and  possibly 
aortic  valve  replacement,  age  50  to  64  years,  may  be 
eligible  for  life  insurance  at  a moderately  increased 
cost. 

Much  useful  technical  information  has  come  from 
this  and  previous  Oregon  studies,  indicating  that  the 


alleviation  in  the  patient’s  symptoms  is  derived  from 
the  hemodynamic  improvement  afforded  by  the  pros- 
thetic valve.  Asa  corollary,  it  has  become  evident  that 
the  person  with  only  minor  symptoms  of  hemody- 
namic abnormality  should  not  have  valve  replacement. 
A dearth  of  information  is  available  about  the  quality 
of  life  after  the  operation. 

What  is  the  outlook  at  present  for  the  patient  who 
faces  valve  replacement?  The  surgery  itself  is  safer 
and,  except  for  the  older  patient  or  one  having  com- 
plications, yields  survival  in  approximately  90  percent 
of  cases.  The  prostheses  have  been  improved  because 
ball  variance  (common  in  the  older  model  1000  scries 
aortic  valve)  has  largely  been  eliminated;  thromboem- 
bolism is  much  less  common  with  the  cloth-covered 
valves  (now  termed  2320  for  aortic  and  6320  for  mi- 
tral series),  while  good  hemodynamic  performance  has 
been  preserved. 

Approximately  two-thirds  of  adults  having  ball 
valve  replacement  will  have  a pleasing  aftcreourse  for 
a median  of  nine  years.  Causes  of  an  unsatisfactory 
result  are  operative  or  premature  late  death  (15  per- 
cent); residual  cardiac  symptoms  due  to  uncorrected 
or  uneorrcetible  disease  (10  percent);  neurological 
complications  (5  percent);  and  severe  hemolytic  ane- 
mia, endocarditis,  remaining  diseases  of  the  liver,  kid- 
neys, or  lungs  (5  percent).  Probably,  these  types  of 
mal-result  will  diminish  with  future  improvements  in 
technique  and  possibly  in  valve  design. 

Wayne  R.  Rogers,  M D. 


Marcy  Repair  of  Indirect  Inguinal  Hernia 


This  year  marks  the  one  hundredth  anniversary  of 
Marcy’s  first  report  of  his  original  technic  for  the  re- 
pair of  indirect  inguinal  hernia.^  Marcy  recognized 
the  internal  ring  in  transversalis  fascia  as  an  embou- 
chure in  the  abdominal  wall  through  which  an  indi- 
rect inguinal  sac  herniates,  and  accordingly,  after  ex- 
cising and  ligating  the  sac,  he  closed  the  ring  with  su- 
tures placed  through  its  transversalis  fascia  margins. 
The  purpose  of  this  editorial  is  to  recognize  Marcy 
and  his  repair  on  the  centennial  of  his  fundamental 
contribution. 

In  addition  to  his  first  paper  in  1871,  Marcy  wrote 
three  other  papers  on  hernia  in  1878,  1881,  and 
1887.^”^  .4.11  of  these  papers  predated  the  first  and  in- 
dependent reports  of  Bassini  and  Halsted  in  1889.^’^ 
Finally,  in  1892,  Marcy  published  an  extensive  mono- 


graph detailing  the  anatomic  intricacies  of  transver- 
salis fascia  and  their  surgical  application.’  However, 
in  the  next  few  years  Bassini,  Halsted,  and  others 
riveted  all  attention  on  suturing  one  or  more  of  the 
various  inguinal  aponeuroses  to  the  inguinal  ligament. 
These  structures  are  much  easier  to  identify  than  the 
internal  ring  in  transversalis  fascia.  The  relative  sim- 
plicity of  the  Bassini  and  Halsted  repairs  most  proba- 
bly had  much  to  do  with  their  rapid  acceptance  and 
continued  popularity,  and  Marcy’s  name  and  repair 
were  relegated  to  comparative  obscurity. 

Emphasis  upon  suturing  something  to  the  inguinal 
ligament  detracts  from  the  importance  of  exposing 
and  suturing  the  internal  ring  in  transversalis  fascia. 
Failure  to  repair  the  internal  ring  after  high  ligation 
of  the  sac  is  the  one  and  only  cause  for  recurrent  in- 
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direct  (not  direct)  inguinal  hernia.  This  error  usually 
occurs  under  two  circumstances.  The  first  is  in  infants 
and  children  who  undergo  only  excision  and  ligation 
of  the  sac.  This  “high  ligation  only”  is  sufficient  in 
patients  with  very  small  neck  of  the  sac,  which  indi- 
cates that  the  ring  is  not  patulous  and  need  not  be  re- 
paired. In  other  patients  the  neck  of  the  sac  admits 
a finger,  or  even  a thumb,  into  the  abdomen,  which 
indicates  a patulous  internal  ring  that  should  be  re- 
paired. If  not  repaired,  it  may  permit  an  indirect  sac 
to  herniate  through  the  patulous  ring  in  later  child- 
hood or  early  adulthood.  The  second  type  of  recur- 
rence is  usually  seen  in  middle-aged  and  elderly  pa- 
tients who  underwent  a Bassini  or  Halsted  type  of  re- 
pair in  their  youth.  Operation  reveals  a “repaired  in- 
guinal canal”  but  an  unrepaired  internal  ring,  through 
which  an  indirect  sac  has  herniated  and  proceeded 
down  the  inguinal  canal  beneath  whatever  has  been 
sutured  to  the  inguinal  ligament.  The  rate  of  these 
recurrences  is  significantly  higher  than  generally  re- 
alized, and  is  not  apparent  in  many  relatively  short 
term  statistical  analyses. 

The  chief  difficulty  lies  in  exposure  of  the  internal 
ring,  for  it  is  hidden,  essentially  by  three  obstacles. 
The  first  and  greatest  obstacle  is  the  cremaster  muscle 
which,  when  well  developed,  must  be  removed  or  de- 
tached from  its  origin,  with  ligation  and  transection 
of  the  external  spermatic  vessels.  Surgeons  who  con- 
sider the  cremaster  muscle  as  an  inviolate  structure, 
and  who  merely  incise  it  longitudinally,  often  cannot 
and  do  not  expose  the  internal  ring.  The  other  obsta- 
cles are  the  arcuate  edges  of  the  internal  oblique  and 
transversus  abdominus  muscles  which  together  must 
be  rolled  or  retracted  sharply  upward,  and  the  in- 
guinal ligament,  which  often  must  be  retracted  sharp- 
ly downward.  Marcy  was  well  aware  of  all  these  ob- 
stacles, and  depicted  his  repair  of  the  internal  ring 
with  an  illustration  in  which  the  cremaster  and  in- 
ternal oblique  muscles  and  the  inguinal  ligament  had 
been  removed. 

Another  problem  concerns  maintenance  of  expo- 
sure of  the  internal  ring,  which  retracts  into  the  abdo- 
men and  disappears  beneath  the  transversus  abdom- 
inus muscle  with  the  stump  of  the  ligated  sac.  To 
keep  the  internal  ring  within  the  surgical  field,  its 
transversalis  margins  are  delineated  and  grasped  with 
clamps  before  disposing  of  the  sac.  Delineation  of  the 
internal  ring  in  this  manner  also  affords  a landmark 
for  high  ligation. 

Advocates  of  the  preperitoneal  approach  to  the  in- 
ternal ring  from  within  the  abdominal  wall  claim  that 
they  obtain  much  better  exposure  of  the  ring  than 
provided  by  dissection  from  outside  the  abdominal 
wall  via  the  inguinal  canal.  They  are  right  if  the  in- 
guinal muscles  and  ligament  are  not  properly  dissect- 
ed and  retracted,  but  are  wrong  if  Marcy’s  technic  of 
exposing  the  internal  ring  is  followed.  Although 


Marcy  did  not  use  the  preperitoneal  approach,  he 
recognized  the  ease  of  repairing  the  internal  ring  from 
within  the  abdomen.  In  a patient  with  a hernia  who 
might  be  undergoing  lower  laparotomy  for  purpose 
other  than  hernia  repair,  Marcy  advocated  excision  of 
the  sac  and  repair  of  the  internal  ring  from  within 
the  abdomen.  This  technic  obviates  the  need  for  a 
counter-incision  in  the  groin  for  concomitant  hernia 
repair. 

After  Marcy’s  inguinal  repair  of  the  internal  ring, 
or  the  same  repair  via  the  intra-  and  preperitoneal 
approaches,  no  supplementary  reinforcement  is  known 
to  protect  against  recurrent  indirect  inguinal  hernia. 
However,  the  possibility  of  the  subsequent  develop- 
ment of  a direct  inguinal  hernia  raises  the  question  of 
buttressing  the  triangle  of  Hesselbach.  If  a buttress  is 
elected  (e.g.,  suturing  the  transversus  abdominus  apo- 
neurosis to  the  iliopubic  tract  and  inguinal  ligament), 
the  buttress  is  an  entirely  separate  suture  line  super- 
ficial to  the  deeper  sutures  closing  the  internal  ring. 

To  sum  up,  recurrent  indirect  inguinal  hernia  is  due 
to  inadequate  exposure  and  repair  of  the  internal  ring 
in  transversalis  fascia.  Recurrence  can  only  be  pre- 
vented by  applying  the  anatomic  and  surgical  princi- 
ples laid  down  by  Marcy  one  hundred  years  ago. 

Charles  A.  Griffith,  M.D. 
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Henry  O.  Marcy,  of  Boston,  was  born  in  1837  and  died  in 
1924.  He  received  his  undergraduate  education  at  Amherst 
and  earned  his  M.  D.  degree  at  Harvard.  After  service  as  a 
medical  officer  in  the  Civil  War,  he  studied  in  Europe  under 
the  great  teachers  of  the  day,  including  Virchow,  Paget,  Wells, 
and  Lister.  He  was  the  first  surgeon  in  the  United  States  to 
advocate  Lister’s  doctrine  of  antisepsis  in  surgery  and  the  first 
to  use  Lister’s  carbolized  catgut.  He  was  President  of  the 
American  Medical  Association  in  1892,  and  received  honorary 
degrees  from  two  institutions,  an  A.  M.  from  Amherst  and  an 
L,L.  D.  from  Wesleyan.  Once,  in  speaking  of  his  early  days  in 
practice,  he  said  he  was  “a  young  man  fresh  from  his  Euro- 
pean studies  and  an  ardent  admirer  of  Professor  Lister,  whose 
views,  at  the  time,  1 believe,  were  not  accepted  by  a single 
surgeon  in  the  Boston  District.” 

C.  A.  G. 
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Medical  Specialties  and  Their  Impact 

on  Medical  Education 

G.  HUGH  LAWRENCE,  M.D.,  Seattle,  Washington 

Specialty  boards  have  had  important  influence  on  post-doctoral  medical  education  by 
moving  into  the  vacuum  left  by  the  universities  and  the  licensing  bodies.  By  establishing 
standards  for  training  as  well  as  by  examining,  they  have  exerted  influence  that  has  fre- 
quently been  proprietary  rather  than  educational.  They  have  not  effectively  promoted 
interdisciplinary  communication.  Elimination  of  the  internship  and  early  specialty  train- 
ing, in  programs  developed  under  board  influence,  may  not  prepare  trainees  well  as 
primary  physicians.  Coordination  of  post-doctoral  training  programs  with  each  other  and 
with  undergraduate  curricula,  by  the  universities,  may  solve  both  training  and  manpower 
problems.  Remaining  role  of  the  specialty  boards  might  well  he  that  of  examination  for 


certification. 


In  his  preparation  for  a career  in 
medicine  a student  pursues  a dis- 
coordinated,  four-phase  curriculum. 
His  undergraduate  years  are  usually 
guided  by  a non-medical  premedical 
advisor  whose  training  is  usually  in 
the  basic  sciences.  His  medical 
school  years  are  the  responsibility 
of  his  university  faculty.  It  is  dur- 
ing the  postdoctoral  years  that  his 
training  is  centered  in  the  hospital 
setting  whether  it  be  a university  or 
community  institution.  The  im- 
pact of  the  specialities  is  particu- 
larly felt  during  these  latter  years. 
Once  certified  he  has  available  the 
diversities  of  influence  of  the  many 
facets  of  continuing  education. 

the  point  of  impact 

While  medical  specialties  exert 
strong  influences  within  medical 
school  upon  the  educational  exper- 
ience, there  nevertheless  remains  an 
intramural,  overall,  structured 
framework  of  cooperative,  inter- 
disciplinary program  design,  espec- 
ially now  in  the  recent  curriculum 
changes.  However,  when  one  exam- 
ines postdoctoral  education  in  both 
community  and  university  hospi- 
tals, he  finds  an  even  greater  impact 

Dr.  Lawrence  is  Director  of  Medical 
Education,  Virginia  Mason  Hospital. 

Presented  in  part  at  annual  conference 
of  Pacific  Northwest  Society  for  Medical 
Education,  Port  Ludlow,  Washington, 
May  16,  1970. 


of  the  specialties  upon  education. 
Specialties  and  their  representative 
boards  have  contributed  a great 
deal  to  the  excellence  of  graduate 
medical  education.  The  boards 
have  filled  a much  needed  vacuum 
in  the  postdoctoral  years,  a vacuum 
created  by  a lack  of  legislative  de- 
finition of  specialty  qualifications 
and  by  the  medical  schools’  general 
lack  of  involvement  in  the  many 
aspects  of  the  postdoctoral  curric- 
ulum. 

The  very  nature  of  organization 
and  composition  of  specialty  boards 
has  tended  to  produce  varying  de- 
gree of  orthodoxy  within  the  spe- 
cialty, interspecialty  isolation,  and 
a tendency  towards  parochial  rigid- 
ity in  the  educational  process.  Pres- 
sures have  been  exerted  upon  indi- 
vidual hospital  programs  by  the 
American  specialty  boards.  These 
boards  have  set  educational  stand- 
ards for  the  specialty  trainee,  stand- 
ardized his  curriculum  content,  and 
have  usually  set  specifications  as  to 
the  time  required  to  complete  his 
training.  These  certification  stand- 
ards have  often  been  utilized,  usu- 
ally beneficially,  by  the  medical 
community  as  the  only  available 
indication  of  which  individuals  are 
qualified  to  pursue  specialty  activ- 
ities within  the  hospital  setting. 

Performance  of  the  boards  as 
truly  educational  agencies  varies, 
some  assuming  a proprietary  role. 


Tbe  functions  of  the  boards  are,  in 
general,  autonomous  with  an  appar- 
ent lack  of  intercommunication  and 
cooperative  effort  between  the 
boards.  The  requirement  of  a 
board  to  have  its  candidate  take 
some  form  of  his  early  training  in 
another  specialty,  while  thoroughly 
desirable,  has  in  practice  often  re- 
legated the  trainee  to  a secondary 
experience,  which  might  have  been 
avoided  had  there  been  a better 
sharing  of  the  interdisciplinary  ed- 
ucational expertise  and  cooperation. 

Efforts  of  specialty  diplomates 
designed  to  jealously  protect  the 
interests  of  their  specialty,  as  for 
example  in  the  competitive  areas  of 
surgical  specialization,  have  resulted 
in  a quest  for  dominance  in  an 
anatomical  area  and  further  com- 
partmentalization  of  the  learning 
experience.  These  would  seem 
more  proprietary  than  educational 
in  nature.  In  surgery  of  the  head 
and  neck,  the  plastic  surgeon,  gen- 
eral surgeon  and  otolaryngologist, 
as  board  specialists  and  exerting 
pressures  through  their  specialty 
societies,  all  vie  for  territorial  im- 
perative with  themselves  and  with 
others. 

innovation  may  be  hindered 

The  nineteen  independent  board 
agencies  are  loosely  unified  by  the 
Advisory  Board  for  Medical  Speci- 
alties. The  main  influence  of  this 
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organization  has  been  to  deter  an 
even  further  fragmentation  into  sub- 
specialties, such  as  the  Boards  of 
Trauma,  Pediatrics  or  Abdominal 
Surgen,'.  When  one  considers  the 
composition  of  boards,  it  is  appar- 
ent that  they  are  usually  composed 
solely  of  diplomate  members  from 
their  own  specialty  with  an  empha- 
sis on  self-perpetuation  without 
cross  fertilization  from  a sister  speci- 
alty. Should  there  not  be  a neuro- 
logist on  the  Board  of  \'eurosurger\’ 
or  a nephrologist  on  the  Board  of 
Urology?  Where  does  the  physio- 
logist or  the  pharmacologist  fit  into 
the  board  structure  if  this  is  truly 
an  educational  organization?  The 
question  basically  arises  as  to  wheth- 
er boards  should  continue  to  design 
the  educational  programs,  conduct 
their  review,  and  finally  to  e.xamine 
the  graduates.  Does  their  very 
in-bred  composition  tend  to  stifle 
innovation  in  programs,  especially 
when  the  specialt)’  can  only  deal 
with  itself  by  its  very  nature  of 
composition? 

logical  role  for  universities 

It  does  seem  anomalous  that  the 
university  has  assumed  responsi- 
bility for  less  than  half  of  the 
formal  professional  education  of  a 
physician.  With  the  university  being 
a logical  seat  for  the  role  of  change 
in  the  medical  education,  particu- 
larly as  a meeting  place  of  many 
disciplines,  it  may  well  be  that 
change  in  education  may  be  effect- 
ed more  readily  once  the  university 
fully  assumes  more  responsibility 
for  postdoctoral  education.  It  will 
be  difficult  to  alter  attitudes  en- 
countered in  many  community  and 
even  university  hospitals  where  spe- 
cialization is  already  dominant.  It 
would  appear  that  an  effort  might 
well  be  made  to  transfer  the  res- 
ponsibility for  education  programs 
in  the  postdoctoral  years  from  the 
specialty  groups.  Both  the  Board 
of  Internal  .Medicine  and  Board  of 
Orthopedic  Surgery  have  shown  in- 
dications for  rela.xing  previous  rigid- 
ity and  now  place  greater  respon- 
sibility on  the  candidate  and  pro- 
gram director  in  the  hospital  for 


preparation  of  the  future  specialist. 

Should  the  boards  forsake  all 
roles  e.xcept  actual  certification  by- 
examination  In  a fashion  similar  to 
the  National  Board  of  .Medical 
Examiners?  This  was  the  con- 
clusion of  the  Conference  Council 
of  Academic  Societies  in  1968.^ 
Similarly  this  Conference  advocat- 
ed a reinforcement  of  the  Millis 
Commission  recommendation  for 
the  establishment  of  a Commission 
on  Graduate  .Medical  Education  in 
order  to  coordinate  educational  pro- 
grams in  its  four  phases,  particu- 
larly as  to  the  interrelationship  of 
the  several  disciplines  involved.  As 
certain  specialties,  for  e.xample  the 
Board  of  Psychiatry,  no  longer  re- 
quire an  internship,  there  is  a dis- 
tinct need  for  further  coordina- 
tion of  such  a venture. 

At  the  present  time  six  of  the 
nineteen  boards  have  altered  the 
need  for  the  internship  as  we  have 
known  it.  This  is  desirable  provided 
the  move  be  a coordinated  one  in 
which  the  student  is  not  denied  re- 
sponsible experience  in  those  disci- 
plines so  intertwined  with  his  future 
career,  by  quirks  in  his  curriculum. 

the  fundamen  tal  issue 

The  Board  of  Trustees  of  the 
American  Medical  Association  has 
recently  stated  that  after  July  1, 
1975  no  internship  program  will  be 
approved  which  is  not  integrated 
with  residency  training  to  form  a 
unified  program  of  graduate  med- 
ical education.  It  is  a good  first  step 
but  does  this  come  to  grips  with 
the  fundamental  issue  of  overall 
curriculum  coordination  of  under- 
graduate, medical  school  and  post- 
doctoral education? 

In  a practical  area,  state  lic- 
ensing laws  need  revision.  Selective 
Service  deferment  must  be  adapted, 
and  the  National  Intern  .Matching 
Program  must  be  adjusted  to  such 
changes  in  order  to  avoid  a return 
to  competitive  recruiting  shambles 
of  former  years.  More  important, 
in  the  area  of  education,  the  uni- 
versity should  construct  its  increas- 
ingly individualized  curriculum  to 


provide  greater  clinical  responsi- 
bility than  is  usually  available  in 
the  present  clinical  clerkship  if  we 
are  to  abolish  responsibility  ob- 
tained in  the  internship. 

Can  such  coordination  be  effect- 
ed without  a national  commission? 
What  of  the  interrelationships  be- 
tween different  medical  schools  and 
the  hospitals  in  geographically  sep- 
arate medical  communities?  Should 
the  Board  of  Internal  Medicine,  for 
example,  encourage  early  special- 
ization by  requiring  a straight  med- 
ical internship  prior  to  its  initial 
e.xam.ination?  This  inducement  will 
doubtless  prepare  the  candidate  less 
well  for  his  role  as  a primary  physi- 
cian than  would  a more  diversified 
internship,  provided  some  aspects 
of  his  curriculum  have  not  provided 
responsible  experience  outside  the 
field  of  medicine.  It  is  not  im- 
possible to  imagine  that  this  stream- 
lined primary  physician  might  pre- 
sent himself  for  examination  with- 
out ever  having  responsibly  cared 
for  patients  with  pediatric  or  obste- 
trical problems  in  the  clinical  set- 
ting. Similar  action  by  the  Board 
of  Otolaryngology'  very  desirably 
shortening  the  period  of  training 
if  the  candidate  takes  a straight 
surgical  internship  may,  however, 
fail  to  provide  a diplomate  having 
had  responsible  experience  in  the 
care  of  his  younger  patients. 

manpower 

Other  than  their  impact  upon 
education  programs,  specialty  soci- 
eties have  e.xercised  a considerable 
effect  in  another  significant  area, 
that  of  manpower  and  recruitment. 
Increasingly,  the  “have  not”  speci- 
alties have  utilized  summer  extern- 
ships  and  differential  salaries  super- 
imposed on  hospitals  as  a means  of 
encouraging  house  staff  recruitment 
to  their  services.  These  programs 
have  been  introduced  into  the  hos- 
pitals by  specialty  representatives 
on  their  staffs.  Knowles,  in  re- 
viewing medical  manpower  prob- 
lems in  1968,  pointed  out  that 
a majority  of  specialty  boards  an- 
swering his  inquiry  felt  that  it  was 
outside  their  area  of  interest  and 
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responsibility  to  consider  the  board 
question  of  manpower  shortages, 
and  yet,  as  already  mentioned,  they 
do  consider  it  within  their  respon- 
sibility to  undertake  active  pro- 
grams in  recruitment  for  residents.^ 
Some  substantial  studies  in  man- 
power problems  have  been  accom- 
plished by  the  Boards  of  Pathology, 
Psychiatry,  Neurology  and  Derma- 
tology, with  studies  in  progress  in 
Orthopedic  Surgery,  Pediatrics  and 
Urology.  Such  studies  conducted 
in  the  framework  of  interspecialty 
priority  should  be  encouraged.  Stud- 
ies have  been  carried  out  in  the  two 
major  specialties  of  Internal  Med- 
icine, where  there  is  a shortage 
of  manpower,  and  in  General  Sur- 
gery, where  there  is  no  shortage. 
Merely  increasing  the  number  of 
physicians  will  not  guarantee  a 
more  equitable  and  realistic  dis- 
tribution of  manpower  or  its  uti- 
lization. When  demand  outstrips 
supply  in  a free  market,  the  price 
for  service  rises.  The  impact  of 
this  price  increase  upon  the  via- 
bility of  our  system  is  apparent. 
When  examining  quantity,  quality 
must  not  be  disregarded.  While 
the  boards  have  exerted  a profound 
and  beneficial  effect  in  the  area 
of  quality,  it  may  be  questioned 
whether  distribution,  utilization  and 
manpower  needs  can  be  objectively 
judged  from  within  a specialty 
alone. 

At  the  grassroots  level  of  the 


community  hospital  postdoctoral 
educational  program,  the  impact  of 
discoordinated  directives  of  self- 
seeking  specialty  groups  is  readily 
apparent.  Board  doctrines  concern- 
ing program  design  and  content 
often  provide  nearly  impossible 
hurdles  to  the  Director  of  Med- 
ical Piducation.  Competitive  re- 
cruiting by  the  specialties  has,  on 
occasion,  proved  disruptive  to  the 
house  officer  and  his  intellectual 
growth,  as  well  as  to  the  institu- 
tion. Differential  salaries  have  tend- 
ed to  escalate  the  overall  salary  base 
within  the  institution.  Coordinated 
planning  in  the  area  of  community 
hospital  medical  school  house  staff 
affiliation,  an  innovative  necessity 
for  the  medical  school  in  these  days 
of  decreasing  indigent  patient  vol- 
ume, is  often  hampered  in  those 
specialties  where  rigidity  dominates 
program  specifications.  Until  re- 
cently specifications  of  one  board 
stipulated  exactly  what  a resident 
should  be  doing  at  a given  time  in 
bis  training,  inhibiting  program  in- 
dividualization and  affiliation  pro- 
grams  for  residents. 

conclusion 

By  increasing  university  coordi- 
nation of  postdoctoral  training  pro- 
grams and  by  coordinating  these 
programs  with  the  ever-changing  un- 
dergraduate curriculum  through  the 
university,  it  would  appear  that  the 


remaining  role  of  the  specialty  board 
might  best  be  that  of  certification 
by  examination.  By  such  measures 
of  coordination,  it  would  appear 
that  innovative  programs  can  be  de- 
veloped with  greater  concern  for  the 
needs  of  the  medical  community, 
particularly  in  the  area  of  manpow- 
er. If  such  redefinition  of  authority 
and  responsibility  on  the  part  of  the 
university  medical  school,  the  com- 
munity hospital  and  the  specialty 
boards  occurs,  can  it  possibly  be  ef- 
fective without  overall  countrywide 
coordination  and  review  by  a Na- 
tional Commission  of  Postgraduate 
Medical  Education?  This  leaves  to 
be  answered  the  riddle  of  meeting 
specialty  manpower  apportionment 
in  the  face  of  increasing  electivity  in 
medical  curriculum.  Such  appor- 
tionment may  well  be  effected  by  a 
more  realistic  approval  of  specific 
residency  programs  in  direct  rela- 
tionship to  physician  manpower 
needs  and  educational  quality  rather 
than  the  needs  for  house  staff  man- 
power and  service. 

1 1 18  Ninth  Avenue  (98101) 
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Arteriovenous  Fistula 

Report  of  a Case  with  Secondary  Arterial  Block 

RAYMOND  J.  BUNGARD,  M.D.,  Boise,  Idaho 

A large,  subcutaneous  hematoma  caused  unusual  findings  associated  with  a popliteal 
arteriovenous  fistula.  Evacuation  of  the  hematoma  and  repair  of  the  artery  gave  complete 
relief. 


Arteriovenous  fistula  involving 
extremities  is  a relatively  uncom- 
mon entity,  but  should  be  consider- 
ed when  penetrating  injuries  occur 
in  either  military  or  civilian  life. 
Hughes  and  Janke  reported  91  arte- 
riovenous fistulas  resulting  from  in- 
juries sustained  in  the  Korean  War  at 
Walter  Reed  Army  Medical  Center.* 
Obliterative  procedures  were  com- 
pared with  reconstructive  proce- 
dures and  results  in  the  latter  were 
far  superior.  Discussion  of  obliter- 
ative management  of  arterial  injuries 
and  their  sequelae  during  World 
War  II  has  been  published  in  book 
form  by  the  office  of  the  Surgeon 
General,  Department  of  the  Army.^ 
For  more  recent  concepts  of  the 
hemodynamics  of  arteriovenous  fist- 
ulas the  reader  is  referred  to  the 
work  of  Schenke,  et  al,^  and  John- 
son, et  al.^’^  A study  would  be  in- 
complete without  reference  to  the 
pioneer  work  of  Emile  Holman  in 
this  field. 

The  following  case  report  illus- 
trates a three  and  one-half  month 
interval  between  injury  and  recon- 
structive treatment  and  also  an  un- 
usual finding  associated  with  the 
fistula. 

CASE  REPORT 

A 23-year-old  white  male  was  ad- 
mitted to  the  Boise,  Idaho,  Veterans 
Hospital,  August  29,  1969.  His  ad- 
mitting complaint  was  pain  and 
swelling  of  the  right  leg  below  the 
knee.  On  May  17,  1969,  while  in 
Viet  Nam,  he  was  struck  in  the  right 
leg  by  a mortar  shell  fragment. 
Treatment  at  the  time  of  injury  con- 
sisted of  debridement  of  the  wound 
followed  by  closure  two  weeks  later. 


From  the  Surgical  Service  of  the 
Veterans  Administration  Hospital,  Boise, 
Idaho. 


Subsequent  to  the  injury  there  was 
swelling  of  the  leg  and  limitation  of 
motion  but  little  if  any  pain.  He 
was  discharged  from  the  military 
service  July  21,  1969. 

On  August  27,  1969,  a little  over 
three  months  following  the  injury. 


Fig.  1.  Preoperative  arteriogram. 
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he  noted  sudden  pain  and  increased 
swelling  of  the  right  leg  in  the  region 
of  the  injury  with  further  limitation 
of  motion.  He  had  no  chills  or  fever. 

Physical  examination  revealed  a 
well-developed,  well-nourished  white 
male.  Blood  pressure  130/70,  temp- 


eraturc  99F.  A healed  wound  of 
entry  was  on  the  upper  postero- 
medial aspect  of  the  right  calf.  The 
right  calf  measured  41  cm,  the  left 
calf  35  cm.  There  was  increase  in 
skin  temperature  at  the  site  of  swel- 
ling. A systolic  bruit,  heard  in  the 
popliteal  region,  disappeared  on  full 
extension  of  the  knee.  The  posterior 
tibial  pulse  disappeared  on  exten- 
sion of  the  knee.  The  dorsalis  pedis 
pulse  was  absent.  The  pedal  pulses 
were  strong  on  the  uninvolved  side. 

Routine  urinalysis  was  normal. 
Hemoglobin  16.8  gm.,  hematocrit 
50.5,  white  blood  count  9,800,  nor- 
mal differential.  Chest  x-ray  was 


clear.  X-ray  of  the  right  leg  demon- 
strated a metallic  foreign  body  in 
the  popliteal  space.  Electrocardio- 
gram was  reported  within  normal 
limits. 

A right  femoral  arteriogram  re- 
vealed an  arteriovenous  fistula  in- 
volving the  popliteal  artery  and  vein. 
In  addition,  there  was  an  unexplain- 
ed filling  defect  causing  displace- 
ment and  narrowing  of  the  popliteal 
artery.  Figure  1. 

On  September  6,  1969,  explora- 
tion of  the  popliteal  area  revealed  a 
300  ml  collection  of  dark  clotted 
blood,  which  was  evacuated.  This 
finding  was  apparently  responsible 


Fig.  2.  Postoperative  arteriogram. 


for  the  filling  defect  causing  dis- 
placement and  narrowing  of  the 
popliteal  artery  and  its  occlusion  on 
extension  of  the  knee.  The  popli- 
teal vein  was  ligated  above  and  be- 
low the  fistula  and  the  defect  in  the 
popliteal  artery  was  repaired  with  an 
elliptical  segment  of  popliteal  vein. 

Postoperatively  both  pedal  pulses 
were  strong  and  arteriography  dem- 
onstrated a successful  repair  and 
correction  of  the  displaced  artery. 
Figure  2.  On  follow-up  visits  the 
pedal  pulses  have  been  strong,  and 
swelling  of  the  leg  subsided.  The  pa- 
has  remained  asymptomatic. 

summary  and  conclusion 

Successful  repair  of  a traumatic 
arteriovenous  fistula  involving  a low- 
er extremity  is  reported.  Intermit- 
tent occlusion  of  a peripheral  artery 
due  to  pressure  from  a hematoma  as 
an  unusual  feature  is  also  noted.  A 
high  degree  of  suspicion  is  advisable 
when  penetrating  injuries  occur  in 
the  vicinity  of  vascular  bundles. 

Veterans  Administration  Hospital 
(83707) 
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Surgical  Treatment  of  Meniere’s  Disease 

JAMES  A.  DONALDSON,  M.D.,  Seattle,  Washington 

Although  most  patients  having  Meniere’s  disease  can  be  controlled  by  appropriate  med- 
ical management,  occasional  patients  cannot  and  require  surgical  treatment.  Prior  to  sur- 
gical intervention,  a thorough  evaluation  is  indicated  to  be  certain  the  diagnosis  is  correct. 

The  type  of  surgical  procedure  chosen  will  be  based  on  the  amount  and  usefulness  of  resid- 
ual hearing  in  the  ear,  the  amount  of  residual  vestibular  function,  and  the  experience  of 
the  operator  with  the  various  procedures. 


Meniere’s  disease,  with  its  episod- 
ic vertigo,  tinnitus,  and  hearing  loss, 
affects  afflicted  patients  both  with 
morbidity  during  the  episode,  and 
frequently  with  a constant  anxiety 
regarding  the  next  episode.  Fortun- 
ately, most  patients  respond  to  ap- 
propriate medical  management,  par- 
ticularly when  it  is  administered  by 
a sympathetic  physician  whom  the 
patient  is  convinced  has  done  a thor- 
ough examination.  For  those  few 
patients  who  have  not  responded  to 
medical  management,  appropriate 
surgical  intervention  is  indicated. 

pa  tien  t e vatua  tion 

Prior  to  surgical  interv'ention  re- 
appraisal of  the  entire  patient  is  in 
order  to  be  certain  that  the  diagno- 
sis is  correct  and  that  no  aspects 
have  been  overlooked.  At  this  re- 
evaluation,  in  addition  to  a careful 
history  and  physical  examination,  a 
number  of  special  tests  are  indicated: 

/.  Pure  tone  audiometry.  The 
amount  and  type  of  hearing  loss 
must  be  determined  to  be  certain 
that  the  loss  is  sensori-neural  rather 
than  conductive.  While  the  type  of 
loss  could  be  determined  with  tun- 
ing forks,  quantitation  in  both  ears 
is  necessarv’  prior  to  surgery. 

2.  Speech  audiometry.  The 
threshold  for  understanding  of  spo- 
ken test  words  is  determined.  This 
ought  to  correspond  to  the  pure 
tone  average  through  the  speech  fre- 
quencies (500,  1000,  2000)  or  at  least 
to  the  average  of  the  better  two  of 
these  three  frequencies.  Lack  of  this 

Dr.  Donaldson  is  Professor  and  Chair- 
man of  the  Department  of  Otolaryngol- 
ogy, School  ot  Medicine,  University  of 
Washington,  Seattle. 


correspondence  suggests  a function- 
al hearing  loss.  More  important  than 
the  speech  reception  threshold  is 
the  speech  discrimination  which  in- 
dicates the  percent  of  phonetically 
balanced  words  correctly  identified. 
This  is  the  most  important  test  of 
hearing  for  it  indicates  the  real  value 
to  the  patient  of  the  ear  in  question. 
If  the  discrimination  in  the  affected 
ear  is  below  50  percent,  which  is  not 
unusual  in  Meniere’s  disease,  the  pa- 
tient is  understanding  less  than  half 
of  the  words.  If  the  other  ear  is  nor- 
mal (above  90  percent)  not  only  is 
the  afflicted  ear  not  providing  help, 
but  it  may  actually  be  interfering 
with  understanding  by  feeding  dis- 
torted information  to  the  brain. 

3.  Special  audiologic  tests,  such 
as  the  Bekesy,  short  intensity  sensi- 
tivity index,  tone  decay,  alternate 
binaural  loudness  balance  tests,  etc., 
aid  in  localization  of  the  site  of 
sensori-neural  hearing  loss.  This 
helps  to  differentiate  Meniere’s  dis- 
ease, w’hich  is  cochlear,  from  cere- 
bellopontine angle  tumors  such  as 
acoustic  neuroma,  a cause  of  retro- 
cochlear  loss. 

4.  Polytomography,  which  sec- 
tions the  temporal  bone  at  one  or 
two  millimeter  intervals,  is  primarily 
useful  in  studying  the  internal  audit- 
ory meatus  to  search  for  the  flaring 
of  the  porus  or  erosion  of  the  pet- 
rous ape.x,  characteristic  of  acoustic 
neuroma.  At  times  this  is  combined 
with  injection  of  one  or  more  cc  of 
radiopaque  dye  into  the  spinal  fluid 
in  an  attempt  to  delineate  the  inter- 
nal auditory  meatus  by  filling  it 
with  dye. 

5.  Glycerol  test.  This  is  a recent- 
ly devised  test  in  which  improve- 


ment of  hearing  is  measured  three 
hours  after  ingestion  of  1.2  cc  gly- 
cerol per  kilo.  This  apparently  pro- 
duces acute  dehydration  of  the  inner 
ear  reducing  the  endolymphatic  hy- 
drops and  increasing  the  hearing 
level.  While  it  is  usually  only  posi- 
tive in  early  cases  of  Meniere’s  dis- 
ease where  the  hearing  is  still  fluctu- 
ating, it  is  one  of  the  few  tests  that 
appear  to  be  specific  for  Meniere’s 
disease. 

6.  Neurologic  examination  is  in- 
dicated to  rule  out  any  neurologic 
disease  mimicking  Meniere’s  disease. 

7.  Psychiatric  evaluation  is  also 
indicated  prior  to  surgery.  Most  pa- 
tients with  Meniere’s  disease  have 
much  anxiety.  It  is  not  known 
w'hether  the  anxiety  results  from  the 
terrifying  episodes  and  the  patient’s 
inability  to  cope  with  them,  or 
whether  the  anxiety  is  an  etiologic 
factor  in  the  production  of  the  epi- 
sodes. It  is  important  prior  to  sur- 
gery, however,  to  have  a competent 
emotional  assessment  of  the  patient. 

8.  Vestibular  evaluation  should 
include  tests  for  spontaneous  and 
positional  nystagmus  as  well  as  a cal- 
oric test.  This  may  consist  either  of 
injection  of  a measured  amount 
(usually  1 cc)  of  ice  water  into  the 
external  auditory  canal  for  twenty 
seconds,  or  a bithermal  test  using 
water  at  thirty  degrees  and  forty- 
four  degrees  Centigrade.  With  either 
stimulation,  the  resultant  nystagmus 
can  be  monitored  either  with  the 
naked  eye  or,  more  precisely,  with 
electronystagmography.  Two  im- 
portant bits  of  information  result 
from  this  test.  Stimulation  should 
simulate  qualitatively  the  episodes 
described  by  the  patient.  If  this  is 
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not  the  case,  the  diagnosis  is  open 
to  question.  When  destructive  sur- 
gery is  being  considered,  the  amount 
of  residual  vestibular  response  to 
caloric  stimulation  helps  one  predict 
the  amount  of  post-operative  com- 
pensation necessary  after  the  resi- 
dual vestibular  neurepithelium  is 
destroyed. 

Once  reassessment  has  confirmed 
the  presence  of  Meniere’s  disease,  a 
trial  of  intensive  medical  manage- 
ment, including  abstinence  from 
smoking,  1,000  mg  sodium  diet,  and 
chlorothiazide,  500  to  1,000  mg 
per  day,  is  carried  out,  if  it  has  not 
already  been  utilized.  Should  this 
be  ineffective  a surgical  procedure  is 
planned. 

surgical  procedure 

Several  principles  are  followed  in 
selecting  the  most  appropriate  pro- 
cedure for  a given  patient.  While 
Meniere’s  disease  is  usually  unilater- 
al, 30  percent  are  bilateral. ' If  the 
second  ear  is  to  become  involved,  it 
usually  does  so  within  two  years  of 
the  onset  of  the  first  ear.  For  this 
reason,  a destructive  procedure  is 
seldom  carried  out  less  than  two 
years  from  the  onset  of  symptoms. 
Any  of  the  surgical  procedures  can 
further  impair  hearing  in  the  involv- 
ed ear.  It  is  important  that  the  pa- 
tient be  aware  of  this  and  that  the 
complete  hearing  function  of  the 
opposite  ear  be  known  and  evalu- 
ated. 

Surgical  procedures  for  the  treat- 
ment of  Meniere’s  disease  vary  wide- 
ly. Some  attempt  to  equalize  the 
pressure  between  endolymph  and 
perilymph;  some  selectively  destroy 
vestibular  neurepithelium;  others 
destroy  the  vestibular  and  cochlear 
neurepithelium;  and  one  merely  in- 
terferes with  transmission  of  vestibu- 
lar impulses  to  the  central  nervous 
system. 

1.  The  Pick  sacculotomy  takes 
advantage  of  the  fact  that  the  dila- 
ted, endolymph-containing  saccule 
rests  against  the  underside  of  the 
stapes  footplate  through  which  it 
can  be  punctured  with  a fine  pick.^ 
It  is  not  known  whether  success  of 
the  operation  results  from  creation 


of  a temporary  or  permanent  fistula 
between  endolymph  and  perilymph, 
or  whether  the  success,  when  it  oc- 
curs, results  from  creation  of  a junc- 
tion membrane  between  the  saccule 
and  middle  ear  mucosa  through  the 
perforation  in  the  stapes  footplate. 
Although  technically  not  difficult 
for  an  experienced  otologic  surgeon, 
the  results  in  this  country  have  not 
replicated  Dr.  Pick’s  high  success 
rate. 

2.  The  Cody  tack  procedure  con- 
sists of  the  insertion  of  a small  stain- 
less steel  tack  through  the  footplate 
of  the  stapes.  Figure  1."*  This  per- 
forates the  dilated  saccule  which 
then  collapses.  The  tack  remains  in 
position.  The  patient  may  begin  to 
have  subsequent  episodes  of  his  ver- 
tigo and  hearing  loss,  but  he  will  no- 
tice that  just  as  the  sensations  are 
beginning  to  develop,  there  is  a sud- 
den cessation  of  symptoms.  It  is 
presumed  that  during  the  episode, 
the  saccule  becomes  dilated  with  in- 
creasing endolymphatic  pressure  un- 
til it  reaches  the  sharp  tip  of  the 
tack  and  ruptures,  dissipating  the  in- 
creased pressure.  The  tack  operation 
completely  relieves  vertiginous  at- 
tacks in  70  percent  of  the  patients, 
but  can  result  in  decreased  hearing 
for  pure  tones  (worse  by  20  decibels 


or  more  in  12  percent)  or  speech 
discrimination  (worse  by  20  per- 
cent or  more  in  21  percent  of  the 
patients). 

3.  Saccus  eudolymphaticus  shunt. 
The  saccus  endolymphaticus  is  an 
endolymph  containing  structure  lo- 
cated between  the  posterior  semi- 
circular canal  and  the  sigmoid  por- 
tion of  the  transverse  sinus.  Figure  2. 
A procedure  has  been  devised  by 
Dr.  William  House  has  devised  a pro- 
cedure to  place  a plastic  tube  from 
the  lumen  of  the  saccus  endolymph- 
aticus to  the  sub-arachnoid  immedi- 
ately adjacent  to  it.^’^  This  allows 
dissipation  of  the  increased  endo- 
lymphatic pressure  into  the  cerebro- 
spinal fluid.  The  approach  to  the 
saccus  is  similar  to  a mastoidectomy. 
This  procedure,  or  one  of  its  modi- 
fications, controls  the  vertigo  in  as 
many  as  91  percent  of  the  patients, 
with  decreased  hearing  for  pure 
tones  and  discrimination  in  only  9 
percent. 

4.  Ultrasound.  The  vestibular 
end  organ  can  be  selectively  destroy- 
ed with  ultrasound  after  performing 
a complete  mastoidectomy  and  thin- 
ning the  lateral  semicircular  canal. 
Using  this  method  the  vertigo  has 
been  cured  in  62  percent  while  the 
hearing  worsened  in  18  percent.^ 


Fig.  1.  The  Cody  tack  procedure.  Under  guidance  of  the  operating  microscope, 
a small  tack  is  placed  through  the  footplate  of  the  stapes  into  the  dilated  saccule 
which  then  collapses.  Subsequent  increased  pressure  within  the  saccule  results  in 
expansion  of  the  saccule  until  it  strikes  the  point  of  the  tack,  is  perforated,  and 
collapses. 
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Fig.  2.  Surgical  approach  for  saccus  endolymphaticus  shunt  procedure,  a.  A 
complete  mastoidectomy  has  been  performed;  the  posterior  semicircular  canal 
identified.  The  saccus  is  located  between  the  sigmoid  sinus  and  the  posterior  semi- 
circular canal,  at  or  below  the  dotted  line  drawn  through  the  lateral  canal,  b.  The 
saccus  has  been  opened  to  allow  insertion  of  the  House  shunt  tube.  (This  is 
Figure  7 of  Anson,  et  al.  Surgical  Anatomy  of  the  Endolymphatis  Sac  and  Peri- 
lymphatic Duct,  Laryngoscope,  74:480-497  (April)  1964;  and  Figure  53  of  Anson 
and  Donaldson,  The  Surgical  Anatomy  of  the  Temporal  Bone  and  Ear.  Philadel- 
phia: W.  B.  Saunders  Publishing  Company,  1967.  Copied  by  permission  of  both 
publishers. 


Unfortunately,  one  of  the  occasion- 
al complications  of  the  ultrasonic 
treatment  for  Meniere’s  disease  is 
transitory  facial  paralysis. 

5.  Destructive  labyriutbotomy. 
When  the  hearing  in  the  affected  ear 
is  not  useful,  the  most  effective  sur- 
gical treatment  for  Meniere’s  disease 
is  destructive  labyrinthotomy.  This 
can  be  accomplished  by  removing 
the  stapes,  aspirating  the  vestibular 
contents,  and  packing  the  vestibule 
with  streptomycin-impregnated  ab- 
sorbable gelatin  sponge  (Gelfoam). 
Streptomycin  has  a specific  toxicity 
for  v'estibular  neurepithelium,  and 
consequently  destroys  any  that  re- 
mains after  the  aspiration.  Needless 
to  say,  there  is  no  further  inner  ear 


function  for  hearing  or  balance  after 
this  procedure  is  properly  perform- 
ed. It  is  the  most  effective  proced- 
ure in  eliminating  future  episodic 
attacks  — its  only  drawback  being 
the  variable  amount  of  time  neces- 
sary to  compensate  for  the  loss  of 
vestibular  input  from  the  ear.  This 
is  dependent  upon  both  age  (elderly 
patients  adapt  less  readily  than 
younger  patients)  and  the  amount 
of  residual  vestibular  function  that 
has  been  destroyed  (this  can  be  esti- 
mated from  the  amount  of  nystag- 
mus resulting  from  the  caloric  test). 

6.  Vestibular  nerve  section.  Cen- 
tral transmission  of  vestibular  nerve 
impulses  can  be  interrupted  without 
interfering  with  hearing,  by  section- 


ing the  superior  and  inferior  bran- 
ches of  the  vestibular  nerve,  either 
through  a middle  cranial  fossa  or 
posterior  cranial  fossa  approach. 
Postoperatively  the  patient  must 
compensate  for  the  sudden  loss  of 
vestibular  input  from  the  ear  just  as 
after  a destructive  labyrinthotomy. 

7.  Cryosurgery.  A recently  de- 
veloped method  of  eliminating  vesti- 
bular function  has  been  the  cryo- 
surgical method.  Figure  3.®  A mas- 
toidectomy is  performed,  the  lateral 
semicircular  canal  is  thinned,  as  for 
ultrasound  application.  The  Cooper 
Cryosurgical  Probe  is  then  intro- 
duced and  the  labyrinth  is  cooled 
to  -160  degrees  Centigrade  for  a to- 
tal of  six  minutes.  This  is  usually 
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Fig.  3.  Cryosurgical  labyrinthectomy.  After  performing  a mastoidectomy  and 
thinning  the  wall  of  the  lateral  semicircular  canal,  the  tip  of  the  cryoprobe  is  care- 
fully positioned  on  the  thinned  area  and  cooled  to  —160  degrees  Centigrade,  for  a 
total  of  six  minutes. 


effective  in  eliminating  vertigo,  al- 
though at  times  repeat  application 
is  necessary.  Decreased  hearing  can 
result. 

discussion 

The  procedure  utilized  depends 
upon  the  amount  of  residual  hearing 


in  the  ear,  the  amount  of  residual 
vestibular  function,  and  the  experi- 
ence of  the  operator  with  the  vari- 
ous procedures.  The  most  effective 
procedure  is  destructive  labyrinth- 
otomy.  When  the  hearing  is  no 
longer  useful  (this  is  better  judged 
by  speech  audiometry  than  pure 


tone  audiometry),  when  vestibular 
function  has  been  markedly  reduc- 
ed, and  the  patient  has  had  the  pro- 
blem for  two  years  without  any  sign 
of  problem  in  the  better  ear,  de- 
structive labyrinthotomy  is  the  pro- 
cedure of  choice.  Post-operatively, 
the  patient  must  adapt  to  the  loss  of 
vestibular  input  from  the  destroyed 
ear.  The  associated  vertigo  lasts 
varying  periods  of  time,  but  is  usu- 
ally minimal  after  a few  days  to 
several  weeks. 

When  the  residual  hearing  in  the 
ear  is  still  useful,  one  can  attempt  to 
save  it  and  yet  reduce  symptoms  by 
inserting  a Cody  tack,  placing  a sac- 
cus  endolymphaticus  shunt,  resort- 
ing to  cryosurgery,  or  selectively 
sectioning  the  vestibular  nerve.  In 
bilateral  Meniere’s  disease,  some  of 
the  non-destructive  procedures  men- 
tioned above  can  be  used  or  vesti- 
bular ablation  can  be  carried  out  by 
carefully  monitored  systemic  admin- 
istration of  streptomycin.^ 

conclusion 

Meniere’s  disease  remains  one  of 
the  most  baffling  enigmas  facing  pa- 
tient and  physician  alike.  For- 
tunately, appropriate  medical  man- 
agement controls  90  percent  of  pa- 
tients. The  remaining  10  percent 
can  be  significantly  helped  by  ap- 
propriately selected  surgical  inter- 
vention. 


Samuels  Wing 
University  Hospital  (98105) 
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Supraglottic  Laryngectomy 

PATRICK  J.  DOYLE,  M.D.,  Vancouver,  British  Columbia 

and 

EDWIN  C.  EVERTS,  M.D.,  Portland,  Oregon 

Supraglottic  laryngectomy  is  used  in  selected  cases  of  laryngeal  and  hypopbaryngeal 
neoplasms.  This  procedure  allows  the  preservation  of  pbonation  and  a laryngeal  airway 
without  jeopardizing  the  basic  principles  of  cancer  surgery.  Contrast  laryngography  and 
direct  laryngoscopy  will  accurately  determine,  in  90  percent  of  the  cases  whether  or  not 
supraglottic  laryngectomy  is  possible.  With  proper  evaluation  and  selection,  cure  rates  of 
70  to  80  percent  can  be  expected  for  lesions  of  the  intrinsic  larynx  with  no  palpable  cer- 
vical nodes.  These  statistics  compare  quite  favorably  to  those  obtained  when  total  laryn- 
gectomy is  used  for  the  same  lesion.  Preoperative  cobalt-60  is  used  for  lesions  which  in- 
volve the  pyriform  sinus  and  the  base  of  the  tongue. 


Of  the  six  thousand  new  cases  of 
laryngeal  malignancy  to  be  reported 
in  the  United  States  during  1971, 
many  will  require  laryngectomy.^ 
Total  larymgectomy  will  be  unnec- 
essary, however,  in  30  to  40  percent 
of  these  cases.  An  equal  chance  for 
cure  can  be  achieved  by  utilizing  a 
function-preserving,  or  conservation 
procedure. 

Partial  laryngectomy  to  conserve 
laryngeal  function,  and  yet  not  com- 
promise surgical  cure,  has  been  pio- 
neered by  several  surgeons,  most  no- 
tably Alonso,  Som,  and  Ogura.“^'^ 
This  procedure  allows  preservation 
of  phonation  and  the  laryngeal  air- 
way as  well  as  protection  of  the 
tracheobronchial  tree.  While  partial 
laryngectomy  may  be  of  either  a 
vertical  ora  horizontal  type,  the  dis- 
cussion herein  will  be  confined  to 
the  supraglottic,  or  horizontal,  hem- 
ilaryngectomy. 

Supraglottic  laryngectomy  con- 
stitutes removal  of  the  epiglottis, 
ary^epiglottic  folds,  and  the  false  vo- 
cal cords.  It  can  also  be  carried  fur- 
ther to  resect  a lesion  of  the  pyri- 
form sinus  or  a tumor  of  the  poster- 


Dr.  Doyle,  now  in  private  practice  in 
Vancouver,  was  Associate  Professor  of 
Otolaryngology  at  the  University  of  Ore- 
gon Medical  School  when  this  article  was 
prepared. 


ior  one-third  of  the  tongue.  Thus, 
any  tumor  that  does  not  extend  to 
more  than  one  centimeter  above 
the  vallecula  or  below  to  one-half 
centimeter  from  the  anterior  com- 
missure is  readily  resectable  by  this 
procedure. 

rationale  of  conservation  surgery 

The  anatomic  characteristics  of 
the  larynx  are  such  that,  in  selected 
cases,  less  than  a total  larymgectomy 
can  be  performed  without  jeopardiz- 
ing the  basic  principles  of  cancer 
surgery.  The  larynx  originates  from 
two  independent  anatomical  areas. 
The  epiglottis  and  false  cords  devel- 
op from  the  buccopharyngeal  anlage 
to  form  the  supraglottic  larynx.  The 
subglottic  larynx  and  the  true  vocal 
cords  develop  from  the  tracheobron- 
chial anlage.  Each  area  develops  an 
independent  lymphatic  circulation. 

The  concept  of  laryngeal  com- 
partmentalization,  first  presented  by 
Pressman  and  confirmed  by  Welsh, 
et  al,  in  studies  of  the  laryngeal  and 
hypopbaryngeal  lymphatic  circula- 
tion, has  become  the  basis  for  con- 
servation laryngeal  surgery. Su- 
praglottic tumors  show  little  ten- 
dency to  invade  the  glottic  area  but 
invade  superiorly  and  usually  drain 
ipsilaterally  to  the  deep  upper  cervi- 


cal nodes.  Glottic  tumors  spread  by 
mucosal  infiltration  and,  at  least 
early,  show  little  tendency  to  invade 
either  superiorly  or  inferiorly.  There 
is  a low  incidence  of  metastasis  from 
the  region  of  the  true  vocal  cords 
due  to  the  lack  of  a submucosa  and 
an  intrinsic  deep  lymphatic  system. 
Subglottic  tumors  infiltrate  inferior- 
ly, metastasize  to  the  inferior  cervi- 
cal and  paratracheal  lymph  nodes, 
and  show  almost  no  tendency  to  in- 
vade supraglottic  or  glottic  struc- 
tures, Figure  1. 

diagnostic  evaluation  and  case 
selection 

A candidate  for  supraglottic  lar- 
yngectomy must  be  selected  with 
care  because  of  the  obvious  danger 
of  inadequate  tumor  resection.  Ear- 
ly diagnosis  is  essential.  Hoarseness 
of  more  than  two  weeks’  duration,  a 
classic  symptom  of  carcinoma  of 
the  larynx,  must,  of  course,  be  thor- 
oughly evaluated  by  indirect  or  dir- 
ect larymgoscopy.  Other  symptoms 
not  generally  recognized  as  indica- 
tive of  hypopbaryngeal  or  supra- 
glottic tumor,  but  equally  worthy 
of  investigation,  are;  persistent  sore 
throat  aggravated  by  eating  or  drink- 
ing and  often  associated  with  refer- 
red pain  to  the  ear,  sensation  of  a 
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Fig.  1.  Lymphatic  Drainage  of  Larynx.  Supraglottic  and  infraglottic  tumors  drain 
to  different  groups  of  lymph  nodes  and  only  to  the  ipsilateral  side. 


Fig.  2.  Supraglottic  Laryngectomy  — Area  of  Resection. = Standard 

supraglottic.  = Extended  supraglottic  to  include  pyriform  sinus  or  base  of 

tongue  or  both. 


lump  in  the  throat,  muffling  of 
speech,  or  persistent  halitosis.  The 
use  of  tomography  and  contrast  lar- 
yngography  is  invaluable  in  deter- 
mining the  exact  tumor  location  and 
its  inferior  extension.  It  is  essential, 
however,  that  radiographic  studies 
be  done  prior  to  direct  laryngos- 
copy, bronchoscopy  and  esophagos- 
copy,  since  the  latter  procedures  can 
cause  such  severe  edema  in  tumor 
bearing  areas  as  to  render  the  x-rays 
useless.  A general  physical  examina- 
tion and  chest  x-ray  for  detection  of 
distant  metastases  should  also  be 
performed.  Biopsy  of  a neck  mass 
is  contraindicated  until  the  head, 
neck  and  other  regions  have  been 
excluded  as  primary  tumor  sites. 

It  is  possible,  in  90  percent  of 
these  cases,  to  determine  accurately 
by  diagnostic  methods  whether  or 
not  a partial  laryngectomy  is  fea- 
sible.^ Each  case,  however,  must 
be  approached  with  the  philosophy 
that  a conservation  procedure  will 
be  performed,  if  possible,  but  a 
total  laryngectomy  may  yet  be  nec- 
essary if  conservation  surgery  does 
not  afford  adequate  removal  of  the 
disease. 

technique 

Using  local  anesthesia,  a pre- 
liminary tracheotomy  is  performed 
through  which  general  anesthesia  is 
then  administered.  In  most  cases,  a 
radical  neck  dissection  is  performed 
in  conjunction  with  the  supraglottic 
laryngectomy  either  on  the  side 
showing  palpable  cervical  nodes  or, 
if  none  are  palpable,  on  the  side 
showing  the  greatest  extension  of 
primary  tumor. 

The  strap  muscles  are  then  sec- 
tioned at  the  level  of  the  superior 
border  of  the  thyroid  cartilage.  The 
external  perichondrium  of  the  thy- 
roid cartilage  is  reflected  inferiorly 
and  preserved.  It  is  later  used  to 
assist  in  closure  at  completion  of 
the  tumor  excision. 

The  thyroid  cartilage  is  cut  at  the 


level  of  the  true  vocal  cords.  En  bloc 
resection  is  then  performed  to  in- 
clude the  thyroid  cartilage  superior 
to  the  true  cords,  the  false  cords, 
aryepiglottic  folds,  hyoid  bone,  pre- 
epiglottic  space  and  epiglottis.  The 
posterior  one-third  of  the  tongue 
and  one  pyriform  sinus  may  also  be 
removed  at  this  time.  The  true  vocal 


cords  and  both  arytenoid  cartilages 
remain  intact.  Figure  2. 

Closure  is  accomplished  by  sutur- 
ing the  base  of  the  tongue  to  the 
pharyngeal  mucosa  and  to  the  pre- 
served perichondrium  of  the  thyroid 
cartilage. 

During  the  postoperative  period, 
the  tracheotomy  is  allowed  to  close 
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when  glottic  edema  has  subsided. 
The  feeding  tube  is  later  removed 
when  the  patient  is  able  to  swallow 
without  aspiration. 

discussion 


Similar  five-year  survival  rates  are 
found  when  results  of  supraglottic 
laryngectomy  with  radical  neck  dis- 
section are  compared  to  results  of 
total  laryngectomy  with  radical  neck 
dissection. Where  lesions  are  lim- 
ited to  the  intrinsic  laryn.x,  no 
palpable  nodes  being  present,  the 
five-year  survival  rate  is  70  to  80 
percent. Recurrent  or  persis- 
tent tumor  at  the  laryngeal  margin 

of  resection  ranges  from  2 to  4 per- 
1 7 

cent.  ^ 

Pre-operative  .x-ray  therapy  is 
administered  only  to  those  cases  in- 
volving the  base  of  the  tongue  or 
pyriform  sinus.  Cobalt  60,  3000  to 
4500  R,  is  given  over  a three  to 
four-week  period  followed  by  sur- 
gery after  an  additional  four  weeks. 
Preliminary  examination  of  cases 
using  this  combined  therapy  shows 
a statistically  significant  increase  in 
three-year  survival  rate.^  ^ 


TABLE  1 


Survival  (Months) 


Months 

Survival 


Number  of 
Patients 


1-12  3 

12-24  1 

24-60  5 


One  patient  converted  to  total  laryn- 
gectomy due  to  persistent  aspiration. 
One  patient  expired  with  recurrent  dis- 
ease of  neck;  larynx  showed  no  evidence 
of  tumor.  Two  patients  ex  pired  without 
evidence  of  disease;  one  at  five  months 
and  one  at  33  months. 


During  the  past  fiv'e  years,  thir- 
teen patients  having  squamous  cell 
carcinoma  underwent  supraglottic 
laryngectomy  at  this  institution. 
Seven  cases  involved  the  lingual  sur- 
face of  the  epiglottis  or  the  base  of 
the  tongue  or  both.  Fiv'e  involved 
the  laryngeal  surface  of  the  epiglot- 
tis and  one  patient  had  a lesion  of 
the  pyriform  sinus.  Table  1 demon- 
strates the  results  obtained  in  these 
thirteen  cases. 

Although  the  number  of  cases  re- 
ported here  is  small,  results  are  com- 
parable to  those  reported  in  larger 


series  and  to  the  results  of  total 
laryngectomy.  Three  patients  have 
died.  Two  were  free  of  tumor  when 
death  occurred  due  to  unrelated  dis- 
ease at  five  and  33  months,  respect- 
ively. One  patient  died  of  recurrent 
disease  in  the  nonoperative  neck, 
but  there  was  no  evidence  of  recur- 
rent laryngeal  disease.  One  patient 
who  was  unable  to  learn  to  swal- 
low post-operatively  was,  therefore, 
treated  by  total  laryngectomy,  but 
no  persistent  laryngeal  tumor  was  in 
evidence. 

It  would  appear  that  survival  and 
chance  for  cure  were  not  jeopardiz- 
ed in  any  of  the  thirteen  patients 
who  underwent  supraglottic  laryn- 
gectomy for  removal  of  a tumor 
that  formerly  would  have  been  treat- 
ed by  total  laryngectomy.  Ten  of 
these  people  are  alive  and  free  from 
disease  for  6 to  60  months.  All  are 
able  to  eat  without  difficulty.  Ex- 
cept for  the  patient  subjected  to 
total  laryngectomy,  all  have  normal 
or  near  normal  voices  and  none  has 
required  a permanent  tracheotomy. 


3195  Granville  Street  (9) 


REFERENCES 


1 Cancer  facts  and  figures,  1969,  American  Cancer 
Society. 

2 Shumrick,  D.  A.,  Conservation  surgery  of  the  larynx, 
Cincinnati  Journal  of  Medicine,  49:1-7,  1968. 

3 Ogura,  J.  F.,  Barnhill,  F.,  Partial  laryngectomy,  Minn 
Med.  50:895-901  (June)  1967. 

4 Alonso.  J.  M.,  Conservation  surgery  of  the  larynx, 
Trans  Amer  Acad  Ophthal  and  Otolaryng,  5 1 : 633-642,  July- 
August,  1937. 

5 Som.  M.  L.,  Flemilaryngectomy,  A modified  technique 
for  cordal  carcinoma  with  extension  posteriorly.  Arch  Otolar- 
yng, 54:524-533  (November)  1951. 

6 Ogura,  J.H.,  Supraglottic  subtotal  laryngectomy  and 
radical  neck  dissection  for  carcinoma  of  the  epiglottis.  Laryn- 
goscope, 68:983-1003  (June)  1958. 

7 Pressman,  J.  J.,  Simon,  M.  E.,  Evaluation  of  subtotal 
laryngectomy  based  upon  studies  of  the  lymphatics  of  the 
larynx  and  neck.  Laryngoscope,  71:1019-1027  (September) 
1961. 

8 Welsh,  L.  W.,  Welsh,  J.  J.,  Behlke,  F.  M.,  Analysis  of 


laryngeal  compartments,  Ann  Otol,  71:913-922  (December) 
1962. 

9  Ogura,  J.  H.,  Powers.  W.  E.,  Holtz,  S.,  et  al,  Laryngo- 
grams:  their  value  in  the  diagnosis  and  treatment  of  laryngeal 
lesions.  A study  based  on  clinical,  radiographic  and  patho- 
logic findings  on  99  patients  with  cancer  of  the  larynx.  Laryn- 
goscope, 70: 780-809  (June)  1960. 

10  Ogura,  J.  F.,  Mallen,  R.  W..  Carcinoma  of  the  larynx: 
diagnosis  and  treatment.  Postgrad  Med,  34:493-498  (Novem- 
ber) 1963. 

11  Ogura,  J.  F.,  Barnhill,  F.,  Partial  laryngectomy,  Minn 
Med,  50:895-901  (June)  1967. 

12  Ogura,  J.  H.,  Mallen,  R.  W.,  Carcinoma  of  the  epiglottis 
and  hypopharynx:  conservation  surgery  of  the  larynx.  Presen- 
ted at  the  International  Workshop  on  Head  and  Neck  Cancer, 
New  York,  May  1965. 

13  Biller,  H.  F.,  Ogura.  J.  H.,  Davis,  W.  H.,  ct  al,  Planned 
pre-operative  irradiation  for  carcinoma  of  the  larynx  and  lar- 
yngopharynx  treated  by  total  and  partial  laryngectomy.  Lar- 
yngoscope, 79:1387-1395  (August)  1969. 


486 

Northwest  Medicine,  July,  1971 


Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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Oregon  Aledical  Association-^^M  S.W.  park  place,  Portland,  Oregon  97205 
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SECY-TREAS.  Doiudd  F.  Kcllij,  M.D.,  Portland 

EXECUTIVE  DIRECTOR  Mr.  Robert  L.  Dernedde,  Portland 


OMA  Board  Meets 


The  Oregon  Medical  Association’s  Board  of  Trust- 
ees held  its  final  meeting  before  a two-month  summer 
break  in  Portland  on  June  12. 

Board  members  elected  George  W.  Lemery  and 
Harry  E.  Mackey  to  life  membership  status.  Dr. 
Lemery  joined  the  Association  in  193  3 and  Dr. 
Mackey  in  1936. 

Trustees  adopted  the  report  of  the  Committee  on 
Long  Range  Planning  with  some  amendments.  The  re- 
port outlined  a series  of  six  recommendations  with 
which  the  profession  must  deal  in  the  future.  In  this 
sense,  the  report  also  provided  a general  guideline  for 
future  OMA  concern.  The  recommendations,  as 
approved,  were: 

1.  That  it  be  the  goal  of  Oregon  Medical  Associa- 
tion to  strive  for  the  delivery  of  the  highest  quality  of 
medical  care  to  all  of  the  people  of  Oregon. 

2.  That  OMA  accept  the  responsibility  of  institu- 
ting and  coordinating  a meaningful  assessment  and 
evaluation  of  the  availability  of  and  deficiencies  in 
primary  medical  care  in  Oregon. 

3.  That  OMA  evaluate  ail  methods  of  delivery  of 
health  and  medical  care  currently  practiced;  encourage 
experimentation  in  new  and  innovative  approaches  to 
medical  care  delivery  in  different  regions  in  the  state, 
and  consult  with  all  component  societies  and  other 
health  related  organizations  for  information  and  noti- 
fication on  experimental  programs  in  the  delivery  of 
health  and  medical  care. 

4.  That  inasmuch  as  the  delivery  of  medical  care  is 
a reasonable  concern  of  the  OiMA,  the  OMA,  its  com- 
ponent societies  or  sponsored  organizations  become 
involved  in  the  delivery  of  medical  care  or  health  ser- 
vices where  there  are  no  other  better  means  available 
to  provide  such  care  or  services. 

5.  That  OMA  work  for  the  development  of  mini- 
mum uniform  requirements  for  all  medical  records  in 
physician  offices  and  hospitals. 

6.  That  OMA  and  its  component  societies  expand 


the  role  of  existing  peer  review  activities  so  as  to  im- 
prove the  delivery  of  quality  medical  care  wherever  it 
is  rendered,  by: 

a.  Developing  an  on-going  comprehensive  evalua- 
tion of  medical  practices  aimed  at  discovering  defi- 
ciencies and  correcting  such  deficiencies  through 
educational  methods; 

b.  Seeking  out  and  using  financial  resources  to  de- 
velop genuine  and  effective  peer  review  mechan- 
isms and  capabilities; 

c.  Continuing  to  seek  methods  to  evaluate  a physi- 
cian’s ability  to  practice  medicine. 

The  Board  of  Trustees  also  approved  a recommen- 
dation of  the  Committee  on  Public  Relations  that 
OMA  sponsor  and  conduct  a physical  examination 
demonstration  for  Oregon  Dental  Association  mem- 
bers at  the  ODA  Annual  Meeting  in  the  spring  of 
1972.  The  dental  organization  will  reciprocate  by 
providing  dental  exams  for  OMA  members  at  the  Asso- 
ciation’s 98th  Annual  Session  in  the  fall  of  1972. 

A Council  on  Medical  Education  report  was  also 
adopted,  which  asked  the  Board  to  approve  a revised 
policy  statement  regarding  the  Postgraduate  Educa- 
tion Program.  The  new  statement  has  been  modified 
to  administrate  a change  from  an  annual  to  a triennial 
reporting  period. 

The  Board  also  approved  in  principle  radical  chang- 
es in  the  OMA  committee  structure,  as  suggested  by  a 
special  Committee  on  Committees.  The  recommenda- 
tion would  slice  the  number  of  standing  committees 
to  32  from  the  present  60  plus  duly  constituted  pan- 
els. The  proposal  now  goes  to  the  Committee  on 
Revision  of  Articles  of  Incorporation  and  Bylaws  for 
review  and  implementation.  That  committee  will  sub- 
mit its  report  to  the  House  of  Delegates  this  fall  for 
action  requiring  extensive  bylaws  changes. 

In  other  business,  the  Board  reviewed  progress  in 
planning  the  97th  Annual  Session.  The  Board  also 
noted  the  September  22-26,  1971  meeting  at  the 

continued  on  page  490 
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PRESIDENT'S  page 


ROBERT  L.  HARE,  M.D. 


Oregon's  Legislative  Session 


The  Fifty-Sixth  Oregon  Legislative  Session  is  over 
and  it’s  a good  time  to  examine  what  has  been  done 
and  what  we  must  be  prepared  to  do  in  the  future. 

Each  legislative  session  for  the  past  few  years  has 
seen  the  Oregon  Medical  Association  become  more 
and  more  involved  in  the  legislative  process.  The  rea- 
son for  this,  of  course,  is  that  more  and  more  legisla- 
tion is  being  introduced  each  session  that  either  direct- 
ly or  indirectly  affects  the  health  and  medical  care  of 
the  people  of  Oregon,  and  those  of  us  who  provide  it. 
This  year  alone  there  were  approximately  eighty  bills 
introduced  that  in  some  way  affected  our  professions. 
They  ranged  from  malpractice  relief,  to  requiring  a 
new  prescription  on  each  refill. 

It  is  no  longer  possible  to  be  mildly  interested  in 
what  is  happening  at  the  State  Capitol,  and  all  who 
have  read  about  the  medically  oriented  bills  that  were 
introduced  this  session  will  share  my  pride  in  the 
strong  lobby  we  presented  in  Salem. 

Let’s  take  a quick  look  at  some  of  the  accomplish- 
ments. The  statute  of  limitations  in  medical  malprac- 
tice cases  was  reduced  by  two  years,  usual  and  custom- 
ary fees  were  provided  for  in  Workmen’s  Compensa- 
tion cases  and  confidentiality  of  medical  society  audit 
and  disciplinary  committees’  peer  review  records  were 
approved.  A bill  deleting  the  two  year  practice  re- 
quirement for  waiver  of  Basic  Science  Exam  was  also 
passed  and  should  aid  us  in  securing  new  physicians 
for  the  State  of  Oregon.  There  were  many  other 
pieces  of  legislation  passed  that  are  important  to  the 
medical  community  and  you  will  be  able  to  read 
about  them  in  the  forthcoming  Legislative  Report. 

Considerable  effort  was  also  put  into  halting  legis- 
lation which  would  have  been  unacceptable  to  the 


profession.  A bill  was  introduced  which  would  have 
provided  for  the  revocation  of  a doctor’s  license  if  he 
refused  his  professional  services  to  anyone  on  the  ba- 
sis of  race,  color,  creed,  sex,  or  financial  condition  or 
refused  to  express  his  professional  opinion  in  judicial 
process.  Fortunately  this  legislation  was  tabled  in 
committee,  but  it’s  a good  example  of  why  we  must 
keep  a watchful  eye  on  the  legislative  scene. 

Being  involved  in  the  legislative  process  of  our  state 
is  an  awesome  responsibility.  The  Oregon  Medical 
Association  has  done  a fine  job  of  shouldering  this  re- 
sponsibility, and  now  it’s  time  to  make  sure  that  we 
do  likewise  as  individuals.  One  of  the  most  important 
things  we  can  do,  of  course,  is  to  participate  in 
OMPAC.  The  relationship  between  this  organization 
and  our  legislative  accomplishments  cannot  be  over- 
emphasized. Many  physicians  have  been  in  the  past 
and  presently  are  aware  of  the  importance  of  being  a 
member  of  this  organization,  but  many  are  not.  I 
urge  you  to  take  tbe  time  now,  while  the  legislative 
action  of  the  past  few  months  is  fresh  in  your  mind  to 
join  the  physicians  of  the  state  who  are  supporting 
OMPAC. 

The  legislative  session  just  past  has  been  one  of  the 
most  important  in  our  history  and  we  were  very  suc- 
cessful in  working  for  our  patients  and  for  medicine; 
but  the  future  is  what  we  must  now  begin  to  work  on, 
and  if  we  don’t  start  today  we  will  find  we  are  too 
late. 
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Hilton  Hotel  in  Portland  will  be  outlined  in  detail  in 
the  August  issue  of  NORTHWEST  MEDICINE. 

A recommendation  of  the  Committee  on  Profes- 
sional Welfare  was  also  approved.  It  read: 

“That  any  experience  refund  from  the  Association- 
endorsed  disability  insurance  program  (American 
Guaranty),  which  is  refunded  to  the  OMA  in  1971,  be 
set  aside  and  not  distributed  according  to  existing 


Association  policy  until  after  the  annual  meeting  of 
the  House  of  Delegates.” 

This  recommendation  was  made  so  that  the  Com- 
mittee might  develop  appropriate  recommendations 
for  consideration  of  the  House  relative  to  the  dis- 
ability insurance  refund. 

James  A.  Kronenberg 
Associate  Executive  Director 


UNOFFICIAL  BOX  SCORE  - PORTLAND,  OREGON,  OCTOBER  1970 

This  is  the  box  score,  submitted  by  Nelson  R.  Niles,  M.D.,  with  the  article  published  on  page  435  in 
the  June  issue,  but  biadvertently  omitted  when  type  was  set,  thus  overlooked  when  the  issue  was  pre- 
pared for  the  printer.  Our  apologies  to  Dr.  Niles.  Photocopies  of  the  original,  half-page  article  will  be 
supplied  on  request  addressed  to  the  Editorial  Office.  Ed. 


SOURCE 


COMPONENT  MEDICAL  EFFECTS 


TONS  PER  YEAR 
COL-WIL  REGION 


1. 

Mobile 

(autos  and  trucks 
inch  diesels) 

Carbon  Monoxide 

Oxides  of  Nitrogen 

Hydrocarbons 

Lead  & (other  particulates) 

Photochemical  Oxidants 

Other  Pollutants 

II. 

Industrial 

A.  Aluminum  Plants 

Fluorides 

B.  Refineries 

Hydrocarbons 
Sulfur  Oxides 

C.  Asphalt 

Hydrocarbons 

Roofing 

Asbestos 

D.  Power  Plants 

Mixed 

E.  Carbide  Plants 

Mixed 

F.  Asphalt  Paving 

Hydrocarbons 

G.  Incinerators 

Mixed 

III. 

Lumber 

A.  Kraft  Pulp  Mills 

Hydrogen  Sulfide 

B.  Wigwam  Burners 

Particulates 

C.  Slash  Burning 

Particulates 

IV. 

Agricultural 

(Field-Burning) 

Particulates 

V. 

Residential 

(Incinerators) 

Carbon  Monoxide 
Other 

Space  Heating 

Sulfur  Oxides,  et  al 

Acute:  Headache,  impaired  204,000 

judgment,  weakness 

Chronic:  Possible  brain  and  heart  damage 

Respiratory  and  conjunctival  irritation  12,000 

Possibly  carcinogenic  18,500 

Temporary  & permanent  damage  to  G.l. 
tract,  brain,  kidneys  and  Hgb. 

Respiratory  and  conjunctival  irritation  and 
possible  permanent  damage 

1,900 


Subtotal 

238,000 

Irritant  to  skin  & mucous  membranes 
Possibly  carcinogenic 
Irritant  to  airways 
? Carcinogenic 

Pulmonary  fibrosing  & carcinogenic 

7 

7 

7 

2,690 

Subtotal 

77,000 

Mild  toxin  but  nauseous  odor 

14,200 

1,880 

Irritant  to  mucous  membranes 
Perhaps  allergenic 

5,920 

12,800 

2,000 

21,400 

FINAL  SCORE  (OCTOBER  1,  1970) 

Total  air  pollution,  Columbia,  Clackamas  and  Multnomah  Counties  for  1968  - 383,500  tons.  Total  known  reduction 
achieved  by  control  — 55,000  tons  per  year  = 14.7  percent. 


THE  OFFICIAL  AGENCIES  - FOR  INFORM.3TION  OR  TO  REPORT  VIOLATIONS: 
State: 

Department  of  Environmental  Quality  ^ Portland 
Clackamas,  Columbia,  Multnomah  and  Washington  Counties: 

Columbia-Willarnette  Air  Pollution  Authority  — Portland 
Lane  County: 

Lane  Regional  Air  Pollution  Authority  — Eugene 
Benton,  Linn,  Marion,  Polk  and  Yamhill  Counties: 

Mid-Willamette  Valley  Air  Pollution  Authority  — Salem 
Additional  Information: 

Oregon  Tuberculosis  and  Respiratory  Disease  Association 
League  of  Women  Voters 
Oregon  Citizens  for  Clean  Air 
Oregon  Environmental  Council 


229-5630 

233-7176 

689-3221 

581-1715 

224-5145 

224-1862 

285-8534 

222-5369 
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Mylanta 
24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

^ ' PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


WASHINGTOJ^ 


]\ ashnigtou  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98iis 

PRESIDENT  Richard  C.  Greenleaf,  M.D.,  Seattle 

SECRETARY  ] Walfrcd  Wallen,  M.D.,  Burlington 

EXECUTIVE  SECRETARY  Mr.  R.  F.  Gorman,  Seattle 

Annual  Meeting  September  19-22,  1971,  Seattle 


SECOND  OFFICIAL  PUBLICATION 

PROPOSED  AMENDMENTS  TO  THE 
CONSTITUTION  OF  THE 
WASHINGTON  STATE  MEDICAL  ASSOCIATION 

ARTICLE  III  - MEMBERSHIP 

Section  1.  Classes  of  Membership.  The  membership  of  this  Association  is  composed  of 
(f)  Medical  Student,  Intern  and  Resident  Members 

Section  7.  Medical  Student,  Intern  and  Resident  Members. 

(a)  Medical  student  members  are  those  medical  students  who  are  full-time  students  of  an  accredited  medical 
school  in  the  State  of  Washington  and  who  are  making  satisfactory  progress  toward  the  attainment  of  the  degree 
of  doctor  of  medicine,  and  who  are  elected  to  a comparable  membership  classification  in  a component  society. 

(b)  Intern  and  Resident  Members  are  those  interns  and  residents  who  are  in  training  and  employed  by  a 
medical  institution  which  is  qualified  for  certification  or  meets  licensing  requirements  by  the  State  of  Washington 
and  who  do  not  engage  in  the  private  practice  of  medicine,  and  who  are  elected  to  a comparable  membership 
classification  in  a component  society. 

Renumber  Section  7 to  Section^ 

ARTICLE  VI-HOUSE  OF  DELEGATES 


Section  2.  Composition. 

(c)  A medical  student,  intern  and  resident  member  shall  be  eligible  for  election  to  serve  as  a delegate  or  alter- 
nate delegate,  if  the  Constitution  and  By-Laws  of  a component  society  so  provide. 


ARTICLE  IX  - FINANCE 

Section  1.  Raising  of  Funds. 

(a)  by  such  annual  dues  from  Active^((and))  Associate,  and  Medical  Student,  Resident  and  Intern  members 
of  this (and  continue) 


Article  XII  states;  This  Constitution  may  be  amended  in  whole  or  in  part  at  any  annual  session  by  a two-thirds  vote  of  all  dele- 
gates present  and  voting  provided  that  prior  to  that  time  the  amendment  (a)  has  been  presented  in  writing  at  an  open  meeting  of 
the  House  of  Delegates  at  the  previous  annual  session,  and  (b)  thereafter  has  been  published  during  the  ensuing  year  in  at  least  two 
issues  of  the  Association’s  official  journal. 

Material  underlined  is  to  be  added  and  material  in  double  parentheses  is  to  be  deleted,  if  the  proposals  are  adopted. 
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ARTICLE  XIV  - REFERENDUM 


The  House  of  Delegates  may  elect  by  a two-thirds  majority  to  refer  any  issue  to  the  vote  of  the  Active  Member- 
ship. Ballots  will  be  distributed  by  mail  by  the  Secretary.  Information  pro  and  con  shall  be  distributed  with  the 
ballots.  The  Executive  Committee  shall  designate  who  shall  be  in  charge  of  the  pro  and  con  arguments.  The 
voting  date  shall  be  set  by  the  House  of  Delegates  so  as  to  allow  sufficient  time  for  dissemination  of  information 
and  printing  of  ballots.  In  cases  where  events  may  cause  rapid  changes  in  the  situation,  results  of  the  vote  shall  be 
directive  but  not  necessarily  binding  upon  the  action  of  the  House  of  Delegates. 


ARTICLE  XV  - INITIATIVE 

A statewide  vote  of  the  Active  Membership  of  the  Association  may  be  called  for  on  any  issue  by  a validated 
petition  of  20%  of  the  Active  State  membership.  The  vote  shall  be  administered  in  the  same  manner  as  for  Refer- 
endum. The  results  of  such  a vote  shall  be  presented  to  the  House  of  Delegates  at  the  next  Annual  Meeting,  and 
shall  be  directive  but  not  necessarily  binding  upon  the  action  of  the  House  of  Delegates. 


1971  ANNUAL  MEETING 


September  19-22^  Olvmpic  Hotels  Seattle 
PreU?tii?hiry  Scie/itijic  Program 

The  Washington  State  Medical  Association’s  Scientific  Program  Com- 
mittee has  developed  the  preliminary  program.  Some  changes  in  titles 
of  presentations  and  in  speakers  may  he  required  before  the  program  is 
complete.  A desk  copy  of  the  general  and  scientific  program  ivill  he 
mailed  to  Washington  State  Medical  Association  members  on  approxi- 
mately August  15.  Any  physician  who  is  not  a Washington  State  Medi- 
cal Association  member  may  obtain  a copy  of  the  program  in  August 
by  writing  to  the  Washington  State  Medical  Association,  444  N.E. 
Ravenna  Boulevard,  Seattle,  Washington  981 15. 


Guest  Speakers: 

Charles  R.  Baxter,  M.D.,  Associate  Professor  of  Surgery,  Southwesteryi  Medical  School, 
Dallas,  Texas. 

Sidney  R.  Garfield,  M.D.,  Permanente  Medical  Group.  Oakland,  California. 

W . Dudley  Johnson,  M.D.,  Assistant  Clinical  Professor  of  Surgery,  Medical  College  of 
Wisconsin,  Milwaukee,  Wisconsin. 

Albert  A.  Kattus,  M.D.,  University  of  California  Medical  Center,  Los  Angeles.  California. 

Arthur  S.  Keats,  M.D.,  Professor  and  Chairman.  Department  of  Anesthesiology , Baylor 
College  of  Medicine,  Houston,  Texas. 

John  H.  Knowles,  M.D.,  Medical  Director,  Massachusetts  General  Hospital,  Boston,  Mas- 
sachusetts. 

Louis  Lasagna,  M.D.,  Professor  of  Pharmacology  and  Toxicology,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry,  Rochester.  Neiv  York. 
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treated  with 
Parafon  Forte®*T, 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Picture  of 
low  back  pain 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain,*'^  yet  unlikely  to  cause  the  gastric  irritation^’^  or  in- 
creased bleeding  time"  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders’’ 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


HcNEIL  LABORATOAIES^  INC.,  FT.  WASHINGTON,  PA.  19034 


( McNEIl 


Contraindications;  Sensitivity  to  either  component.  Warnings:  V It 
in  Pregnancy— Vse  in  woman  of  child-bearing  potential  only  v-n 
potential  benefits  outweigh  possible  risks.  Precautions;  Exercise  J- 
tion  in  patients  with  known  allergies  or  history  of  drug  allergie  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  s- 
function  are  observed,  the  drug  should  be  stopped.  Adverse  React; »: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  or- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  ra  y, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edia 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazi :) 
may  possibly  have  been  associated  with  gastrointestinal  blee(  ft- 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  pi- 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicit  :n 
approximately  eighteen  patients,  it  was  not  possible  to  state  thatie 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  b- 
lets  q.i.d.  Supplied;  Scored,  light  green  tablets,  imprinted  “McNI.' 
—bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  S. 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Ba^  of 
Therapeutics,  ed.  4.  New  York.  The  Macmillan  Company,  1970.  3.  Vic  'S, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Br,  a. 
A.  F.  H.:  New  Engl.  J.  Med.  282:1270,  1970  (Corresp.).  5.  Kestler,  O.  C. 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster,  S.,  et  al.:  Antic  J- 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories.  Inc.  8.  Friend,  !••• 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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HIGHLIGHTS 

• Kidney  Disease  Control 
Program  funded 

• John  R.  Hogness,  M.D., 
takes  new  post  — Spotlight 

• Community  hospitals, 
physicians  need  assistance 
in  new  effort  — Editorial 
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ew  Cancer  Service, 
laska’s  Health  Needs 
ain  Attention 

■MBERS  OF  THE  SEATTLE  PRESS 

rned  about  a new  dose  calculation 
vice  which  provides  greater  accu- 
;y  and  saves  time  for  physicians 
ating  cancer  patients  with  radia- 
n therapy.  Douglas  Jones,  left, 
ARMP  radiological  physicist,  ex- 
lined  at  the  recent  press  confer- 
ee how  a diagram  of  a tumor  can 
transmitted  to  the  UW  from  one  of 
[f  14  cancer  treatment  centers  in 
ishington,  Oregon  and  Idaho  via  a 
ecopier  machine.  Within  an  hour, 
|j  answer  is  obtained  from  a com- 
\ter  and  relayed  back  to  the  physi- 
n via  telecopier.  Peter  Wootton, 
ad  of  the  UW  Division  of  Medical 
diation  Physics,  right,  developed 
IS  project  in  radiological  physics 
\ich  offers  a variety  of  services  to 
\ysicians  throughout  the  region.  An 
■gles  grant  of  $35,000  made  possi- 
!•  installation  of  the  telecopiers  in 
.ee  states. 


^PROPOSAL  TO  PROVIDE  physi- 
cs' assistants  to  help  ease  the 
^rkload  of  doctors  in  remote  areas 
■ Alaska  received  approval  of  the 
\iskan  members  of  the  Community 
alth  Services  Advisory  Committee 
t month  in  Seattle.  The  RAC  also 
ioroved  the  proposal  June  26.  From 
clockwise,  are:  Ron  Hammett, 
{ARMP  CHS  director;  Jon  Aase, 
Alaska  Coordinator;  Paul  Ene- 
\3,  MD,  Archie  Demmert,  Nick  Peters 
Sam  Buck. 

1 
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W/ARMF  SPOTLIGHT 


JOHN  R.  HOGNESS,  M.D. 


OCCUPATIONAL  THERAPY  SEMINAR  SLATED  JULY  15-  ^ 


The  Northwest  loses  a talented  and 
popular  leader  in  health  care  matters 
when  Dr.  John  R.  Hogness  leaves 
Seattle  to  assume  the  prestigious  po- 
sition of  president  of  the  new  Na- 
tional Institute  of  Health  on  August  1. 

The  Washington/Alaska  Regional 
Medical  Program  is  especially  in- 
debted to  Dr.  Hogness  for  his  confi- 
dence and  endorsement  of  the  RMP 
long  before  it  was  signed  into  law  in 
October  1965. 

Dr.  Hogness,  who  was  UW  Medical 
School  Dean  from  1964  to  1969,  stim- 
ulated interest  in  RMP  and  its  impli- 
cations for  this  region  by  meeting 
with  representatives  of  the  state  gov- 
ernments, medical  societies,  hospi- 
tals, voluntary  and  public  health  agen- 
cies and  universities  in  Washington 
and  Alaska.  As  a result  of  his  influ- 
ence and  ability  in  organization,  the 
UW  was  one  of  the  first  institutions  to 
apply  and  receive  a planning  grant  to 
establish  an  RMP  in  September  1966. 

The  headstart  helped  to  make  this 
RMP  one  of  the  largest  in  terms  of 
voluntary  participants  and  funded 
projects. 

Recognizing  the  potential  of  the 
RMP,  Dr.  Hogness  said  in  1967,  “it  is 
the  most  important  piece  of  legisla- 
tion in  the  health  field  to  have 
passed  Congress  in  several  dec- 
ades.’’ The  purpose,  spirit  and  value 
of  the  RMP  lie  in  the  key  word,  “co- 
operation,” according  to  Dr.  Hogness. 

The  49-year-old  internist  was  one 
of  17  people  selected  from  through- 
out the  country  to  shape  RMP  policy 
Continued  on  page  3 
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An  occupational  therapy  seminar 
will  be  held  July  15-17  at  the  Hyatt 
House  next  to  Sea-Tac  Airport  in 
Seattle. 

Therapists  from  Washington,  Idaho, 
Oregon  and  Alaska  are  expected  to 
attend  the  meet  sponsored  by  W/- 
ARMP  and  the  Committee  on  Prac- 


tice of  the  Washington  OT  Assn. 

Speakers  will  include  Dr.  Giltt 
Frank,  associate  director  of  the  Rl’ 
Stroke  Program;  Dr.  Donald  Silv- 
man,  chief,  rehabilitation  medici|, 
Providence  Hospital,  Seattle  £if 
Douglas  Southard,  director  of  J 
Open  Door  Clinic,  Seattle. 


PLANS  TO  INCREASE  participation  of  physicians  from  Idaho  and  Montea 
in  the  newly-funded  Kidney  Disease  Program  were  discussed  by  these  /- 
visory  Committee  members  during  the  June  16  meeting  in  Seattle.  From  t 
are:  Eileen  Merrell,  RN,  Boise,  Idaho;  John  Reiter,  MD,  of  Missoula,  Monta. ; 
Thomas  A.  Marr,  MD,  medical  director,  Spokane  and  Inland  Empire  Artifid 
Kidney  Center,  and  Jerry  Leahy,  of  the  Sacred  Heart  Hospital,  Spokane. 


KlUNtY  DISEASE  PROGRAM  FUNDE 


The  long-awaited  news  of  the  kid- 
ney program  funding  was  announced 
last  month  officially  adding  kidney  dis- 
ease control  to  W/ARMP’s  activities. 

The  original  kidney  proposal,  which 
was  submitted  for  funding  over  a year 
ago,  suffered  many  cuts  in  budgets 
and  activities  due  to  reductions  in 
RMP  expenditures  for  new  projects 
before  it  was  finally  accepted. 

The  $96,991  first-year  grant  of 
the  three-year  program,  announced 
through  the  Washington,  DC  office  of 
Senator  Warren  G.  Magnuson,  will 
expand  kidney  transplant  capabili- 
ties and  coordinate  kidney  treatment 
resources  in  Washington,  Alaska, 
Idaho  and  Montana. 

None  of  the  money  can  be  used  to 
finance  individual  patient  care. 

Belding  H.  Scribner,  MD,  head  of 
the  Kidney  Disease  Division  at  the 
UW,  is  program  director  and  is  as- 
sisted by  F.  Kingsbury  Curtis,  MD, 
chief  of  nephrology,  VA  Hospital, 
Seattle,  as  medical  director. 

A regional  transplant  service  will 
be  developed  beginning  with  the 


Northwest  Kidney  Center,  Univer: 
and  VA  hospitals  in  Seattle  and 
Spokane  and  Inland  Empire  Artifufi 
Kidney  Center.  Other  hospitals 
be  involved  later.  The  service  will  [ 
elude  a system  of  matching  doi| 
kidneys  with  transplant  candid: 

“An  organ  retrieval  system  isl 
‘must,’  ” said  Dr.  Curtis.  “With  a 
gional  system  we  will  be  able  to  p| 
form  more  transplants  and  provf 
the  benefits  of  new  skills  and  tel 
nology  to  more  people  in  the  Norf 
west.” 

Two  special  “perfusion”  machintf 
expected  to  be  in  operation  by  Oc  4 
ber,  will  be  purchased.  These  st(  I 
live  kidneys  until  a compatible  ^ 
cipient  is  located  and  also  test  'i“ 
kidneys  to  ensure  that  they  > 
functioning. 

Currently,  transplantation  here  s 
being  done  on  a limited  basis,  us  3 
primarily  relatives  of  kidney  paties 
as  donors. 

When  the  program  is  in  full  ope- 
tion,  the  number  of  transplants  is  - 
pected  to  double,  reaching  betwn 
70  and  100  persons  per  year. 


)DIAK  CLINIC  PARTNERS,  Dr.  R.  Holmes  Johnson,  photo  left,  and  Dr.  Rud 
asson,  extreme  right,  are  taking  fuli  advantage  of  the  continuing  education 
portunities  offered  by  W/ARMP.  Dr.  Johnson,  who  heads  a three-man  clinic 
I Kodiak  Island  asked  RMP  to  arrange  a peer  review  of  their  medical  prac- 
e in  January  and  their  association  with  the  audit  team  led  to  participation 
preceptorships  in  May.  Here  Dr.  Wasson  discusses  the  care  of  premature 
bies  with  Dr.  Richard  Wennberg,  left,  UW  assistant  professor,  during  his 
p-week  session  learning  new  techniques  in  the  care  of  sick  children  at  the 
V Neonatal  Biology  Division.  Center  is  Dr.  Theodore  Phillips,  head  of  the 
\/  Family  Medicine  Department,  a member  of  the  audit  team.  Dr.  Johnson 
icticed  defibrillation  techniques  while  observed  by  Carol  Van  der  Veen, 
'ARMP  ecu  nurse,  during  a five-day  course  for  physicians. 


SPOTLIGHT  continued 

as  a member  of  the  National  Advisory 
Council,  a post  which  he  held  while 
he  was  Dean.  He  also  served  on  the 
local  RMP  Advisory  Committee. 

In  his  new  appointment,  he  will  || 

direct  the  health  care  branch  of  the  ' 

108-year-old  National  Academy  of 
Science,  a private  organization  char- 
tered by  Congress  to  advise  the  fed- 
eral government  and  others  on  all  , 

scientific  matters. 


MAILBAG 


Sparkman: 

am  very  distressed  to  hear  that  funding 
he  Regional  Medical  Program  has  been 
tricted.  I do  hope  that  this  does  not 
in  a restriction  of  the  videotape  pro- 
ms and  visiting  consultants  who  have 
>n  coming  to  Ketchikan  during  the  past 
rs. 

)ur  medical  staff,  nurses  and  other  pro- 
iional  personnel  have  found  these  pro- 
ms most  helpful  in  improving  their  abil- 
as  practitioners.  I know  for  a fact  that 
quality  of  patient  care  at  Ketchikan 
lera!  Hospital  has  improved  as  a direct 
lit  of  the  various  programs  to  which  our 
fessional  staff  has  been  exposed  dur- 
the  past  several  months  through  the 
‘P.  It  would  be  a tremendous  loss  to  the 
Sessional  development  of  health  practi- 
'iers  in  the  isolated  areas  of  Southeast 
^ska  if  the  RMP  were  to  discontinue  its 
\tinuing  education  activities  here. 

I do  hope  that  some  means  will  be  found 
'ontinue  these.  The  TV  programs  pre- 
Jed  here  have  been  so  good  that  over 
•5  of  all  Ketchikan  practitioners  have 
n present  for  the  showings.  Is  there 
• thing  that  we  as  the  Ketchikan  General 
I p/fa/  can  do  to  have  the  RMP  services 
I ' reinstated  in  Alaska? 

: ter  Monica  Heeran 

' vinistrator,  Ketchikan  General  Hospital 

^ Note;  Sister  Monica  was  informed 
">  RMP  will  be  able  to  furnish  videotapes 
JCetchikan  through  next  Spring.  As  of 
I suits”  press  time,  it  was  not  known  if 


CARDIOVASCULAR  NURSING 
COURSE  PLANNED  FOA  OCT. 

Mary  Bielski,  associate  professor 
of  nursing  at  Cornell  U.,  will  be  one 
of  the  nationally  known  lecturers  for 
the  Advanced  Cardiovascular  Nurs- 
ing Course  to  be  held  Oct.  11-15  at 
Bellevue  Holiday  Inn. 

Registration  for  the  40-hour  course, 
open  to  RNs  who  have  had  previous 
ecu  experience,  is  due  Sept.  10.  The 
course  is  sponsored  by  W/ARMP, 
Washington  State  Heart  Association 
and  UW  Continuing  Medical  Educa- 
tion Division. 

Further  information  can  be  ob- 
tained from  Carol  Van  der  Veen,  RN, 
c/o  W/ARMP,  180  “U”  District  Bldg., 
Seattle  98105. 


RMP  RESULTS  is  published  by  the 
Washington/Alaska  Regional  Medical  Program 
500  University  District  Building 
Seattle,  Washington  98105 
543-8540 

Donal  R.  Sparkman,  M.D.  — Director 
Marion  Hoff  Johnson  — Editor 
Shirley  I.  Cannon  — Assistant  Editor 


the  TV  programs,  featuring  Washington 
specialists  discussing  new  techniques  in 
patient  care,  would  be  extended  beyond 
that  time.  One  consultant  visit  is  planned 
for  next  Fall,  and  as  the  need  arises  pos- 
sibly more  can  be  arranged  if  funds  are 
available.  RMP  is  hopeful  that  these  visits 
could  be  maintained  on  a self-supporting 
basis.  Preceptorships  are  still  offered  in 
Alaska  allowing  health  personnel  to  take  a 
refresher  course  in  a hospital  of  his  choice 
with  a subject  of  his  choosing.) 


The  Academy’s  Institute,  to  be 
composed  of  400  distinguished  lead- 
ers, 300  from  health  fields  and  the 
rest  from  outside  the  health  profes- 
sions, is  expected  to  have  consider- 
able influence  in  its  advisory  role. 

The  elite  task  group  will  study  ma- 
jor health  questions  and  prepare  au- 
thoritative statements  on  problems  in 
the  broad  field  of  health  which  con- 
front the  nation. 

Opinions  of  the  Institute  and  find- 
ings of  studies  conducted  by  its 
councils  and  panels  should  be  of 
great  value  to  Congress  and  the 
Executive  branch  of  the  government. 

Dr.  Hogness  has  served  the  UW  for 
21  years,  including  his  current  posi- 
tion as  first  director  of  the  UW  Health 
Sciences  Center,  composed  of  six 
colleges,  two  hospitals  and  four 
health  care  and  research  centers. 
Prior  to  that  he  was  executive  vice- 
president  of  the  UW. 

A graduate  of  the  U of  Chicago 
School  of  Medicine,  the  Oakland- 
born  physician  completed  his  intern- 
ship and  residency  training  at  Colum- 
bia-Presbyterian  Medical  Center  in 
New  York  City.  He  was  in  private 
practice  from  1952  to  1959  in  Seattle. 

“We  owe  much  of  the  credit  for  our 
progress  in  health  care  improve- 
ments in  Washington  and  Alaska  to 
the  initial  efforts  and  continued  sup- 
port of  Dr.  Hogness,”  said  Dr.  Donal 
R.  Sparkman,  W/ARMP  director. 


page  3 


DETAILS  OF  OPERATING  an  Arriflex  camera  were  explained  by  Warren  Crh\ 
(seated),  chief  of  UW  Health  Sciences  Motion  Picture  Unit,  at  a workshop  i 
participants  in  a Seattle  Model  Cities  film-making  project  funded  by  Rf/ 
Training  films  will  be  produced  by  the  RMP  staff  and  Model  Cities  peop 
to  assist  “outreach"  workers  in  helping  underprivileged  and  minority  perso 
gain  access  to  health  care.  From  left  are:  Mike  Williams,  Richard  DeparU 
Leonard  Berry  and  Michael  Williams. 


EDITORIAL 

by  Robert  G.  Heskett,  MD,  Coordinator  of 
Medical  Education  for  Spokane  and  Inland 
Empire. 

It  is  now  recognized  that  the  direction  of 
medical  education  in  the  US  has  not  pro- 
vided the  best  possible  medical  care  for 
Americans.  This  recognition  has  been  a 
painful  development,  painful  for  many 
medical  educators  and  for  many  practicing 
physicians. 

Fortunately,  this  time  organized  medi- 
cine is  leading  the  push  for  improvement, 
rather  than  dragging  its  feet  and  being 
forced  by  sociologists  and  politicians.  The 
first  step  in  this  push  is  the  reversal  of 
medical  education  by  medical  schools 
away  from  super  specialization  and  frag- 
mentation towards  the  development  of  de- 
partments of  family  practice. 

The  second  step  is  the  realization,  fi- 
nally, that  the  formal  postgraduate  edu- 
cation of  family  physicians  needs  to  be 
as  good  or  better  than  that  of  other 
specialists. 

Now  the  pressure  is  on  community  hos- 
pitals and  community  medicine  to  provide 
postgraduate  training  for  family  practice 
residencies  which  will  turn  out  excellent 
family  physicians  who  will  deliver  the  bad- 
ly-needed primary  care  to  the  American 
people.  It  will  be  impossible  for  university 
hospitals  to  provide  all  such  training;  it 
must  be  provided  by  community  hospitals 
and  community  physicians. 

Community  hospitals  must  have  state 
help,  such  as  House  Bill  1079,  or  federal 
help,  for  the  cost  will  soon  become  impos- 
sible for  the  community  hospital  patient  to 
bear  alone.  Indeed,  it  is  already  too  much 
for  the  patient  to  bear.  Nor  is  it  fair  to  ask 
the  sick  patient  to  pay  the  bill  for  post- 
graduate training  for  physicians  who  will 
go  elsewhere  to  practice.  Expansion  of  the 
W/ARMP  “Guest  Residency  Program”  (ro- 
tation of  medical  residents  to  include  com- 
munity hospitals)  into  the  field  of  family 
practice  would  be  most  helpful. 

Community  hospitals  and  their  physi- 
cians also  need  the  assistance  of  the 
medical  school  in  developing  and  carry- 
ing out  these  education  programs.  They 
need  the  expertise  and  guidance  of  aca- 
demic physicians  and  other  trained  educa- 
tors. They  also  need  help  in  the  so-difficult 
task  of  quality  control. 

Another  necessary  change  in  medical 
education  is  a better  method  of  assessing 
our  continuing  education  needs  to  deter- 
mine our  weaknesses  in  patient  care. 

The  Continuing  Education  Coordinator 
Program  sponsored  by  the  UW,  W/ARMP, 
WSMA  and  ASMA  has  made  this  very  ap- 
parent, especially  in  the  State  of  Washing- 
ton. We,  as  practicing  physicians  and  com- 
munity directors  of  medical  education, 
need  the  continued  assistance  of  these  or- 
ganizations in  this  determination.  We  need 
it  right  now,  in  an  immediate  concentrated 
effort. 


NEW  COMMUNICATIONS 
‘HARDWARE’  AT  WSMA 

Cartridge  television,  newest  devel- 
opment in  communications  technolo- 
gy, will  be  demonstrated  at  the  W/- 
ARMP  exhibit  for  the  Washington 
State  Medical  Association  annual 
meeting,  Sept.  19-22  in  Seattle. 

The  first  medical  program  in  car- 
tridge form  for  television  (Electronic 
Videotape  Recording)  will  be  avail- 
able for  viewing,  along  with  other 
RMP  continuing  education  films  and 
tapes  in  the  Queen’s  Room  of  the 
Olympic  Hotel.  The  program,  “Man- 
agement Decisions  in  Stroke,”  fea- 
turing Mason  Clinic  physicians,  won 
first  place  last  fall  in  a national  con- 
test. CBS  laboratories  made  compli- 
mentary “EVR”  copies  of  it  for 
W/ARMP. 

Featured  guests  at  the  WSMA 
meeting  will  include  Dr.  Harold  Mar- 
gulies,  RMPS  director,  and  other  top 
HEW  officials.  Dr.  Margulies  will 
speak  Sept.  21  at  the  annual  meeting 
of  the  Washington  State  Society  of 
Internal  Medicine,  also  at  the  Olym- 
pic Hotel. 

The  24  continuing  education  coor- 
dinators serving  in  19  areas  of  Wash- 
ington and  Alaska  will  meet  Sept.  20 
in  Seattle  during  the  WSMA  meeting. 

SUMMER  VACATION  FOR  TV 

TV  Tuesdays,  W/ARMP’s  regular 
continuing  education  programs,  have 
been  discontinued  for  the  summer 
months.  Tentative  date  for  opening 
the  fall  and  winter  series  on  state 
educational  channels  is  Sept.  21. 


W/ARMP  RECEIVES 
GRANT  TO  TEST  SYSTEM 

W/ARMP  was  authorized  by  ; 
parent  organizations,  RMP  Sen/ic. 
and  the  Health  Services  and  MenI 
Health  Administration  office,  to  esU 
lish  and  test  a pilot  management  al 
information  system  for  use  by  oth 
RMP  groups  and  service-orienll 
agencies. 

An  $83,000  grant  will  finance  h 
one-year  project  which  will  testi 
method  of  measuring  administratj 
services  rather  than  material  pr(- 
ucts,  according  to  William  R.  Thon- 
son  and  Gaylord  Duren,  architects  f 
the  plan  and  W/ARMP  executive: 

Development  of  this  new  appron 
to  evaluation  began  three  years  £) 
under  the  direction  of  Dr.  Donal  . 
Sparkman,  W/ARMP  head. 

News  of  the  grant  was  issued  1 1 
month  by  Senator  Warren  G.  Mag  - 
son  of  Washington  State. 

MULTIPHASIC  SCREENING  MET 

A two-day  conference  on  the  c t 
effectiveness  of  multiphasic  sere  - 
ing  will  be  held  Oct.  1-2  in  the  - 
cific  Science  Center,  Seattle.  Sp  - 
sored  by  the  RMP  Medical  Compif 
Services  and  six  other  interested  - 
ganizations,  it  will  focus  on  the  mr- 
cal  validity  of  screening  as  a me.s 
of  early  detection  of  conditks 
whose  course  may  be  remedied  y 
treatment. 


continued  from  page  493 


Senator  Warren  G.  Magnuson,  Chairman,  Senate  Commerce  Committee;  Chairman,  Sen- 
ate Appropriations  Subcommittee  on  Departments  of  Labor,  and  Health,  Education 
and  Welfare. 

William  R.  Murray,  M.D.,  Associate  Professor  of  Orthopedic  Surgery,  University  of 
California  Medical  School,  San  Francisco,  California. 

Frank  P.  Patterson,  M.D.,  Professor  and  Chairman,  Division  of  Orthopaedics,  Faculty  of 
Medicine,  University  of  British  Columbia,  Vancouver,  B.  C. 

Richard  S.  Wilbur,  M.D.,  Deputy  Executive  Vice  President,  American  Medical  Associa- 
tion, Chicago,  Illinois. 

Robert  H.  Williams,  M.D.,  Head  Division  of  Endocrinology,  Professor,  Department  of 
Medicine,  University  of  Washington  School  of  Medicine,  Seattle,  Washington. 


GENERAL  SESSION 

Monday,  September  20,  9 a.m.  - 5 p.m. 
Williamsburg  Room 


PART  I Malingering  and  Hysterics 
PART  II  Use  and  Misuse  of  Drugs 

Part  I Session  Chairman  and  Moderator:  Ralph  G.  Victor,  M.D.,  Seattle 

9:00  The  Impact  of  Malingering  and  Exaggeration.  William  R.  Halliday,  M.D., 
Olympia 

9:10  The  Internist  and  Factitious  Illness.  Timm  A.  Zimmermann,  M.D.,  Mercer  Island 

9:20  How  the  Neurologist  Examines  the  Hysteric.  Hugh  R.  MacMahon,  M.D.,  Seattle 

9:30  The  Anesthetist  as  a Diagnostician.  Stefano  Brena,  M.D.,  Seattle 
9:40  Psychiatric  Aspects.  Ralph  G.  Victor,  M.D.,  Seattle 
9:50  Questions  and  Answers 

10:20  Intermission.  Visit  Scientific  and  Technical  Exhibits 

Part  II  Session  Chairman  and  Moderator:  George  N.  Aagaard,  M.D.,  Seattle 

11:00  Use  and  Misuse  of  Drugs.  Louis  Lasagna,  M.D.,  Rochester,  New  York.  (Dr.  Las- 
agna’s  participation  was  arranged  by  the  University  of  Washington  School  of 
Medicine  and  its  alumni  in  recognition  of  the  25th  Anniversary  of  the  Medi- 
cal School.) 

12:00  Adjourn 


The  Management  of  Coronary  Artery  Disease 

Session  Chairman:  C.  Gordon  Hale,  M.D.,  Seattle 
Session  Moderator:  Gordon  A.  Logan,  M.D.,  Seattle 


2:00 


Part  I — Diagnosis 


Indications  for  Exercise  Testing  and  Coronary  Arteriography  (When  are  the 
History  and  ECG  Not  Enough?  - What  To  Do  Next?)  Albert  A.  Kattus,  M.D. 
Los  Angeles,  California 
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Part  II — Treatment 

2:20  Exercise  as  a Primary  Treatment  of  Angina  Pectoris.  Robert  A.  Bruce,  M.D., 
Seattle 

2:30  The  Pharmacologic  Management  of  Angina  Pectoris.  Albert  A.  Kattus,  M.D., 
Los  Angeles,  California 

2:40  Surgical  Approaches  to  Coronary  Artery  Disease  - A Brief  History  and  Sum- 
mary of  Current  Techniques.  Lester  R.  Sauvage,  M.D.,  Seattle 
2:50  Results  of  Aortocoronary  Saphenous  Autografts.  W.  Dudley  Johnson,  M.D., 
Milwaukee,  Wisconsin 

3:10  Indications  for  Surgical  Treatment  of  Coronary  Artery  Disease  (Whom  Does 
the  Cardiologist  Refer?)  Albert  A.  Kattus,  M.D.,  Los  Angeles,  California 
3:20  Indications  for  Surgical  Treatment  of  Coronary  Artery  Disease  (Whom  Does 
the  Surgeon  Reject?  W.  Dudley  Johnson,  M.D.,  Milwaukee,  Wisconsin 
3:30  Intermission.  Visit  Scientific  and  Technical  Exhibits 

4:00  Panel  Discussion.  Panel  Moderator:  Gordon  A.  Logan,  M.D.,  Seattle.  Panel  Mem- 
bers: Robert  A.  Bruce,  M.D.,  Seattle,  Albert  A.  Kattus,  M.D.,  Los  Angeles, 
W.  Dudley  Johnson,  M.D.,  Milwaukee,  Lester  R.  Sauvage,  M.D.,  Seattle 
5:00  Adjourn 

Panel  on  Medical  Care  in  Washington  State  Prisons 

Monday,  September  20,  2:00  - 3:45  p.m. 

Rex  Room 

Chairman  and  Moderator:  Abraham  Bergman,  M.D.,  Seattle 
2:00  Medical  Care  in  Prisons.  William  R.  Conte,  M.D.,  Olympia 
2: 15  Epidemiology  of  Illness.  Carroll  Heffron,  M.D.,  Walla  Walla 
2:25  Low  Back  Pain  in  a Prison  Setting.  David  Hughes,  M.D.,  Seattle 
2:35  Medical  Services  for  Prisoners'  Families.  Rory  Laughery,  M.D.,  Seattle 

Discussants:  Reginald  Howell,  M.D.,  Olympia;  Robert  J.  Shearer,  M.D.,  Olym- 
pia; Wallace  Lane,  M.D.,  Olympia;  Francis  Wilder,  M.D.,  Shelton 
2:45  Panel  Discussiori  and  Questions  from  Audience 

GENERAL  PRACTICE  SCIENTIFIC  SESSION 

Monday,  September  20,  9:00  a.m.  - 5:00  p.m. 

Spanish  Ballroom 

Co-sponsored  by  the  Washington  Academy  of  General  Practice.  Program  is  acceptable  for 
five  (5)  prescribed  hours  by  the  American  Academy  of  General  Practice. 

Session  Chairman:  Daniel  D.  Hiatt,  M.D.,  Renton 

9:00  Panel  on  The  Management  of  Acute  Trauma  ( Who  Should  Do  What,  Unto  Whom 
and  Where).  Panel  Moderator:  Roland  Folse,  M.D.,  Seattle.  Panel  Members: 
Charles  R.  Baxter,  M.D.,  Dallas,  Texas;  Arthur  S.  Keats,  M.D.,  Houston 
Texas;  John  S.  Tytus,  M.D.,  Seattle;  Ralph  K.  Zech,  M.D.,  Enumclaw 
9:00  The  Trauma  Center  and  the  Connnunity  Hospital.  Dr.  Folse 
9:15  Acute  Trauma:  Can  it  Be  Managed  In  The  Small  Hospital?  Dr.  Zech 

9:35  Assuring  The  Airway.  Tracheostomy  or  Tube.  Ventilator  or  Nasal  O2 

Dr.  Keats 
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10:00  Traumatic  Shock  Treatment — Blood,  Plasma  or  Ringers?  Dr.  Baxter 
10:25  Is  That  Head  Bump  Significant?  Dr.  Titus 
10:50  Questions  From  the  Audience 
11:30  Adjourn.  Visit  Scientific  and  Technical  Exhibits. 

2:00  Drug  Reactions  Panel.  Panel  Moderator:  William  B.  Baker,  M.D.,  Seattle. 

Panel  Members:  George  N.  Aagaard,  M.D.,  Seattle;  Bruce  C.  Gilliland,  M.D., 
Seattle;  Marvin  R.  Young,  M.D.,  Seattle. 

2:00  Cutaneous  Manifestations.  Dr.  Young 

2:15  Drug  Interractions  as  a Cause  of  Adverse  Drug  Reactions.  Dr.  Aagaard 
2:30  Vasculitis  and  Immune  Phenomena.  Dr.  Gilliland 

2:45  Questions  and  Answers 

3:00  Intermission.  Visit  Scientific  and  Technical  Exhibits 
3:30  Selected  Current  Concepts  in  Dermatologic  Therapy 

3:30  Pathophysiology  and  Treatment  of  Acne.  Frank  Parker,  M.D.,  Seattle 
3:45  Modern  Therapy  of  Superficial  Fungus  Infections.  John  L.  Winfield, 
M.D.,  Bellevue 

4:00  Complications  of  Methotrexate  Therapy  in  Psoriasis.  William  B.  Baker, 
M.D.,  Seattle 

4:15  Questions  and  Answers 

4:30  Current  Status  of  Smallpox  and  Rubella  Vaccines.  C.  George  Ray,  M.D.,  Seattle 

5:00  Adjourn.  Physician-Exhibitor  Reception,  5:30  p.m.,  Olympic  Bowl 

PAPERS  FROM  MEMBERS  AND  GUESTS 

Monday,  September  20,  9:00  a.m.  - 4:45  p.m. 

Pacific-Evergreen  Room 

Pediatrics 

Session  Chairman:  Hal  H.  Hunt,  M.D.,  Seattle 
Session  Moderator:  William  O.  Robertson,  M.D.,  Seattle 
9:00  Office  Management  of  Diabetes  Mellitus  in  Children.  C.  Patrick  Mahoney,  M.D., 
Seattle 

9:15  Discussion 

9:20  15  Year  Follow-Up  of  Patients  Born  with  Myelodysplasia.  David  B.  Shurtleff, 

M.D.,  Seattle 
9:35  Discussion 

9:40  Toeing-in  and  Toeing-out  in  Childhood — Evaluation  and  Management.  Lynn  T. 

Staheli,  M.D.,  Seattle 
9:55  Disciission 

10:00  Intermission.  Visit  Scientific  and  Technical  Exhibits 

10:30  Treatment  of  Minor  Scoliotic  Curves  of  The  Spine.  Taghi  Ghavamian,  M.D., 
Olympia 
10:45  Discussion 

10:50  Diagnosis  and  Management  of  Immunologic  Deficiencij  Diseases.  Starkey  D. 

Davis,  M.D.,  Seattle 
11:05  Discussion 

11:10  An  Evaluation  of  a Patient-Counseling-Child  Care  System.  Thomas  C.  Cock, 
M.D.,  Bellevue 
11:25  Discussion 
11:30  Adjourn 
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Trauma 


Session  Chairman:  David  H.  Dillard,  M.D.,  Seattle  ' j 

Session  Moderator:  George  W.  Girvin,  M.D.,  Spokane  j 

2:00  Post-Traumatic  Pulmonary  Insufficiency,  A Surgeon’s  View.  Jay  M.  Kranz,  M.D.;  j 
Dean  K.  Crystal,  M.D.;  Sherman  W.  Day,  M.D.;  and  Clyde  L.  Wagner,  M.D.,  | 

Seattle  ' 

2:15  Emergency  Care  of  the  Badly  Injured  Hand.  St.  Elmo  Newton,  III,  M.D.,  Seattle 

2:30  Treatment  of  Burns  in  the  Non-U rhan  Community  Hospital.  David  E.  Smith, 

M.D.,  and  Earl  E.  Cammock,  M.D.,  Mt.  Vernon. 

2:45  An  Approach  to  The  Problem  of  Post-Traumatic  Neurosis.  Marcel  Malden,  M.D., 
Tacoma 
3:00  Discussion 
3:15  Intermission 

General 


Session  Moderator: 

3:45  Comparative  Hazards  of  Organochlorine  Chemicals:  Industrial  vs  Pesticidal: 
PCB’s  vs  DDT.  Griffin  E.  Quinby,  M.D.,  Wenatchee 
4:00  Discussion 

4:05  Local  Patterns  of  Prepaid  Psychiatric  Care.  Otto  H.  Spoerl,  M.D.,  Seattle 
4:20  Discussion 

4:25  Radiation  Therapy  of  Cancer  of  the  Prostate  Gland.  Willis  J.  Taylor,  M.D., 
Seattle 

4:40  Discussion 
4:45  Adjourn 

NEW  ADVANCES  IN  DIAGNOSIS  AND 

TREATMENT  OF  LYMPHOMAS 

Monday,  September  20,  9:00  a.m.  ■ 10:30  a.m. 

Colonial  Room 

Session  Chairman:  Joseph  W.  Eschbach,  M.D.,  Seattle 
Session  Moderator:  Quin  B.  DeMarsh,  M.D.,  Seattle 
9:00  Staging  of  Lymphomas.  J.  Gale  Katterhagen,  M.D.,  Tacoma 
9:15  Chemotherapy.  E.  Donnell  Thomas,  M.D.,  Seattle 
9:30  Radiation.  Arthur  J.  Gerdes,  M.D.,  Seattle 
9:45  The  Role  Of  Surgery.  Roger  E.  Moe,  M.D.,  Seattle 
10:00  Questions  and  Answers 
10:30  Adjourn 

GENERAL  SESSION 

Tuesday,  September  21,  9:00  a.m.  - Noon 
Spanish  Ballroom 

Session  Chairman:  Joseph  W.  Eschbach,  M.D.,  Seattle 
Session  Moderator:  John  M.  Lein,  M.D,  Seattle 

9:00  The  New  Medical  School  Curriculum.  Thomas  E.  Morgan,  M.D.,  Seattle 
9:20  Questions  and  Answers 
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9:30  The  WAMI  Program  (Four  State  Training  Program  for  Medical  Students  Utili- 
zing Four-Year  Colleges  and  Community  Hospitals) . M.  Roy  Schwarz,  M.D., 
Seattle 

9:50  Questions  and  Answers 

10:00  MEDEX,  A Follow-up  Report.  Richard  A.  Smith,  M.D.,  Seattle 

10:20  Questions  and  Answers 

10:30  Intermission.  Visit  Scientific  and  Technical  Exhibits 

11:00  Future  Roll  of  Government  in  Supporting  Medical  Education,  Research  and  Pa- 
tient Care.  Senator  Warren  G.  Magnuson 

12:00  Adjourn 

PAPERS  FROM  MEMBERS  AND  GUESTS 

Tuesday,  September  21,  9:00  a.m. -4:30  p.m. 

Pacific-Evergreen  Room 

Cardio-Pulmonary 

Session  Chairman:  C.  Gordon  Hale,  M.D.,  Seattle 
Session  Moderator:  John  A.  Mazzarella,  M.D.,  Seattle 

9:00  Pre-hospital  Coronary  Care:  The  Role  of  a Rapid  Response  Mobile  Intensive/ 
Coronary  Care  System.  Leonard  A.  Cobb,  M.D.;  Werner  E.  Samson,  M.D.; 
Robert  D.  Conn,  M.D.,  and  Fire  Chief  Gordon  F.  Vickery,  Seattle 

9:15  Discussion 

9:20  Postoperative  Studies  on  Coronary  Patients.  Ralph  Berg,  Jr.,  M.D.;  Francis  J. 
Everhart,  M.D.,  and  Carroll  Simpson,  M.D.,  Spokane 

9:35  Discussion 

9:40  Correlation  of  Lung  Scan  Defects  With  Segmental  Anatomy  of  The  Lung:  An 
Aid  To  The  Diagnosis  of  Pulmonary  Embolism.  Gayle  F.  Brewer,  M.D.,  Se- 
attle, and  James  T.  Dodge,  M.D.,  Yakima 

9:55  Discussion 

10:00  A Less  Controversial  Pipeline — Oxygen  to  Hypoxemic  Patients.  John  M.  Sproul, 
M.D.,  Seattle 

10:15  Discussion 

10:20  Adjourn 

Internal  Medicine 

Session  Chairman  and  Moderator:  Karl  F.  Voegtlin,  M.D.,  Seattle 

3:30  The  Changing  Pattern  of  Thyroid  Uptake  in  the  Seattle  Area.  Gayle  F.  Brewer, 
M.D.,  and  Robert  J.  Griep,  M.D.,  Seattle 

3:45  Discussion 

3:50  Biologic  Support  During  Acute  Liver  Failure.  James  M.  Burnell,  M.D.;  C.  C. 

Buckner,  M.D.;  R.  Clift,  M.D.;  E.  D.  Thomas,  M.D.,  and  W.  Volwiler,  M.D., 
Seattle 

4:05  Discussion 

4:10  Sigmoid  Diverticulosis — An  Organ  Decompensated.  Alvin  J.  Thompson,  M.D., 
Seattle 

4:25  Discussion 

4:30  Adjourn 
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Tuesday,  September  21,  3:30  p.m.  - 4:30  p.m. 

Colonial  Room 

Neurology 

Session  Chairman  and  Moderator;  Richard  L.  Voorhees,  M.D.,  Seattle 
3:30  The  Etiology  of  the  Dizzy  Patient.  Richard  L.  Voorhees,  M.D.,  Seattle 
3:45  Acoustic  Neuroma.  John  S.  Hansel,  Jr.,  M.D.,  Seattle 

4:00  Discussion 

4:10  Clinical-Neuropathological  Correlations.  Wallace  W.  Lindahl,  M.D.,  Seattle 
4:25  Discussion 
4:30  Adjourn 

OB  GYN  SCIENTIFIC  SESSION 

Tuesday,  September  21,  9:00  a.m.  - 10:30  a.m. 

Williamsburg  Room 

Panels  on  Abortion  and  I.U.D.’s 

Session  Chairman:  Boyd  C.  Quint,  M.D.,  Seattle 
9:00  Abortion  Progress  Report — Washington  State  1971.  Panel  Moderator: 

Panel  Members:  Samuel  H.  Davidson,  M.D.,  Seattle;  Richard  M.  Soderstrom, 
M.D.,  Seattle;  Charles  G.  Stipp,  M.D.,  Seattle 
9:45  Intra-uterine  Devices — A Reasonable  Alternative  to  the  Pill?  Panel  Moderator: 
Jack  R.  Lamey,  M.D.,  Seattle;  Panel  Members:  Julius  C.  Butler,  Jr.,  M.D., 
Seattle;  Ruth  H.  Krauss,  M.D.,  Seattle;  Donald  C.  Smith,  M.D.,  Seattle 
10:30  Adjourn 


COURSE  ON  FLUID  BALANCE 

(Pre-registration  Required) 

PART  I:  MONDAY,  SEPTEMBER  20,  8:30-  9:30  A.M. 

PART  II:  TUESDAY,  SEPTEMBER  21,  8:30-  10:30  A.M. 

PART  III:  WEDNESDAY,  SEPTEMBER  22,  8:30  - 1 0:30  A.M. 

Rex  Room 

Session  Chairman:  Belding  H.  Scribner,  M.D.,  Seattle 

The  5-hour  refresher  course  will  deal  with  selected  topics  related  to  bedside 
management  of  fluid  balance  problems.  Particular  emphasis  will  be  given  to 
problems  of  sodium  and  water  needs. 

The  course  will  consist  of  an  introductory  one-hour  session  from  8:30  to 
9:30  a.m.,  Monday,  September  21,  during  which  case  material  will  be  handed 
out  and  the  format  of  the  case  discussions  explained.  An  example  case  will  be 
discussed.  Participants  will  be  expected  to  work  out  on  their  own  time  the 
assigned  case  examples,  which  they  will  then  discuss  during  the  two  2-hour 
sessions  on  Tuesday  and  Wednesday  from  8:30  to  10:30  a.m. 

Course  limited  to  40  participants.  Pre-registration  necessary.  No  registration 
fee.  Preregistration  forms  will  be  mailed  to  WSMA  members  as  part  of  the  Con- 
vention packet  during  the  first  of  August. 
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9:00 

9:20 

9:40 

9:50 

10:00 

10:30 


2:00 

2:25 

2:50 

3:20 

3:45 

4:10 

4:25 

5:00 


TOTAL  HIP  REPLACEMENT 

Tuesday,  September  21,  9:00  a.m.  - 10:30  a.m. 

Colonial  Room 

Session  Chairman:  Walter  F.  Krengel,  Jr.,  M.D.,  Seattle 
Session  Moderator:  Kirk  J.  Anderson,  M.D.,  Seattle 

Development  of  The  Total  Hip  Replacement  Using  Methyl  Methacrylate.  Wil- 
liam R.  Murray,  M.D.,  San  Francisco,  California 
Follow-up  Study  of  the  McKee-Farrar  Total  Hip  Replacement — 1966  to  1970, 
Vancouver,  B.C.  Frank  P.  Patterson,  M.D.,  Vancouver,  British  Columbia 
Experiences  Using  the  Ring  Total  Hip  Replacement  Unit.  Donald  R.  Gunn, 
F.R.C.S.,  Seattle 

Experiences  with  Total  Hip  Replacement  Units.  Ernest  M.  Burgess,  M.D.,  Seattle 
Panel  Discussion — Case  histories  and  questions  concerning  the  use  of  total  hip 
replacement  units.  Panel  Members:  Kirk  J.  Anderson,  M.D.,  Seattle;  William 
R.  Murray,  M.D.,  San  Francisco;  Frank  P.  Patterson,  M.D.,  Vancouver;  Don- 
ald R.  Gunn,  F.R.C.S.,  Seattle;  Ernest  M.  Burgess,  M.D.,  Seattle 
Adjourn.  Visit  Scientific  and  Technical  Exhibits 


GROUP  PREPAYMENT  PRACTICE 

VS 

PRIVATE  FEE  FOR  SERVICE  PRACTICE 


Tuesday,  September  21,  2:00  p.m.  - 5:00  p.m. 

Spanish  Ballroom 

Session  Chairman:  Hal  H.  Hunt,  M.D.,  Seattle 
Session  Moderator:  James  W.  Haviland,  M.D.,  Seattle 

The  Delivery  of  Health  Care  Through  Blue  Shield.  Bertrand  T.  Fitzmaurice, 
M.D.,  Seattle 

The  Delivery  of  Health  Care  Through  Group  Health  Cooperative  of  Puget  Sound. 

Harold  F.  Newman,  M.D.,  Seattle 
Intermission 


A New  Method  To  Deliver  Health  Care.  Sidney  R.  Garfield,  M.D.,  Oakland,  Cal. 
What  Lies  Ahead  For  The  Practice  Of  Medicine.  Richard  S.  Wilbur,  M.D., 
Chicago,  Illinois 

Panel  Discussion  Among  Participants 

Questions  from  Audience 

Adjourn 


A COMBINED  THERAPEUTIC  APPROACH 
FOR  THE  RHEUMATOID  PATIENT: 
WHAT,  WHERE,  WHEN  AND  WHY 

Tuesday,  September  21,  3:30  p.m.  - 5:00  p.m. 

Rex  Room 

Session  Chairman:  Walter  F.  Krengel,  Jr.,  M.D.,  Seattle 
Session  Moderator:  Kenneth  R.  Wilske,  M.D.,  Seattle 


II 
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3:30  Medical  Treatment.  Robert  F.  Willkens,  M.D.,  Seattle 

3:45  Surgical  Treatment.  William  R.  Murray,  M.D.,  San  Francisco,  California 
4:00  Rehabilitation  of  the  Rheumatoid  Patient.  Barbara  De  Lateur,  M.D.,  Seattle 
4:15  Panel  Discussion — Questions  and  Case  Histories.  Panel  Members:  Robert  F.  Will- 

kens, M.D.,  Seattle;  William  R.  Murray,  M.D.,  San  Francisco;  Barbara  De 
Lateur,  M.D.,  Seattle 
5:00  Adjourn 


RMP  AUDIO-VISUAL  PROGRAM 

Sunday,  September  19  — 9:00  a.m.  - 5:00  p.m. 

Monday,  September  20  — 9:00  a.m.  - 5:00  p.m. 

Tuesday,  September  21  — 9:00  a.m.  - 5:00  p.m. 

Wednesday,  September  22  — 9:00  a.m.  - 12:00  Noon 

Queens  Room 

Session  Chairmen: 

Donal  R.  Sparkman,  M.D.,  Seattle 
John  N.  Lein,  M.D.,  Seattle 
Robert  C.  Davidson,  M.D.,  Seattle 

New  continuing  education  programs  by  electronic  video  recording  (cartridge 
television),  cartridge-loading  mechanical  projectors,  and  videotapes,  will  be  avail- 
able for  individual  use  by  physicians.  Programs  feature  Washington  State  med- 
ical surgical  specialists  and  were  produced  by  Information  and  Education  Resource 
Support  Unit  of  the  Washington  Alaska  Regional  Medical  Program. 

Titles  include: 

"Medical  Treatment  in  Moderate  Hypertension'" 

"The  Significance  of  Elevated  Blood  Pressure" 

"Regional  Medical  Library  Services  for  Physicians" 

"Headache" 

"Surgical  Grand  Rounds" 

"Medical  Grand  Rounds" 

"Management  Decisions  in  Stroke" 

"Fiberoptic  Endoscopy  of  the  Esophagus  and  Stomach" 

These  productions  and  others  are  available  to  all  physicians  in  the  State 
through  their  local  continuing  education  coordinator  or  from  the  Support  Unit, 
530  "U"  District  Bldg.,  Seattle,  Washington  98105.  The  exhibit  will  also  feature 
descriptions  of  other  services  available  to  physicians  through  the  RMP's  various 
activities  and  heart,  cancer,  stroke,  community  health  services,  and  developmental 
programs. 

SPECIAL  SCHEDULED  PROGRAMS 

Monday,  September  20,  10:30  a.m.  "Nuclear  Medicine,"  a videotape  series,  will 
be  shown  and  Robert  J.  Griep,  M.D.,  Seattle,  and  Thomas  G.  Rudd,  M.D., 
Seattle,  will  be  available  for  a question  and  answer  session  between  each 
program. 

Monday,  September  20,  2:30  p.m.  "Chronic  Obstructive  Pulmonary  Disease,"  a 
videotape  series,  will  be  shown  and  Thomas  F.  Sheehy,  Jr.,  M.D.,  Seattle, 
and  Arthur  B.  Craig,  M.D.,  Spokane,  will  hold  a question  and  discussion 
session  following  the  videotapes. 

Wednesday,  September  22,  10:30  a.m.  "Stroke  Rehabilitation,  a videotape  series, 
will  be  presented  and  Donald  R.  Silverman,  M.D.,  Seattle  and  Barbara  J. 
DeLateur,  M.D.,  Seattle,  will  be  available  for  questions  and  discussion  after 
each  part  of  the  series. 
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A 

BUILDING  BLOCK 
TO  RECOVERY 


As  adjoncHve  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trypon  100.000  N.F.  Units, Chrmotrypsm  8.000  N.F.  Units; 
•<tu.v»l«n1  in  Ityptic  actiyit)!  to  40  mt  ot  N ,F.  trypsin 

I Reduces  swelling 
I Hastens  healing 
I Speeds  recovery 


Or»o  tak^Gf  q.  i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  orchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregrxancy  has  not  been  established. 

Advorso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  In  controlled  studies.  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

. DIVISION  OF  RICHARDSON  M6RRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19U4 

TIADCMAtK  aiTABS  US.  PAlCNT  NO  3.004.B93  9/70  0-009A  l«1 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


4 


I 


The  causes  of  voghitis 
oremultipb 


lindicotions;  Known  sensitivity  to  sulfonomides. 

(tions/ Adverse  Reactions:  The  usuol  precautions  for  topicol 
'stemic  sulfonamides  should  be  observed  because  of  the  pos- 
' of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticario  or  other  manifestotions  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  opplicotorful  or  one  suppository  Introvogl- 
nally  once  or  twice  daily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicotor. 

TRADEMARK:  AVC  AV-IOA  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  con  depend  on  AVC  — compreh 
therapy  that  combats  all  three  major  v 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


f 


fi 


! 


i 
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AVC 

The  treatment  is  singular 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a \way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  \«ith  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  vTho  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


'NEOSPORIN' 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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WHATS  NEW  IN  DIABETES  A PANEL 

Wednesday,  September  22,  10:30  a.m.  - 12:00  Noon 
Colonial  Room 

Session  Chairman:  Daniel  D.  Hiatt,  M.D.,  Renton 
Session  Moderator;  Neil  J.  Elgee,  M.D.,  Seattle 

10:30  Current  Status  of  Oral  Hypoglycemic  Agents.  Robert  L.  Reeves,  M.D.,  Olympia 

10:45  Dialysis  Approach  to  End-Stage  Diabetic  Nephropathy.  Christopher  R.  Blagg, 

M.D.,  Seattle 

11:00  Photocoagulation  Treatment  of  Diabetic  Retinopathy.  Walter  C.  Petersen,  M.D., 
Seattle 

11:15  Recent  Observations  Regarding  Diabetes.  Robert  H.  Williams,  M.D.,  Seattle 
11:30  Questions  to  Panel 

12:00  Adjourn.  President’s  Luncheon,  12  noon,  Spanish  Ballroom 

SPORTS  MEDICINE 

(Physical  Conditioning) 

Wednesday,  September  22,  10:30  a.m.  - 12:00  Noon 
Williamsburg  Room 

Session  Chairman  and  Moderator;  Harry  H.  Kretzler,  Jr.,  M.D.,  Seattle 

10:30  The  Team  Physician  and  Conditioning.  Stanley  A.  Mueller,  Jr.,  M.D.,  Tacoma 
10:50  High  Altitude  Conditioning  and  Physical  Performance.  Merritt  H.  Stiles,  M.D., 
Spokane 

11:10  Cardiopulmonary  Rehabilitation.  Howard  Pyfer,  M.D.,  Seattle 
11:30  Musculo-Skeletal  Conditioning.  Harrry  Kretzler,  Jr.,  M.D.,  Seattle 
11:45  Questions  and  Answers 

12:00  Adjourn.  President’s  Luncheon,  12:00  Noon,  Spanish  Ballroom 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

John  W.  Evans,  M.D. 
Psychiatrist 
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IDAHO 


Idaho  Medical  Association-^oy  west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  George  W.  Warner,  M.D.,  Twin  Falls 

SECRETARY  J.  Gordon  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armand  L.  Bird,  Boise 


.Annual  Meeting,  June  28  - July  1,  1972 

Insurance  Tumor  Institute  Dedicated 


President  William  R.  Tregoning,  Boise,  reports  that 
the  malpractice  insurance  program  being  offered  to 
members  by  the  Argonaut  Insurance  Company  is  pro- 
gressing in  a satisfactory  manner.  As  of  June  7,  225 
members  have  applied  to  participate  in  the  program. 

President  Tregoning  urges  those  members  who  have 
not  applied  for  coverage  do  so  at  the  earliest  possible 
time. 

As  of  May  1,  the  list  of  agents  in  various  sections 
of  the  state  who  are  now  making  Argonaut  coverage 
available  was  furnished  the  association.  The  James  W. 
Perry  Agency,  Boise,  is  the  Administrator  of  the  pro- 
gram for  the  Idaho  Medical  Association,  however,  in- 
dividual coverage  may  now  be  purchased  at  any  of  60 
agencies  throughout  the  state.  If  you  want  to  know 
the  name  of  the  agencies  in  your  area,  drop  a card  or 
call  the  Idaho  Medical  Association  in  Boise. 

Insurance  Committee  Meets 

The  newly-appointed  Special  Insurance  Committee 
held  a meeting  in  Boise  on  May  21  to  inaugurate  a 
new  program  of  assisting  in  carrying  on  activities  of 
the  Argonaut  Insurance  Company’s  program  of  mal- 
practice for  members  being  administered  by  the  James 
W.  Perry  Agency.  Attending  were  Verne  J.  Reynolds, 
Boise,  Chairman;  Gerald  N.  Hecker,  Boise;  Robert  D. 
Jenkins,  Boise;  Donald  D.  Price,  Caldwell;  William  H. 
Woodson,  Twin  Falls;  Charles  R.  Boge,  Idaho  Falls; 
and  Allen  M.  Cochrane,  Lewiston. 

A program  of  activities  for  the  committee  for  the 
coming  months  was  outlined. 

Officers  and  Councilors 

The  spring  meeting  of  the  Officers  and  Councilors 
of  the  Idaho  Medical  Association  was  held  in  Execu- 
tive Offices  in  Boise,  May  28-29,  1971.  Attending 
were  President  W.  R.  Tregoning;  Immediate  Past- 
President  John  M.  Ayers;  Secretary-Treasurer  J. 
Gordon  Daines;  Councilor  E.  R.  W.  Fox;  Councilor  J. 
B.  Marcusen;  Councilor  R.  G.  Neher;  AMA  Delegate 
Donald  K.  Worden;  AMA  Alternate  Delegate  A.  Curtis 
Jones;  Speaker  James  R.  Kircher.  Excused:  President- 
Elect  George  W.  Warner  and  Councilor  John  E. 
Comstock. 


The  Mountain  States  Tumor  Institute  was  dedica- 
ted on  May  16,  1971.  Physicians  were  invited  to  a 
program  on  May  15,  including  tours  of  the  cancer 
diagnostic  and  treatment  center,  and  lectures  by 
Thomas  C.  Hall,  Director  of  Oncology  and  Professor 
of  Medicine  and  Pharmacology  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry.  The 
underground  facility  is  located  near  St.  Luke’s  Hospi- 
tal, to  which  it  is  connected  by  a tunnel.  M.  M. 
Burkholder,  Boise,  is  acting  Medical  Director  of  the 
Institute  and  President  of  the  medical  staff  executive 
committee. 

Official  Visit  at  Weiser 

Five  officers  of  the  association  visited  with  officers 
and  members  of  the  Southwestern  Idaho  District  Med- 
ical Society  at  a meeting  in  Weiser  on  May  17.  Attend- 
ing were  President  W.  R.  Tregoning;  President-Elect 
George  W.  Warner;  Councilor  J.  B.  Marcusen;  Secretary- 
Treasurer  J.  Gordon  Daines;  AMA  Alternate  Delegate 
A.  Curtis  Jones;  Executive  Director  Bird  and  Adminis- 
trative Assistant  Deleski. 

Governor  Orders  Review 
of  Health  Department 

Latest  development  in  the  problems  facing  the 
State  Board  of  Health  since  the  suspension  of  T.  O. 
Carver  as  Administrator  last  Februar)’,  is  an  order 
issued  by  Governor  Cecil  D.  Andrus  calling  for  a team 
of  management  analysts  to  investigate  the  department. 
The  governor  said  he  had  asked  his  Department  of 
Administrative  Services,  Mr.  Robert  Leneghan,  Direc- 
tor, to  begin  the  investigation  and  appointed  Fred  O. 
Graeber,  Idaho  Director  for  WICHE  Mountain  States 
Regional  Medical  Program,  and  Alden  Klotz,  retired 
Health  Department  Director  of  Laboratories,  to  assist 
in  the  investigation. 

In  a statement.  Governor  Andrus  said:  “I  asked 

these  two  people  to  help  in  the  capacity  of  manage- 
ment analysis.  This  whole  thing  is  intended  to  see  if 
there  are  areas  within  the  health  department  where  we 
can  improve  the  efficiency.”  He  added  that  it  was 
“not  a witch  hunt.” 

The  report  should  be  of  considerable  interest  when 
written. 

Idaho  )iews  continued  on  page  515 
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vhen  lower 
i-l  symptoms 
lemand 
I potent 
ynthetic 
intispasmodic 


move  up  to 

“the  Robinul 
response” 

In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul*2mg. 

Forte  (glycopyrrolate) 


INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
dicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
:ute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
failable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
ended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
) gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
increatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
'ndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
ay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
)n,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
)rte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
aucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
lurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
ugs  include;  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
3ss,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
blet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
ilient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
quired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
4R/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
blets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


CLASSIFIED  ADVERTISEMENTS 

All  classined  advertisements  are  set  in  the  stjle  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Cop>  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
ill  the  Journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GP  OR  SPECIALIST  NEEDED— Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOl- 

ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


ACTIVE,  ENTHUSIASTIC  GP'S  OR  SPECIALISTS- 

also  willing  to  do  general  practice  in  modern  American  com- 
munity. Kvvajalein.  Marshall  Islands.  Excellent  family  housing 
and  schools  thru  12th  grade.  Twenty-five  bed  hospital  with 
seven  physicians.  Tax  free  income  if  18  months  outside  of 
USA.  Salary  S22.800  — 26  days  paid  vacation  yearly.  Ex- 
tremely active  and  varied  recreational  programs  all  gratis.  Su- 
perior credentials  and  references  must  be  supplied.  Write 
Chief  Medical  Officer,  Kwajalein  Missile  Range  Hospital,  P.O. 
Box  1702.  APO  San  Francisco  96555. 


INTERNIST-SUBSTANTIAL  GUAR ANTEE-Board 

certified  or  eligible.  Community  12,000,  drawing  population 
20.000.  excellent  economy,  abundant  fishing,  hunting,  skiing. 
Accredited  hospital  now  building  addition  of  68  beds  long 
term  care.  Write  or  call  collect  (406)  563-5262.  Administra- 
tor. Community  Hospital  of  Anaconda,  600  Oak  Street.  Ana- 
conda. Montana  5971  1. 


FOR  SALE 


FOR  SALE — One  membership  in  Eastern  Washington  Hunt 
Club.  700  plus  acres,  all  under  irrigation.  200  cattle,  buildings, 
2 miles  of  waterfront  on  Moses  Lake.  Excellent  pheasant, 
duck,  and  goose  hunting.  Contact  Warren  J.  Kraft,  M.U,, 
820  North  Chelan  Street,  Wenatchee.  Washington  98801. 


OFFICE  SPACE 


BEND  OREGON  MEDICAL  BU I LDING- For  sale  or 
lease.  Suite  of  9-rms,  1 ,300  sq.  ft.  Excellent  downtown  loca- 
tion. Parking.  Practice  in  Vacationland.  Write  Box  15-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  981  21 . 


OFFICE  IN  BELLINGHAM  MEDICAL  CENTER  - 

for  sale  or  lease.  Ground  floor,  1,300  sq.  ft.  Air  Con- 
ditioned. Generous  starting  arrangements.  Contact  Dr. 
Pratum  at  (206)  733  - 7360  or  at  Bellingham  Medical  center, 
Bellingham,  Wa.  98225. 

OFFICE  SPACE  FOR  LEASE  - Beacon  Hill,  1,000 
sq.  ft.,  newly  decorated.  Seattle  RO  1-4040. 

MEDICAL  OFFICE  FOR  LEASE— Option  to  buy.  Write 
Mrs.  Powell  B.  Loggan.  2621  Cascade  Wav,  Longview,  Wa. 
98632. 


CONTINUING  MEDICAL  EDUCATION 


PHONOCARDIOGRAPHY  PULSE  TRACINGS  - 
Vector-cardiography,  A Workshop.  This  is  an  exten- 
sive four-day  program  covering  in  detail  the  field  of 
phonocardiography  and  pulse  tracings  and  vectorcardi- 
ography. Emphasis  will  be  placed  on  the  values  and 
limitations  of  these  techniques  and  related  areas  as  ap- 
plies to  the  patient's  diagnostic  problems.  Two  days 
will  be  dedicated  to  phonocardiography  and  pulse 
tracings  and  two  days  for  vectorcardiography.  The 
morning  sessions  will  be  devoted  exclusively  to  indi- 
vidual analysis  of  tracings  by  the  participants  under 
the  orientations  of  the  local  and  guest  faculties.  This 
program  is  extended  for  those  who  wish  a close  and 
detailed  exposure  to  the  values  and  the  limitations  of 
these  techniques.  Presented  by;  The  American  College 
of  Cardiology  and  Institute  for  Cardiovascular  Diseas- 
es, Good  Samaritan  Hospital,  Phoenix,  Arizona;  at: 
Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona. 
Program  Director;  Alberto  Benchimol,  M.D.,  Director, 
Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital.  Guest  Speaker:  Bernard  L.  Segal,  M.D.,  as- 
sociate Professor  of  Medicine,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  Pa.  For  information 
concerning  the  program,  write  Mr.  William  Nelligan, 
Executive  Director,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


Con- 

ven- 

ience! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 
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Idaho  news  continued  from  page  511 

Officers  Elected 

New  officers  of  the  North  Idaho  District  Medical 
Society  elected  last  month  are: 

President:  Richard  D.  Thorson,  Lewiston 

President-Elect:  Allen  M.  Cochrane,  Lewiston 

Secretary-Treasurer:  Richard  M.  Alford,  Lewiston 

Welcome  New  Members 

Southwestern  Idaho  District  Medical  Society: 
Sidney  J.  Garber,  Caldwell 

South  Central  Idaho  District  Medical  Society: 

Ivan  J.  Gustafson,  Sun  Valley 
Don  C.  Pates,  Rupert. 

Personals 

Wilbur  H.  Lyon,  Coeur  d’Alene,  has  been  elected 
to  a three-year  term  as  a member  of  the  Board  of 
Directors  of  the  Idaho  Hospital  Service,  Inc.  (Blue 
Cross),  succeeding  William  P.  Marineau,  Moscow,  who 
had  served  three  terms  on  the  Board  and  was  not  eligi- 
ble for  re-election. 

C.  Ronald  Koons,  Boise,  has  been  granted  a Fellov\>- 
ship  in  the  Ameriean  College  of  Physicians. 

State  Board  of  Medicine  Section 

Temporary  licenses  have  been  issued  to: 

Thomas  Martin  Ashby,  Caldwell.  Graduate,  Har- 
vard Medical  School,  Boston,  1964;  Internship  Genesee 
Hospital,  Rochester,  New  York.  Residency,  Internal 
Medicine,  Mayo  Clinic,  1965-68.  Granted  TL-479, 
April  14.  Internal  Medicine. 

George  D.  Chen,  Caldwell  and  Boise.  Graduate 
Loma  Linda  University,  1964.  Internship  Memorial 
Mission  Hospital  of  Western  North  Carolina,  Asheville, 
1965.  Residency  in  Ophthalmology,  White  Memorial 
Medical  Center,  Los  Angeles,  1965-68.  Granted 
TL-480,  May  14.  Ophthalmology. 

].  Michael  Bateman,  Pocatello.  Graduate,  University 
of  Colorado  School  of  Medicine,  Denver,  1965.  Intern- 
ship Thomas  D.  Dee  Memorial  Hospital,  Ogden,  1965. 
Residency  in  Urology',  University  of  Utah  Medical 


Center,  Salt  Lake  City,  1968-71.  Granted  TL-481, 
May  27.  Urology. 

George  Allen  Williams,  Idaho  Falls.  Graduate,  Uni- 
versity of  Florida  College  of  Medicine,  Gainesville, 
June,  1962.  Internship  Children’s  Hospital,  Los 
Angeles,  1963.  Residency  in  Pediatrics,  Children’s 
Hospital,  Los  Angeles,  1963-65.  Granted  TL-482, 
May  27.  Pediatrics. 

Roy  Allen  McLaughlin,  Caldwell.  Graduate,  Creigh- 
ton University  Medical  School,  Omaha,  1964.  Intern- 
ship Creighton  Memorial  St.  Joseph’s  Hospital,  1965. 
Residency  in  Pathology,  General  Rose  Memorial  Hos- 
pital, Denver,  1965-69.  Granted  TL-483,  June  1. 
Pathology. 

Addendum  to  the  article  on  pages  464-467 

Student  Clinic  For  Migrant  Laborers 

All  students  received  a stipend  of  $1,060  ($360/ 
month)  for  work  at  the  clinic.  Funds  were  allocated 
by  the  Marion  County  Health  Department  which  had 
run  migrant  health  programs  during  previous  summers 
(minus  students);  the  Marion  County  Health  Depart- 
ment had  received  its  grant  from  HEW  (Public  Health 
Service)  under  the  Migrant  Health  Act  (Public  Law  87- 
692  as  amended  in  1965  by  Public  Law  89-109)  which 
authorizes  the  Public  Health  Service  to  “make  grants 
to  pay  part  of  the  cost  of  (a)  family  health  service  cli- 
nics, and  (b)  other  activities  to  improve  health  services 
and  conditions  for  migratory  farm  workers  and  their 
families”  (Bulletin  of  the  Public  Health  Service,  June 
1,  1967). 

Organization  of  the  clinic  started  much  before  the 
summer  months  — by  the  end  of  November  all  stu- 
dent participants  were  chosen  and  had  been  assigned 
many  of  the  tasks  at  hand:  locating  preceptors,  ar- 
ranging for  facilities  and  equipment,  coordinating  plans 
with  the  Health  Department.  There  were  meetings  of 
the  student  group  on  a regular  basis  during  the  three 
months  preceding  the  clinic’s  opening.  After  the  clinic 
was  closed  for  the  summer,  students  spent  several 
weeks  correlating  and  analyzing  data  obtained  during 
the  summer.  B.  N 
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len  thousand  battered  childrcn- 
a growing  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
“battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered"  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  serie 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influenc 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


dearie  contributions 

to  the  science  of  contraception 


30TH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen**  Demulen^ 

iach  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

iiacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

;ach  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients 


)ennulen . . .for  its  low  estrogen  and  Searle's  progestin -or  Ovulen . . .with  its  wide  physician 
ind  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
)w  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
jt  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
xmonetLH) 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United  States 
nee  1 960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
'eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
e combination  products  Both  types  provide  almost  completely  effective  con- 
sception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
onal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
•itain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
assure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
jantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
ate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
ime  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
le  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
futed  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
iptives  must  be  continued 

Indication-Ovulen  and  Demulen  are  indicated  for  oral  contraception 


them  malignant,  in  five  species  of  subpnmate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegree  of  fluid  retention,  conditions  which  might  beinfluencedbythisfactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  Inundiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated.  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 


Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
irs,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
er  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
trogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 


Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
'ombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
nbolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
3 drug  should  be  discontinued  immediately 


Retrospectivestudiesofmorbidityandmortalityconducted  in  Great  Britain  and 
jdies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
sociation  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
al thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
bn  three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one'  in 
jscountry  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
jsseyand  Doll’  wasabout  sevenfold,  while  Sartwell  and  associates'  in  the  United 
latesfound  a relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
Inerican  study  also  indicated  that  the  riskdid  not  persist  after  discontinuation  of 
ministration,  and  that  it  was  not  enhanced  by  long-continued  administration 
le  American  study  was  notdesignedtoevaluateadifference  between  products, 
jwever,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
i’embolic  disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
ed,  and  further  studies  to  confirm  this  finding  are  desirable 


Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
3te  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
■examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
1 withdrawn 


[Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
■ated.  It  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
Iriods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
j;n  It  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
|5gnancy  should  be  considered  at  the  time  of  the  first  missed  period 

i'  4 small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
jinthe  milkof  mothers  receiving  thesedrugs  Thelong-rangeeffecttothenurs- 
1 intant  cannot  be  determined  at  this  time 


Vecautions-The  pretreatment  and  periodic  physical  examinations  should 
tiude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
jiaou  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X,  thyroid 
function  increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values,  metyrapone  test  and  pregnanediol  determination 
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P E , Masi,  A T ; Arthes,  F G ; Greene,  G R , and  Smith,  FI  E Thromboembo- 
lism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer  J 
Epidem  90  365-380(Nov  ) 1969  1A5 

Where  "The  Pill”  Began 

G.  D.  Searle  & Co.,  P.O  Box  5110,  Chicago,  Illinois  60680 


SEARLE 


, I 


When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hlium  (diazepam) 


2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 

Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-Dose’’  “•  packages  of  1000. 
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Call  it  whatyouwill,it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


ind  £f udCX'CfliKXXHiracil) 

5%  cream  can  resolve  it 


ill  it  actinic,  solar  or  senile  keratoses, 
iny  regard  it  as  “precancerous.”*’^ 

)ical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
tance  in  the  treatment  of  multiple  solar  keratoses,^''^  offers  the  physi- 
n a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
ion  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
idex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
lis  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


;ual  duration  of  therapy,  2 to  4 weeks. 

dies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
I ation  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
|)rouracil  revealed  that  when  concentrations  of  less  than  2%  were 
id,  significant  numbers  of  lesions  recurred.^ 

ieats  the  lesions  you  can’t  see,  too. 

jmerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
jnifested  themselves  by  definite  reactions,  while  intervening  skin 
lained  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
lesions  (which  may  otherwise  have  undergone  further  progression) 
bably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
ients  treated  with  topical  fluorouracil— especially  with  5% 
lcentrations.6 

I 

>w  to  identify  solar  keratoses. 

pically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
)ule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
: the  rule. 


edictable  therapeutic  response. 

i response  to  a typical  course  of  Efudex  therapy  is  usually 
racteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
ins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
ntense  inflammatory  response,  scaling  and  occasionally  moderate 
derness  or  pain.  The  height  of  this  response  generally  occurs  two 
l^ks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
topped.  Within  two  weeks  of  discontinuing  medication,  the 
ammation  is  usually  gone.  Lesions  that  do  not  respond  should 
nopsied. 


' fences:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
jne  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
?atment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
rmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
!.  3.  Belisario,  J.  C.:  Cutis,  6:293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 
ata  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
1,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications : Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  ^ 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte  ™blets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


i fon  Forte  tablets  help  to  relieve  pain, 
»re  mobility. . . stop  pain- spasm  feedback 

lis  why.  Parafon  Forte  provides : 


isalicylate  analgesic  equal  to  aspirin  for  relief  of 
^ yet  unlikely  to  cause  the  gastric  irritation’^'^  or  in- 
= ;d  bleeding  time“  associated  with  aspirin  therapy. 

^ skeletal  muscle  relaxant  shown  in  extensive  clinical 
3!S  to  be  useful  in  a variety  of  low  back  disorders^’ 
which  is  not  an  antihistamine  or  tranquilizer  deriv- 
' and  is  unlikely  to  produce  a tranquilizing  or  seda- 
iffect.® 

ribe  Parafon  Forte  for  effective  spasmolysis  and 
(2sia  in  acute  sprains,  strains  and  myalgias  of  the 
■ back,  including  acute  exacerbations  of  chronic  con- 
s.  Your  patients  will  appreciate  the  restored  comfort 
•eedom  of  movement  it  usually  provides. 


BORATOftieS,  INC.,  FT.  WASHINGTON,  PA.  19034 
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Contraindications:  Sensitivity  to  either  component,  framings:  Usage 
in  Pregnancy— Use:  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  tab- 
lets q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 
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1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
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Northwest  Society  for  Medical  Education 


Having  had  no  name  for  its  first  session,  this  loos- 
ely knit  organization  met  for  the  fourth  time,  under 
its  third  name,  the  Northwest  Society  for  Medical 
Education,  at  Rosario,  Orcas  Island,  on  May  29,  30. 
Best  of  the  series,  the  1971  meeting  guaranteed  con- 
tinuing life  and  usefulness  of  the  society,  no  matter 
what  it  may  finally  be  called.  It  is  clearly  dedicated 
to  the  idea  that  medical  education  must  be  what 
Coggeshall  said  it  is  — a continuum.  Its  concern  is  pre- 
dominantly with  the  part  that  continues  after  gradu- 
ation, more  precisely  with  the  part  affecting  the  eight 
thousand  physicians  of  Oregon,  Washington,  Idaho 
and  British  Columbia. 

Selection  of  Memorial  Day  weekend  may  have 
been  unfortunate,  or  fortunate,  by  limiting  the  num- 
ber who  attended.  It  was  unfortunate  that  many  who 
might  have  attended  were  unable  to  do  so,  but  for- 
tunate in  the  better  opportunity  for  all  those  attend- 
ing to  participate  in  all  discussions.  For  a group  of 
twenty-five,  it  was  not  necessary  to  break  into  discus- 
sion subgroups,  a process  that  almost  never  adds  up  to 
the  total  communication  that  can  take  place  in  a plen- 
ary' session. 

the  internship 

James  Kuhl  introduced  the  first  subject.  The  Van- 
ishing Internship,  but  made  it  clear  that  the  intern- 
ship has  not  yet  vanished  and  is  not  likely  to  in  the 
near  future.  The  internship,  adopted  originally  to 
give  students  contact  with  patients  and  clinical  prac- 
tice, was  marked  as  unnecessary  in  the  report  of  the 
Millis  Commission,  submitted  to  the  American  .Medi- 
cal Association,  August  5,  1966.  By  1970  it  was  pos- 
sible to  see  some  evidence  of  implementation  but 
there  are  obstacles  to  complete  adoption.  Licensing 
laws  and  board  certification  regulations  must  be  chang- 
ed, if  the  internship  is  eliminated.  But  elimination 
may  turn  out  to  be  nominal  and  not  of  any  actual 
significance.  Total  time  from  graduation  to  certifica- 
tion has  not  been  reduced  to  any  extent  — one  year 
of  internship  and  four  years  of  residency  have  be- 
come five  years  of  residency  for  many  boards. 

One  of  the  questions  raised  in  discussion  was  on 
power.  Who  sets  up  the  hurdles?  — boards  of  educa- 
tion? — medical  school  faculties?  — boards  of  medical 
examiners?  — specialty  boards?  There  are  criteria  for 
undergraduate  education,  for  internship,  and  for  resi- 
dency. But  the  segmentation  does  injury  to  the  con- 
cept of  lifelong  learning.  Obviously  this  concept  will 
suffer  if  the  internship  continues  to  be  free-standing. 

There  is  also  the  question  of  salary.  Who  pays? 
The  Pennsylvania  Blue  Cross  says  interns  should  be 
paid  by  Blue  Shield.  But  the  intern  teaches  nurses, 
dietitians,  students,  and  others.  (Students  from  23 
schools  have  sought  opportunity  to  work  in  hospitals.) 
The  hospitals  have  some  responsibility. 

Conclusions  drawn  were  that  there  will  probably 
be  a mixture,  with  students  signing  for  internship  or 
residency  as  it  suits  their  purposes.  The  internship 
will  not  disappear,  as  predicted  shortly  after  the  Millis 
report.  More  to  the  point  in  any  consideration  of 
medical  education,  at  any  stage  of  a physician’s  career, 
is  the  fact  that  it  is  not  what  is  taught  that  is  import- 


ant, or  what  is  learned,  but  the  real  question  is  — how 
much  difference  did  it  make  to  the  patient? 

how  not  to  do  it 

Spence  Meighan  followed  with  a delightful  carica- 
ture, in  a tape-slide  production,  of  a hospital  commit- 
tee planning  a continuing  education  session.  He  had 
written  the  script  and,  with  Mr.  Richard  Burg,  had 
directed  the  production.  A professional  photographer 
had  taken  the  pictures.  Parts  were  played  by  trained 
actors.  Dr.  Meighan  did  not  suggest  that  any  member 
of  the  cast  was  playing  any  member  of  the  staff  of 
Good  Samaritan  Hospital  but  he  admitted  that  some 
were  portraying  types  that  might  be  encountered  in 
many  hospitals.  One  of  them  was  a young  physician, 
a new  member  of  the  hospital  staff,  who  kept  asking 
questions  about  relevance  and  real  needs.  He  was  ig- 
nored by  the  cynical  chairman  who  had  been  running 
things  for  15  years,  and  others  on  the  “committee.” 
The  upshot  was  a stereotyped  program  for  a stereo- 
typed session  that  would  offer  social  contacts  but 
little  useful  education.  It  is  not  likely  that  any  real 
committee  could  be  as  bad  as  the  one  portrayed,  but 
the  presentation  left  some  uncomfortable  suspicion 
that  parts  may  not  have  been  far  overdrawn. 

Dr.  Morris  Weitman,  who  is  a research  psycholo- 
gist, made  an  interesting  and  pertinent  observation 
after  the  showing.  “If  it  were  real,”  he  said,  “the 
whole  operation  [of  planning  for  continuing  educa- 
tion] is  fraudulent,  a fake,  a put-on.  It  was  collabora- 
ted with,  by  the  physicians  who  attended  the  courses. 
If  they  had  not  attended,  it  would  not  have  survived 
for  fifteen  years.”  Obviously,  one  way  to  promote 
quality  is  to  get  up  and  walk  out  of  a mediocre  ses- 
sion. That  is,  if  the  members  of  the  planning  commit- 
tee are  not  dozing  comfortably  when  you  do  it. 

how  committees  really  work 

A thought-provoking  feature  of  the  program  on 
Saturday  afternoon  (after  a three  hour  intermission) 
was  an  audience-participation  exercise  in  evaluating 
committee  function,  conducted  by  B.  L.  Hulbert.  He 
established  three  groups  of  eight  participants  each  and 
presented  a problem  titled  “Lost  on  the  Moon.”  A 
list  of  15  items  was  presented,  supposed  to  be  the  only 
salvageable  portion  of  the  cargo  of  a space  ship  crash 
landing  on  the  moon,  200  miles  from  the  mother  ship. 
The  list  included  water,  food,  oxygen,  compass,  pistol, 
flares,  magnetic  compass,  parachute  silk,  star  chart 
and  other  items.  Participants  were  asked  to  number 
the  items  in  order  of  priority  for  survival  and  for  the 
trip  to  the  mother  ship.  The  sheets  were  identified  by 
initials  only,  picked  up  and  replaced  by  duplicate  lists. 
This  time  the  group  was  asked  to  confer  on  the  estab- 
lishment of  priority  with  each  participant  recording 
the  consensus  of  the  group. 

Before  the  assignment  was  completed  each  partici- 
pant was  asked  to  make  a bet  with  himself  and  to  re- 
cord the  bet  — will  his  own  score  be  better  than  that 
of  the  group?  Each  was  also  asked  to  set  down  the 
name  of  the  subgroup  member  who  would  get  the 
highest  score  and  the  name  of  the  member  who  would 
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IF  MORE  MEN  CRIEl 
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Big  boys  don’t  cry.  If  more  men  cri|[, 
maybe  fewer  would  wind  up  with  duode  il 
ulcers.  But  men  will  be  men— the  sum  tota  f 
their  genes  and  what  tl|y 
are  taught.  Schottsta  ,t 
observes  that  whe  a 
mother  admonishes  ''r 
son  who  has  hurt  hims  f 
that  big  boys  don’t  cry, , e 
is  teaching  Iji 
stoicism.'*  Crying  is  e 
negation  of  everyth  g 
society  thinks  of  as  mar  \ 
A boy  starts  defending  s 
manhood  at  an  early 


Take  away  strn, 
you  can  take  away  symptoik 

There  is  no  question  that  stress  play  a 
role  in  the  etiology  of  duodenal  ulc’. 
Alvarez®  observes  that  many  a man  with  n 
ulcer  loses  his  symptoms  the  day  he  shuts  p 
the  office  and  starts  out  on  a vacation.  Te 
problem  is,  the  type  of  man  likely  to  have  n 
ulcer  is  the  type  least  likely  to  take  kg 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  f 
Librax.®  For  most  patients,  the  rest  cun  s 
as  unrealistic  as  it  is  desirable.  Still,  e 
stress  factor  must  be  dealt  with.  And  he 
is  where  the  dual  action  of  adjunctive  Libix 
can  help.  Librax  is  the  only  drug  that  cci- 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.* 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”- 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”' 


>es  the  tranquilizing 
ion  of  Librium® 
ilordiazepoxide 
d)  with  the  potent 
:icholinergic 
ion  of  Quarzan 
idinium  Br).--’ 


! Protects  man  from  his  own  hungry  per- 
iiality.  The  action  of  Librium  reduces 
jviety — helps  protect  the  vulnerable  patient 
lim  the  psychological  overreaction  to  stress 
lit  clutches  his  stomach.  At  the  same  time, 
^ action  of  Quarzan  helps  quiet  the  hyper- 
'ive  gut,  decreasing  hypermotility  and 
ipersecretion. 

j An  inner  healing  environment  with  1 
1 2 capsules,  3 or  4 times  daily.  Of  course, 
!‘re’s  more  to  the  treatment  of  duodenal 
'er  than  a prescription  for  Librax.  The  pa- 
nt— with  your  guidance — will  have  to  ad- 
jit  to  a different  pattern  of  living  if  treat- 
int  is  to  succeed.  During  this  adjustment 
t'iod,  1 or  2 capsules  of  Librax  3 or  4 times 
i.ly  can  help  establish  a desirable  environ- 
:nt  for  healing. 

1 Librax:  It  can’t  change  man’s  nature. 
';t  it  can  usually  make  it  easier  for  men  to 
pe  with  the  discomfort  of  stress— both 
,nhic  and  gastric — that  can  precipitate 
;1  exacerbate  duodenal  ulcer, 
prax:  Rx  #60  1 cap.  a.c.  and  2 k.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoftmann-La  Roche  Inc 

Nutley,  N J 07110 
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get  the  lowest.  This  reveals  the  purpose  of  the  exer- 
cise. It  tests  the  value  of  group  consensus  as  compared 
to  the  value  of  an  individual’s  knowledge  and  judg- 
ment. It  does  not  distinguish  between  the  significance 
of  knowledge  and  judgment  but  weighs  their  com- 
bined use. 

Most  members  of  the  group  at  Rosario  bet  on  the 
group  as  producing  the  best  response.  This  turned  out 
to  be  correct,  as  only  a few  equaled  or  bettered  the 
score  of  the  group,  and  in  every  instance  the  group 
score  was  better  than  the  average  of  individual  scores. 
Dr.  Hulbert  reported  that  individuals  had  bet  on  them- 
selves more  frequently  in  other  tests  he  has  conduc- 
ted. The  observed  reaction  was  explained  by  the  prob- 
ability that  physicians  recognized  their  own  lack  of 
information  about  requirements  for  survival  on  the 
moon,  hence  relied  on  the  probability  that  what  one 
lacked  would  be  supplied  by  another  member  of  the 
group.  Obviously,  when  policy  decisions  are  made,  it 
is  essential  to  have  group  consensus.  But  the  experi- 
ment revealed  a striking  defect  in  establishment  of 
consensus.  The  individual  who  scored  best  was  not 
identified  by  any  group  and  was  usually  not  listened 
to  during  group  discussion.  Obviously,  policy  deci- 
sions are  all  too  frequently  made  without  benefit  of 
the  thinking  of  the  most  knowledgeable  person  avail- 
able. The  talkers  have  more  influence  than  the  think- 
ers. It’s  a sobering  observation. 

physicians'  assistants 

On  Sunday  morning  William  A.  Fisher  gave  a bare- 
bones  discussion  of  the  physician  assistant  problem, 
titled  Boon  or  Boondoggle?  He  recognized  the  fact 
that  physicians  have  not  been  able  to  give  the  care 
needed,  particularly  in  rural  areas  and  for  urban  poor. 
Otherwise  the  issue  would  not  have  arisen.  Considera- 
tion must  be  given  to  production  of  more  physicians, 
in  a seven  year  process  after  high  school,  or  a new 
cadre  of  health  personnel.  There  is  maldistribution 
because  physicians  live  where  they  want  to  live.  It  is 
necessary  to  increase  productivity.  Traditionally,  the 
nurse  has  been  the  physician’s  assistant  but  it  may 
now  be  necessary  to  learn  to  use  nurses  in  extended 
roles.  Perhaps  it  will  be  possible  to  use  nurses  as 
physicians’  assistants  in  the  hospital  and  to  use  medex 
outside  the  hospital.  In  Oregon,  300  physieians  have 


expressed  interest  in  having  an  assistant  of  the  medex 
type.  Oregon  hopes  to  establish  both  nurses  and  ex- 
corpsmen  as  assistants.  Training  for  use  of  assistants 
will  be  ineorporated  in  curriculum  of  the  family  prae- 
tice  program. 

the  Oregon  demand  for  quality 

Merle  Pennington  also  gave  a condensed  report.  He 
has  long  been  identified  with  the  Oregon  Medical  As- 
sociation requirement  for  members  to  eontinue  their 
education.  Some  1,600  reports  from  OMA  members 
have  been  processed  and  all  but  about  300  have  met 
requirements.  Some  have  not  yet  complied  with  the 
requirement  and  some  reports  do  not  meet  established 
criteria.  Primary  objective  of  the  program  is  to  stimu- 
late a lifelong  practice  of  continuing  education  by 
every  OMA  member.  Better  continuing  education 
programs  should  be  stimulated.  A better  public  image 
will  be  developed.  Federal  pressure  should  be  dimin- 
ished. Minimal  standards  are  set  by  each  specialty  — 
the  least  possible  that  an  individual  can  do  to  keep  up 
in  his  own  field. 

doctor  educates  doctor 

Kan  Yagi,  Ph.D.,  presented  an  analysis  of  the  Ore- 
gon Doctor  to  Doctor  Program.  It  is  a plan  in  which 
physicians,  usually  specialists,  offer  to  spend  time, 
generally  an  afternoon,  with  individuals  who  wish  to 
know  more  about  a subject.  The  instructors  and  their 
subjects  are  listed  by  the  OMA  central  office.  Mem- 
bers wishing  to  have  the  instruction  offered  make  ap- 
plication for  an  appointment.  Instruction  takes  place 
in  the  instructor’s  office,  on  a one-to-one  basis.  The 
arrangement  has  been  popular.  In  evaluation,  the  stu- 
dent physicians  were  asked,  among  other  things,  about 
applicability  of  the  instruction.  All  responded  favor- 
ably, and  most  of  the  responders  indicated  that  they 
would  like  to  take  other,  similar  courses. 

The  meeting  adjourned  on  schedule  at  12:00  noon, 
with  plans  for  the  1972  meeting  in  the  hands  of  the 
British  Columbia  members.  There  were  several  sugges- 
tions, undoubtedly  overheard  by  the  1972  committee, 
that  the  meeting  be  held  in  Victoria.  But  no  one 
found  it  necessary  to  speculate  on  the  future  of  the 
organization.  If  no  other  question  was  settled,  that 
one  was.  The  organization  will  continue.  There  is 
important  work  for  it  to  do. 
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iethylpropion  hydrochloride^  N.R) 


' en  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
.port  for  the  weight  control  program  you  recommend. 
ANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
5.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
'ly  low  incidence  of  CNS  stimulation. 

3 oindicotions:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
*1  rug;  In  emotionolly  unstable  patients  susceptible  to  drug  obuse. 

ing:  Although  generally  sofer  then  the  omphetamines,  use  with  great  coution  in 
^nts  with  severe  hypertension  or  severe  cordiovoscular  diseose.  Do  not  use  dur- 
r st  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potential  risks. 
i r$e  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
dent symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
[otively  low  Incidence.  As  Is  chorocterlstlc  of  sympothomimetlc  ogents,  it  may 
i|  lonolly  couse  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitterlness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  os  tachycardia,  precordial  pain, 
orrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  as  rash, 
urticorio,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  os  diarrhea, 
constipation,  nauseo,  vomiting,  and  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspneo,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets;  One  75  rpg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  on  additionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no  3.001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Amlnophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  assocloted  with  or- 
thritis,  diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gostrointestinal  disturbonce.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  dlstur- 
bonces  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessory, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  ond  500  tablets 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

0103  2/71 


Quinamm 

(quinine  sulfate  260  mg.,  ominophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Edward  B.  Speir,  M.D.,  1906-1971 


Some  people  are  desirous  of  being  known  for  the 
prestige  and  power  they  knowingly  exert;  others  for 
their  oratory  or  rhetoric;  but  recently  we  have  lost  a 
friend  who  unknowingly  possessed  true  qualities  of 
greatness.  To  those  who  knew  him  well,  he  will  be  re- 
membered for  his  humility,  dedication  to  bis  chosen 
profession  and,  above  all,  his  love  of  his  fellow  man. 

Ed  was  born  and  raised  in  Kansas  and  graduated 
from  the  University  of  Kansas.  He  then  took  his  med- 
ical training  at  Yale  Medical  School,  where  he  also  re- 
ceived his  surgical  training.  There  he  met  and  married 
Katherine  (Shirley)  Shingle.  They  were  parents  of 
one  son  and  two  daughters,  now  grown  and  married. 
He  adored  his  three  grandchildren. 

He  came  to  Seattle  in  1940  and  started  his  surgical 
practice.  He  rode  ambulances,  did  part-time  work  in 
the  City  Jail,  and  spent  many  years  attending  at  Har- 
borview  Hospital,  long  before  Medicare  or  Medicaid 
ever  was  contemplated.  December  7,  1941  found  Ed 
Chief  of  Surgery  of  the  50th  General  Hospital,  and  the 
next  four  years  were  difficult,  first  with  inaction  and 
then  suddenly  with  too  much  action.  As  Chief  of 
Surgery,  he  realized  his  foremost  duty  was  to  maintain 
morale  of  men  and  women  in  his  hospital,  as  well  as  to 
maintain  professional  excellence,  both  for  himself  and 
the  men  under  him.  This  he  did  with  distinction. 

After  the  war,  Ed  took  up  where  he  had  left  off  in 
private  practice,  but  he  remained  in  the  Army  Reserve. 
Except  for  a year  in  Germany  as  surgical  consultant, 
he  devoted  himself  to  private  practice  and  teaching  un- 
til his  death.  Ed  loved  to  teach,  and  to  him  goes  credit 


for  the  great  success  of  the  surgical  residency  program 
at  Swedish  Hospital.  Night  after  night,  he  would  work 
with  the  residents,  teaching  them  the  fundamentals  of 
surgical  diagnosis,  technique,  and  pre-  and  postopera- 
tive care.  Those  residents  who  came  under  his  guiding 
arm  are  many  and  many  are  now  master  surgeons  in 
their  own  right.  The  simple  and  basic  truths  of  his 
surgical  teachings  will  live  with  them  forever. 

In  his  quiet  and  meticulous  way,  his  strength  was 
felt  by  all.  He  became  Chief  of  Staff  at  Swedish 
Hospital,  and  then  became  one  of  the  first  physician 
members  of  the  Board  of  Trustees,  a position  which 
he  held  until  the  last.  It  was  my  good  fortune  to  have 
known  Ed,  and  to  have  officed  with  him  for  most  of 
twenty  years.  Always  the  gentleman  and  finished  sur- 
geon, things  had  to  be  right  with  Ed,  and  they  usually 
were. 

Few  knew  about  his  leukemia  for  twenty  years. 
His  original  skin  lesion  was  removed  in  1950.  Subse- 
quently be  had  x-ray  therapy  to  other  areas  of  leu- 
kemic infiltration,  but  it  was  not  until  the  past  few 
years  that  medication  was  necessary  to  control  his  ris- 
ing white  blood  count.  As  time  went  on,  he  needed 
more  and  more  medication  to  keep  things  in  order, 
yet  despite  pain  and  discomfort  one  never  heard  him 
complain  or  shirk  his  duty.  Then,  finally,  after  his 
immune  mechanism  failed  to  control  a respiratory  in- 
fection, Ed  died  May  29,  1971.  He  will  be  missed  by 
his  devoted  patients,  his  friends  and  colleagues^  but 
most  of  all  by  his  family. 

ROLAND  D.  PINKHAM,  M.D. 


The  Remarkably  Rigid  Progression  .... 

...  Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time-ordered  sequence  of 
progressive  drinking.  Alcoholism  begins  with  “social  drinking,”  then  progresses  to: 


D Drinking  at  least  once  a week. 

D Drinking  faster  and  more  than  the  “social  drinker.” 
Q Experiencing  temporary  amnesia,  or  “biackouts.” 
CD  Becoming  more  drunk  than  the  “social  drinker.” 

CD  Losing  control  over  ability  to  stop  drinking  after 
the  first  drink. 

CD  Going  on  periodic  drinking  bouts. 

CD  Losing  time  from  work. 

CD  Protecting  and  hiding  liquor  supplies. 


□ Drinking  alone  in  the  morning  or  before  breakfast. 

□ Getting  the  “shakes”  and  “butterflies”  and  finding 
liquor  mediates  them. 

CD  Finding  it  takes  less  alcohol  to  get  drunk  (less 

tolerance  to  the  drug,  probably  due  to  brain  damage). 

CD  Experiencing  delirium  tremens,  (D.T.s). 

CD  Feeling  vague  and  unreasoned  fears. 

CD  Experiencing  insomnia. 

CD  Dying  of  liver,  or  brain,  or  heart  disease,  or  debili- 
tating diseases  such  as  tuberculosis  and  pneumonia 
or  accidents. 


12001  AMBAUM  BOULEVARD  S.W. 
SEATTLE,  WASHINGTON  98146 

(206)  CH  4-8100 


Intensive  10-day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 
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Racet  Cream  is 
ioihchlorhydrcxyquin 

3.0% 

and  hydrocortisone 

as% 

in  a baseof  stearic  acid, cetyl  alcohol,  petrolatum,  polyoxy  1 40stearate,  sorbitol,  propylene  glycol,  methylparaben,  propylparaben,  heather  aroma  and  purified  water. 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  ( It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  ( It  reduces  discomfort  due 
to  itching,  irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  it's  economical,  too. 


Brief  Summary: 

Contraindications:  Not  tor  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions:  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prolonged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream:  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


e 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


(gl970  LGMMON  70  J95 


EDITORIAL 


Realistic  Record  Renovation 


Medical  records!  Does  the  term  conjure  up  an 
“image”  for  you?  Perhaps  an  albatross  around  your 
neck?  Possibly  persuasive  pleadings  (or  pushes)  for 
problem  oriented  modifications?  Or,  conceivably,  the 
ultimate  computer  located  somewhere  else,  paid  for 
by  someone  else  and  able  to  completely  dissociate 
you  from  any  involvement?  Admittedly,  none  is  a 
particularly  favorable  picture. 

All  of  us  use  medical  records  — in  our  offices  — in 
our  hospitals.  And  at  one  time  or  another  all  of  us 
complain  about  them,  too.  As  individuals,  or  as  mem- 
bers of  groups,  we  can  effect  change  in  our  offices. 
But  we’re  apt  to  think  we  can’t  bring  about  change  in 
our  hospitals.  Baloney!  Why  not?  Isn’t  it  about  time 
to  stop  kidding  ourselves?  Caring  for  patients  in  sev- 
eral different  hospitals,  each  with  a different  record 
system,  maximizes  the  risk  of  information-error.  And 
it  wastes  inordinate  amounts  of  time.  Isn’t  it  time  to 
challenge  ourselves  on  Medical  Records  Committees 
to  shift  focus  from  trying  to  comply  with  that  Joint 
Commission  ogre  to  making  our  records  work  for  us 
and  our  patients? 

It  can  be  done.  It  has  been  done.  Spokane  has  led 
the  way  in  taking  an  initial  step!  Thanks  to  much  ef- 
fort, thought,  and  negotiation,  plus  a commitment  to 
improvement  by  everybody  concerned  — the  medical 
staff,  the  nursing  staff  and  administration  — all  hospi- 
tal records  in  each  of  that  community’s  hospitals  — 

New  Importance 

Caveat  lector  — reader  beware.  That  is,  readers  of 
pharmaceutical  advertising  should  beware,  not  because 
advertisements  will  be  misleading,  but  because  they 
will  be  the  opposite  — if  their  meaning  is  understood. 
A new  order  issued  by  the  Food  and  Drug  Administra- 
tion requires  disclosure  of  the  findings  reported  by 
the  Drug  Efficacy  Study  Group  of  the  National  Acad- 
emy of  Sciences-National  Research  Council  if  the  drug 
is  reported  as  less  than  “effective.” 

Drugs  are  reported  by  the  DESG  as  effective,  prob- 
ably effective,  possibly  effective,  ineffective,  ineffec- 
tive as  a fixed  combination,  and  effective  but.  They 
are  categorized  by  panels  of  specialists  selected  by  the 
NAS-NRC  and  the  report  is  based  on  review  of  infor- 
mation supplied  by  the  manufacturer  plus  all  other 
available  material  concerning  each  drug.  Only  the 
claims  made  for  the  drug  are  examined.  If  the  claims 
are  supported  by  the  evidence,  the  drug  is  reported  as 
“effective.” 

The  new  order  issued  by  Commissioner  Edwards 
requires  that  the  advertisement  carry  a statement  of 
the  fact,  if  the  drug  has  been  reported  as  probably 
effective,  possibly  effective,  ineffective,  ineffective  as 
a fixed  combination  or  effective  but.  The  statement 


Deaconess,  Sacred  Heart,  St.  Lukes,  Holy  Family,  and 
the  Valley  (but,  of  course,  not  the  V.A.)  — have  been 
standardized.  All  are  to  be  sequenced  the  same  way! 
And  each  section  of  the  record  — again  at  each  hospi- 
tal — will  be  edge-color  coded  in  standard  fashion. 
For  example,  a red  edge  means  x-ray;  a green  one,  ob- 
stetrics — and  so  on.  Moreover,  the  format  of  each 
chart  is  also  standardized.  As  a matter  of  fact,  these 
are  jointly  purchased  to  insure  color  standardization, 
too. 

Could  this  system  be  expanded  statewide?  Of 
course  — but  that  really  isn’t  the  immediate  issue.  And 
besides,  someone  is  bound  to  cry  “Federal  takeover” 
or  “loss  of  community  autonomy,”  etc.  Need  “free- 
dom of  medical  records”  mean  chaotic  medical  re- 
cords? I don’t  think  so.  (just  the  other  day  one  nurse 
said  “Dedicated  doesn’t  necessarily  mean  poor.”)  The 
message  is  elear;  uniform  — yes  uniform!  — medical 
record  forms  and  sequences  ought  to  be  mandatory 
within  every  community.  And  within  a year.  I like 
“problem  oriented  medical  records”  as  much  as  the 
next  guy  — but  it’s  ludicrous  to  champion  such  pro- 
posals before  adopting  the  simple  procedures  called 
for  above.  A baby  crawls  before  he  walks.  Let’s  get 
up  on  our  knees  and  start  erawling  — and  not  simply 
looking  enviously  on  those  who  are  already  running 
elsewhere. 

W.  O.  K. 

of  Drug  Advertising 

is  to  be  in  a “prominently  placed  box  distinctly  set 
apart  from  the  promotional  language.”  Absence  of 
such  a boxed  statement  will  indicate  that  the  review 
panel  judges  the  drug  to  be  effective. 

Sueh  a statement  does  not  mean  that  the  product 
is  either  effective,  ineffective,  or  weakly  effective,  and 
it  should  not  interfere  with  prescription  of  the  drug, 
if  the  prescriber  has  found  it  useful.  The  statement 
must  be  interpreted  for  what  it  actually  means.  It 
means  only  that  the  type  of  proof  demanded  by  the 
review  panel  has  not  been  submitted.  Further  investi- 
gation may  show  the  drug  to  be  worthless  or  it  may  be 
shown  to  have  great  value.  The  statement  issued  by 
NAS-NRC  will  be  subject  to  review. 

Regardless  of  opinions  on  the  controls  being  estab- 
lished by  FDA,  and  opinions  on  the  integrity  of  phar- 
maceutical manufacturers,  it  is  clear  that  drug  advertis- 
ing is  more  important  than  ever.  There  is  no  question 
that  it  will  be  more  informative  — but  the  claims  of 
the  manufaeturers  and  the  claims  of  the  FDA  had 
better  be  interpreted  and  evaluated  with  care. 

Caveat  lector  — but  lectors  will  miss  important  in- 
formation if  they  do  not  read  the  advertisements. 

H.  L.  H. 
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Cordran^  tape 

Flurandrenolidelape  (4  meg.  per  sq.  cm.) 


000121 


Now 

available  for  your 

prescribing 

needs 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Coronary  Care  Unit  in  a 

Small  Community  Hospital 

JAMES  T.  FLANAGAN,  M.  D.,  Ontario,  Oregon 


A coronary  care  unit  is  practical,  even  in  the  smaller  community  hospital  with  no 
cardiologist  in  attendance.  Adequate  literature  is  available  to  enable  an  interested  phy- 
sician to  equip  the  physical  facility  and  to  train  the  nurses  to  operate  it.  Well  trained, 
confident  nurses  are  absolutely  essential  to  effective  functioning  of  the  unit.  In  the  ab- 
sense  of  attending  physicians,  nurses  can,  and  must,  treat  arrhythmias  and  administer 
direct-current  countershock.  A nurse  who  has  had  training  and  experience  in  an  active 
coronary  care  unit  is  an  invaluable  aid  in  training  and  continuing  the  education  of  the 
nursing  staff. 


The  Coronary  Care  Unit  (CCU) 
first  saw  the  light  of  day  in  Kan- 
sas City  in  1962.  Shortly  there- 
after, similar  units  appeared  in  the 
medical  centers  and  teaching  hospi- 
tals having  full  time  resident  staffs 
and  unit  directors.  Publication  of 
the  experience  in  these  large  centers 
resulted  in  the  establishment  of 
ecu’s  in  larger  community  hospi- 
tals having  cardiologists  in  atten- 
dance, and  eventually  in  smaller 
and  smaller  and  more  isolated  hospi- 
tals. This  report  details  the  exper- 
ience from  October  1968  to  Dec- 
ember 1969  with  the  first  100 
patients  in  a CCU  in  a 76-bed 
community  hospital,  400  miles  from 
the  nearest  medical  center,  and 
with  no  cardiologist  in  attendance. 

Myocardial  infarction  is  the  lead- 
ing cause  of  death  in  rural  as  well 
as  urban  America,  and  the  majority 
of  the  600,000  people  who  die 
annually  from  myocardial  infarc- 
tion (MI),  if  they  reach  a hospital 
at  all,  die  in  small  hospitals. 

development 

Holy  Rosary  Hospital  in  Ontario, 
Oregon,  is  a 76-bed  community 
hospital  in  sparsely  populated  east- 
ern Oregon.  Ontario,  with  6,000 
population,  serves  as  a trading  center 
for  30,000  to  40,000  people.  There 
is  no  resident  staff;  medical  care 


is  provided  by  16  attending  phy- 
sicians from  the  town  and  adjacent 
smaller  communities.  Prompted  by 
the  tragic  results  of  two  open  chest 
cardiac  resuscitations,  a CCU  com- 
mittee, consisting  of  the  sole  intern- 
ist, a general  surgeon  and  a general 
practitioner,  was  formed.  They  re- 
viewed much  of  the  rapidly  accu- 
mulating medical  literature,  visited 
functioning  CCU’s  in  several  cities 
and  outlined  a plan  for  installing 
a CCU  in  the  hospital  together 
with  a training  course  for  doctors, 
nurSes,  practical  nurses  and  anyone 
who  would  be  likely  to  come  in 
contact  with  the  unit. 

Two  private  rooms  adjacent  to 
the  nurses’  station  were  equipped, 
each  with  a monitor,  defibrillator 
and  crash  cart,  and  remote  moni- 
tors were  installed  in  the  nurses’ 
station.  An  intensive  course  in  re- 
cognition and  treatment  of  arrhyth- 
mias, utilizing  all  available  teach- 
ing aids,  was  given  to  all  personnel 
connected  with  the  CCU.  Preven- 
tion of  life  threatening  arrhythmias 
was  stressed  repeatedly,  together 
with  the  early  use  of  atropine  or 
lidocaine,  by  the  first  person  to 
care  for  the  patient.  Physicians  were 
advised  to  send  all  patients  with 
chest  pain  to  the  hospital  immedi- 
ately and  not  waste  time  with  an 
ambulance  or  a house  call,  as  60 
percent  of  deaths  from  MI  occur  in 


the  first  four  hours.  Since  there  is 
no  resident  staff  and  but  one  phy- 
sician with  a special  interest  in 
cardiology,  it  was  apparent  from 
the  outset  that  if  this  expensive 
equipment  were  to  be  more  than 
ornamental,  a trained,  efficient  and 
competent  nursing  staff  was  absol- 
utely essential.  The  nurses  were 
warned  that  they  would  be  de- 
fibrillating  patients  on  the  cart  as 
they  came  from  the  elevator,  and 
this  they  have  been  able  to  do  — 
with  happy  results.  Physicians’  bur- 
den of  instruction  vanished  six 
months  after  the  unit  was  oper- 
ating with  the  hiring  of  a young 
nurse  who  had  worked  in  an  in- 
tensive care  unit  affiliated  with  a 
teaching  hospital.  She  was  appoint- 
ed director  of  in-service  training. 
Nursing  care  improved  throughout 
the  entire  hospital  as  well  as  in  the 
CCU. 

Nurses  were  directed  to  attach 
each  new  patient  to  a monitor, 
insert  an  intravenous  catheter,  to 
use  intravenous  medications  for  the 
prevention  and  treatment  of  ar- 
rhythmias, and  to  electrically  defib- 
rillate  immediately  upon  loss  of 
consciousness  with  ventricular  tach- 
yarrhythmias. 

Practice  in  resuscitation  techni- 
ques enabled  successful  defibrilla- 
tion of  three  patients  by  a nurse. 
One  patient  was  successfully  de- 


535 

Northwest  Medicine,  August,  1971 


fibrillated  17  times  during  a 37  day 
stay  in  the  CCU  and  served  as  an 
excellent  teaching  model.  Once,  as 
he  regained  consciousness,  he  smiled 
at  the  nurse  and  remarked  chidingly 
that  she  had  been  a little  too  early 
in  her  application  of  the  electrodes 
and  the  400  watt-second  jolt.  A 
year  later  he  visits  the  unit  and 
his  nurses  frequently  and  once  was 
an  interested  spectator  at  the  moni- 
tor in  the  nurses’  station  while 
another  patient  was  defibrillated  in 
his  old  room. 

staff  morale 

Deaths  in  the  CCU  were  in- 
vestigated by  autopsy  whenever 
possible,  and  the  results  were  im- 
mediately explained  to  all  who 
had  participated  in  the  resuscita- 
tion attempt.  In  11  deaths  (20  per- 
cent) due  to  acute  MI,  7 autopsies 
were  obtained.  Ventricular  rupture 
occurred  in  three  cases  and  three- 
artery  disease  was  present  in  the 
other  4,  so  that  life  could  not  have 
been  saved,  short  of  a cardiac  trans- 
plant, in  any  of  the  7 cases  and 
death  was  unavoidable  - hence  there 
were  no  recriminations,  and  the 
confidence  of  the  staff  improved 
measurably  throughout  the  year. 
All  cases  in  the  CCU  were  discussed 
in  weekly  conference  and  all  moni- 
tor tracings  were  reviewed,  together 
with  the  treatment.  It  was  soon 
apparent  that  the  nursing  staff  was 
very  keen  and  could  recognize  and 
treat  most  arrhythmias  before  em- 
ergencies occured. 

The  medical  staff  appointed  a 
director  of  the  CCU  and  empower- 
ed him  to  make  the  sometime 
difficult  decisions  for  priority  of 
admission  to  the  unit,  to  direct  the 
program  of  instruction  and  formu- 
late a manual  for  all  aspects  of  ad- 
mission and  care  in  the  unit,  to 
assist  attending  physicians  in  their 
care  of  patients  in  the  CCU  and  to 
be  available  for  assistance  in  all 
emergencies  when  requested.  All  pa- 
tients with  suspected  or  possible  Ml 
were  admitted  to  the  unit.  The  two 
beds  were  usually  adequate,  though 
at  one  time  two  additional  pa- 
tients were  monitored  with  the 
surgical  monitors  in  rooms  adjoin- 


ing the  CCU.  One  patient  was  suc- 
cessfully defibrillated  outside  the 
unit,  but  he  died  four  hours  later. 
The  difficult  decision  to  remove 
one  patient  for  another  more  urgent 
admission  was  rarely  required;  the 
attending  physician  was  consulted 
in  each  case  and  no  serious  pro- 
blem resulted. 

Fifty-two  of  the  first  100  pa- 
tients admitted  to  the  unit  had 
acute  infarctions.  Criteria  for  this 
diagnosis  were  Q,  ST  and  T changes 
in  sequential  ECG’s  and  significant 
elevation  of  the  enzymes  SCOT 
and  SLD.  This  percentage  compares 
favorably  with  other  reports  and 
indicates  an  adequate  index  of  suspi- 
cion. The  average  length  of  stay  was 
5.9  days  in  the  unit;  three  pa- 
tients died  in  less  than  24  hours 
and  one  patient  was  in  the  CCU 
37  days.  Forty-eight  (95  percent) 
of  these  52  patients  exhibited  some 
arrhythmias,  and  nearly  all  were 
treated  with  a constant  emphasis 
on  the  prevention  of  catastrophes. 
Eleven  deaths  (20  percent)  due  to 
MI  occured,  plus  two  noncardiac 
deaths,  one  due  to  pulmonary  em- 
bolism and  the  other  from  rupture 
of  an  aortic  aneurysm. 

Average  age  on  admission  for 
the  41  men  suffering  an  acute  MI 
was  62,  and  for  the  11  women,  70. 
The  youngest  patient  was  a 32 
year  old  male  who  died  with  his 
third  acute  myocardial  infarction. 
The  average  age  at  death  for  7 men 
was  58.4  and  for  four  women  was 
78.2  years.  The  only  patient  to  die 
in  the  hospital  after  removal  from 
the  CCU  was  the  first  patient,  an 
80  year  old  male  who  died  20  days 
later  of  extensive  coronary  disease. 

treatment 

The  writings  of  Bernard  Lown 
proved  a valuable  source  for  de- 
veloping a plan  of  treatment.  A 
printed  admission  sheet  outlined 
the  initial  treatment  of  all  patients 
admitted  to  the  CCU.  A treatment 
manual  detailing  the  step  by  step 
treatment  of  arrhythmias  was  placed 
in  each  room,  at  the  nurses’  station 
and  was  given  to  each  person  who 
attended  the  classes  in  CCU  pro- 
cedure. Prevention  of  more  serious 


arrhythmias  by  the  immediate  treat- 
ment of  bradycardias  and  premature 
contractions  was  repeatedly  empha- 
sized. 

Sinus  and  nodal  bradycardias 
were  treated  with  atropine,  1.0  mg 
IV,  and  this  was  repeated  in  4 to  6 
hours  as  needed.  These  bradycardias 
frequently  precede  more  serious 
arrhythmias,  and  if  the  response  to 
atropine  was  inadequate,  isoproter- 
enol (Isuprel)  1 mg  in  250  cc  of  5 
percent  dextrose  solution  was  start- 
ed at  a rate  of  15  microdrops  a 
minute  and  titrated  to  produce  the 
desired  effect.  Morphine  has  been 
noted  to  cause  bradycardia,  and 
when  used  was  always  given  with 
atropine. 

First  degree  heart  block  was  not 
treated  unless  bradycardia  was  pre-  ^ 
sent.  Second  degree  heart  block  was  * 
treated  first  with  atropine  and  then  j 
with  isoproterenol.  Three  cases  of  J 
third  degree  A.V.  block  were  treated  i 
by  transvenous  pacing  with  a de- 
mand pacemaker.  One  patient  re- 
sumed a normal  conduction  mech-  . 
anism  in  two  weeks,  the  two  others  I 
required  implantation  of  permanent  1 
pacemakers.  [ 

Atrial  tachyarrhythmias  present-  ■ 
ed  few  problems.  Ten  cases  (20  per-  I 
cent)  demonstrated  paroxysmal  su-  f 
praventricular  tachycardia.  These  re-  1^' 
sponded  to  carotid  sinus  massage  ^ 
or  digitalization,  or  both,  and  a 
maintenance  dose  of  either  pro- 
cainamide or  quinidine  was  used 
for  a week  or  so.  Atrial  fibrillation 
appeared  in  six  patients  (12  per- 
cent). If  the  ventricular  rate  was 
rapid  or  the  condition  of  the  pa- 
tient deteriorated,  digoxin,  0.5  mg, 
was  given  slowly  IV  followed  by 
0.25  mg  IV  in  4 and  8 hours. 

All  cases  reverted  to  sinus  rhythm 
before  leaving  the  CCU.  It  was 
noted  about  half  as  much  digoxin 
was  needed  to  produce  the  re- 
quired effect  as  was  formerly  deem- 
ed necessary,  and  the  maintenance 
dose  most  commonly  used  was  0.125 
mg  daily.  All  patients  and  their  fam- 
ilies were  questioned  about  prior  use 
of  any  digitalis  preparation  or  diur- 
etic, and  the  serum  potassium  was  * 
determined  if  there  was  any  suspi-  ^ 
cion  that  it  might  be  low. 
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ARRHYTHMIAS 


Arrhythmia  Myocardial  Infarction 

52  Other 

48 

Total 

100 

Supraventricular 

Sinus  Tachycardia 

17 

8 

25 

Sinus  Bradycardia 

22 

1 

23 

Sinus  Arrhythmia 

1 

3 

4 

Sinus  pauses 

6 

1 

7 

Atrial  ectopic  beats 

7 

7 

14 

Nodal  ectopic  beats 

1 

0 

1 

Nodal  rhythm 

7 

1 

8 

Atrial  tachycardia 

10 

3 

13 

Atrial  flutter 

0 

1 

1 

Atrial  fibrillation 

6 

4 

10 

Ventricular 

Ventricular  ectopic  beats 

34 

15 

49 

Ventricular  tachycardia 

8 

1 

9 

Ventricular  flutter 

2 

0 

2 

Ventricular  fibrillation 

7 

0 

7 

Heart  Block 

First  degree 

4 

3 

7 

Second  degree 

2 

1 

3 

Third  degree 

3 

3 

6 

Atroventricular  dissociation 

4 

0 

4 

Deaths 

11 

2 

13 

No  arrhythmias 

4 

13 

17 

Premature  ventricular  contrac- 
tions (PVC’s)  were  the  commonest 
arrhythmia,  occurring  in  68  percent 
of  the  patients  with  myocardial 
infarction.  Since  these  premature 
systoles  usually  precede  the  more 
serious  ventrieular  tachyarrhyth- 
mias, treatment  was  begun  when 
more  than  six  PVC’s  occurred  in  one 
minute,  multifocal  beats  were  noted, 
two  appeared  in  sequence,  or  when 
they  occurred  near  the  apex  of  the 
preceding  T wave.  One  mg  per  kg  of 
body  weight  of  a 2 pereent  solution 
of  lidocaine  was  given  by  IV  push 
and  repeated  in  5 minutes  if  neces- 
sary. At  the  same  time  a eontinuous 
IV  infusion  of  lidoeaine,  1000  mg  in 
250  ce  of  5 percent  dextrose  in  wa- 
ter (1  cc  = 4 mg  = 60  microdrops) 
was  run  at  a maximum  rate  of  4 mg 
per  minute,  and  titrated  to  the  mini- 
mum amount  required  to  control 
the  PVC’s.  This  was  continued  for 
several  days  and  by  varying  the  rate 
of  flow,  most  ventrieular  arrhythmi- 
as were  controlled.  Overdosage  oc- 
curred in  one  patient  when  the  IV 
solution  of  lidocaine  was  allowed  to 


run  in  at  an  unrestricted  rate.  Rest- 
lessness and  convulsions  ensued; 
these  were  controlled  with  intrave- 
nous sodium  amytal  without  ap- 
parent harm  to  the  patient.  If  PVC’s 
were  not  eontrolled  by  these  meas- 
ures, and  digitalis  toxicity,  brady- 
cardia, hypotension  and  hypokal- 
emia were  eliminated  as  causes, 
procainamide,  500  mg  was  given  by 
mouth  every  4 hours,  followed  by 
diphenylhydantoin  (Dilantin)  100 
mg  orally  every  8 hours. 

Ventricular  tachycardias  (16  per- 
cent) were  treated  in  a similar 
fashion,  but  with  a more  rapid 
sequence.  Lidocaine  50  to  100  mg 
was  given  immediately  by  IV  push 
and  was  repeated  at  five  minute 
intervals.  The  intravenous  0.4  per- 
cent lidoeaine  solution  was  run  in 
at  a rate  of  4 mg  a minute,  and  the 
attending  physician  and  the  direetor 
of  the  ecu  were  summoned  while 
treatment  was  continued.  If  un- 
eonsciousness  occurred,  usually  with 
the  onset  of  ventricular  flutter  or 
fibrillation;  the  nurse  made  eer- 
tain  the  patient  was  indeed  un- 


conscious and  immediately  admin- 
istered direct  current  countershock 
at  the  maximum  400  watt-seconds. 
With  recurrent  ventricular  tachy- 
cardia, lidocaine  was  discontinued 
and  proeainamide  was  given  intrave- 
nously at  a rate  of  100  mg  in  two 
minutes  to  a maximum  of  one 
gram,  while  the  blood  pressure  and 
QRS  complex  were  continuously 
monitored.  An  infusion  of  one  gram 
of  procainamide  in  250  cc  of  5 
percent  dextrose  solution  was  given 
at  a rate  of  5 ce  per  minute.  Ventri- 
cular flutter  and  fibrillation  oc- 
cured  in  9 patients  and  were  treated 
with  direet  eurrent  countershoek  as 
soon  as  the  patient  lost  conscious- 
ness. When  these  arrhythmias  oc- 
curred, a “doctor  alert”  was  sound- 
ed and  all  available  trained  person- 
nel hurried  to  the  CCU. 

During  periods  of  poor  ventila- 
tion and  perfusion,  sodium  bicar- 
bonate (3.75  gm)  was  given  by  IV 
push  every  4 minutes,  ventilation 
was  assisted  with  a hand  operated 
bag  resuscitator  and  external  cardiac 
massage  was  administered.  In  two 
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cases  intravenous  diphenylhydanto- 
in  given  at  a rate  of  10  mg  per 
minute  seemed  to  finally  end  the 
recurrent  ventricular  fibrillation  at 
a total  dosage  of  80  mg. 

Hypokalemia  was  treated  with 
potassium  chloride  given  intrave- 
nously at  a rate  of  20  mEq  per  hour 
for  two  hours,  or  until  the  hypo- 
kalemia was  corrected.  Three  of  the 
nine  patients  were  successfully  de- 
fibrillated,  two  of  them  by  the  nurs- 
ing staff  unassisted  by  any  physician. 

summary 

A coronary  care  unit  is  practical 
in  a small  community  hospital  with 
no  resident  staff  or  attending  car- 
diologist. There  is  an  abundance  of 
literature  and  enough  training  cen- 
ters so  that  an  interested  physi- 
cian can  acquire  the  knowledge 


and  information  to  establish  and 
direct  such  a unit.  A well  trained, 
confident  and  efficient  nursing  staff 
is  the  sine,  qua  non  for  effective 
operation.  Nurses  must  be  able  to 
diagnose  and  treat  arrhythmias  and 
administer  direct  current  counter- 
shock for  ventricular  flutter  and 
fibrillation.  If  patients  who  have 
suffered  a myocardial  infarction  are 
to  be  saved,  they  must  be  brought 
to  the  ecu  as  soon  as  possible, 
and  with  the  judicious  use  of  atro- 
pine and  lidocaine,  fatal  arrhythmias 
often  can  be  prevented.  Nurses  must 
be  prepared  to  use  direct  cur- 
rent countershock  and  resuscitative 
measures  when  the  patient  enters 
the  hospital.  All  deaths  should  be 
investigated  by  autopsy  and  the 
results  should  be  explained  to  all 
interested  parties.  In  the  9 autopsied 


cases  reported  here,  damage  to  the 
heart  was  so  severe  that  life  could 
not  have  been  saved.  The  realiza- 
tion that  no  egregious  errors  were 
made  has  served  to  boost  morale 
and  increase  the  confidence  of  the 
nursing  staff.  Nursing  skills  and  care 
have  improved  throughout  the  en- 
tire hospital  since  the  installation 
of  the  ecu. 

The  original  purpose  of  the  CCU 
was  to  save  hearts  too  good  to  die. 
While  there  is  no  way  of  determin- 
ing for  certain  in  such  a small 
study  how  many  lives  were  saved 
b\’  emphasis  on  prevention  of  life 
threatening  arrhythmias,  post  mor- 
tem examinations  revealed  no  in- 
stance of  a salvageable  heart. 

91 5 S IV  Third  Avenue 
(97914) 
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Spontaneous  Remission  of 
Proven  Cancer 

L.  R.  EIDEMILLER,  M.D.,  W.  S.  FLETCHER,  M.D.,  D.  L.  DENNIS,  M.D., 
and  W.  W.  KRIPPAEHNE,  M.D. 

Portland,  Oregon 


Some  cancers  can  be  traced  to  inherited  susceptibility  and  some  to  irritating  chemicals 
or  to  viral  infections.  Spontaneous  remission  has  been  observed  frequently  enough  to 
suggest  an  immunity  mechanism.  Removal  of  neoplastic  bulk  has  enabled  host  resistance 
to  overcome  some  cancers.  Radiation,  hormones,  and  chemicals  can  be  of  assistance  to 
this  process.  Six  proven  cases  are  reported  to  demonstrate  a number  of  the  factors  in- 
volved in  successful  therapy  of  cancer. 


The  varied  clinical  course  of  pa- 
tients with  similar  types  of  cancer 
suggests  that  multiple  factors  affect 
the  occurrence  and  behavior  of  a 
tumor  in  a given  patient.  Certain 
factors  are  undoubtedly  important 
in  determining  the  course  of  the  pa- 
tient with  cancer. 

1.  A genetic  predisposition  to 
cancer.  Certain  families  develop  car- 
cinomas of  varying  types  with  much 
greater  frequency  than  the  general 
population.*  Retinoblastoma,  poly- 
posis coli,  basal  cell  nevoid  syn- 
drome have  definite  autosomal  in- 
heritance patterns  and  familial  pre- 
disposition has  been  demonstrated 
in  carcinoma  of  breast,  lung,  stom- 
ach, and  colon  as  well  as  multiple 
endocrine  adenomatoses.* 

2.  Carcinogenic  stimuli.  In  ani- 
mals, two  basic  forms  of  carcinogen- 
esis are  known.  On  one  hand  are  the 
chemical  hydrocarbon  carcinogens. 
Methylcholanthrene,  which  induces 
sarcomas,  is  a well-known  example. 
On  the  other,  viruses,  such  as  the 
polyoma  virus,  induce  tumors  in  cer- 
tain strains  of  animals. 

In  humans  the  relationships  of 
cigarette  smoke  to  lung  cancer,  ex- 
posure to  sunlight  and  skin  cancer, 
and  hydrocarbons  and  scrotal  cancer 
in  chimney  sweeps  are  recognized. 

In  addition,  the  viral  etiology  of 
the  Burkitt  lymphoma,  melanoma, 
sarcomas,  neuroblastoma  and  some 
forms  of  leukemia  is  strongly  sug- 
gested.^’'* 

3.  A latent  period.  There  is  ob- 
viously a period  of  time  lapse  be- 


tween exposure  to  the  carcinogenic 
stimulus  and  the  development  of 
frank  carcinoma.  This  time  period 
is  variable  and  the  nature  of  the  lat- 
ent period  is  poorly  understood.  In 
some  instances,  the  latent  period 
may  be  of  such  duration  that  the 
relationship  between  the  carcinogen- 
ic stimulus  and  the  development  of 
tumor  is  not  recognized. 

4.  Host  resistance.  This  critical 
factor  undoubtedly  consists  of  many 
different  mechanisms  and  is  current- 
ly the  focus  of  much  attention  in 
the  medical  research  community. 
The  immune  response  undoubtedly 
plays  a large  role.  Additionally,  en- 
dogenous and  exogenous  hormones 
may  be  important  not  only  in  con- 
trol of  tumor  but  in  some  instances 
apparently  in  stimulating  the  tumor 
growth.  The  state  of  nutrition  and 
presence  or  absence  of  stress  also  af- 
fect the  behavior  of  a tumor. 

The  clinical  course  and  survival 
of  the  patient  are  dependent  on  the 
interplay  of  these  factors  as  well  as 
the  effect  of  whatever  therapy  is  in- 
stituted. The  following  cases  are  felt 
to  be  illustrative  of  the  effects  of 
some  of  these  factors. 

CASE  REPORTS 

Case  1.  A 53-year-old  cachectic  white 
female  had  a 12-month  history  of  diffi- 
culty swallowing  and  a 60-pound  weight 
loss.  She  gave  a 12-year  history  of  an 
ulcerated  lesion  on  the  left  breast  which 
had  not  had  medical  attention.  She  had 
obvious  advanced  carcinoma  of  the  left 
breast.  She  had  a 3 cm  nodule  of  meta- 
static carcinoma  in  the  skin  of  the  fore- 
head and  an  x-ray  demonstrated  a medi- 
astinal mass  with  external  compression 


of  the  esophagus.  Additionally,  there  was 
a large  pulmonary  lesion. 

Palliative  supravoltage  irradiation  to 
4570  r was  given  to  the  mediastinum. 
Ten  months  following  this  palliative  ther- 
apy, the  patient  was  feeling  well  with  a 
17-pound  weight  gain,  the  forehead  lesion 
and  lung  lesion  had  cleared  and  the  breast 
ulcer  had  healed. 

Case  2.  A 41-year-old  male  was  admit- 
ted with  an  18-month  history  of  an  en- 
larging mass  in  the  left  side  of  the  neck. 
He  had  a 5x7  cm  mass  at  the  left  angle 
of  the  mandible  and  a large  bleeding  tum- 
or of  the  nasopharynx  with  pulmonary 
metastasis.  Biopsy  revealed  undifferenti- 
ated squamous  cell  carcinoma.  Radio- 
therapy to  3514  r was  given  to  the  naso- 
pharynx for  control  of  epistaxis.  Follow- 
ing irradiation  to  the  nasopharynx,  there 
was  marked  regression  in  the  size  of  the 
neck  mass  and  the  unirradiated  pulmon- 
ary nodules.  Because  of  this  remarkable 
response,  an  additional  3900  r was  given 
to  the  neck  mass.  Fifteen  months  later 
there  was  no  visible  tumor  in  the  naso- 
pharynx, the  neck  nodule  measured  only 
1x1  cm  and  there  was  no  evidence  of 
metastatic  disease  in  the  chest. 

These  patients  have  in  common 
several  points  that  bear  emphasis. 
Both  had  lived  with  their  tumors 
relatively  long  periods  before  seek- 
ing medical  attention.  Both  demon- 
strated marked  regression  of  tumor 
with  doses  of  irradiation  usually  not 
considered  to  be  curative  and  which 
were  administered  for  purely  palli- 
ative reasons.  In  both  cases,  there 
was  regression  of  unirradiated  meta- 
static tumor  coincidental  with  re- 
gression of  primary  tumor.  In  the 
first  case,  restoration  of  alimenta- 
tion undoubtedly  aided  the  patients’ 
own  tumor  controlling  mechanisms. 
The  x-ray  irradiation  may  have  sim- 
ply reduced  the  bulk  of  the  tumor 
to  the  point  that  the  patients’  im- 
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mune  mechanism  was  once  again 
capable  of  controlling  it.  Another 
possibility  is  that  the  irradiation  in- 
jury denatured  tumor  proteins  to 
the  extent  that  a second  antigen  an- 
tibody response  was  initiated  effect- 
ing control  of  tumor. 

Case  3.  A 49-year-old  white  male  was 
admitted  with  a 2-month  history  of  ulcer 
pain,  diarrhea  and  x-ray  proven  gastric 
ulcer.  Because  of  high  gastric  acid,  he 
was  suspected  of  having  Zollinger-Ellison 
Syndrome.  At  exploration  he  was  found 
to  have  a large  tumor  at  the  head  of  the 
pancreas  extending  up  to  the  porta  he- 
patis  and  into  the  liver  with  lymph  nodes 
involved  along  the  greater  curvature  of 
the  stomach.  Biopsy  revealed  metastatic 
islet  cell  carcinoma  of  the  pancreas.  The 
abdomen  was  closed  without  further 
manipulation  and  he  did  well  postopera- 
tively.  Four  months  later,  he  was  asymp- 
tomatic and  an  upper  GI  series  demon- 
strated healing  of  the  ulcer  with  no  evi- 
dence of  tumor.  Three  years  after  the 
diagnosis  was  established,  he  re-entered 
the  hospital  with  upper  GI  hemorrhage 
and  was  re-explored.  At  this  time  he  was 
found  to  have  a duodenal  ulcer  but  there 
was  no  evidence  of  tumor  in  the  head  of 
the  pancreas  or  in  lymph  nodes.  Multiple 
biopsy  specimens  from  the  area  were 
without  evidence  of  tumor.  The  patient 
underwent  an  uneventful  vagotomy  and 
pyloroplasty.  Four  years  after  the  origi- 
nal exploration  he  was  re-explored  for 
small  bowel  obstruction.  Again  there  was 
no  demonstrable  evidence  of  tumor.  Six 
years  after  the  diagnosis  of  islet  cell  car- 
cinoma was  established  the  patient  was 
alive,  well,  and  asymptomatic. 

It  is  difficult  to  comment  exten- 
sively about  this  case.  The  same 
surgeon  (W.W.K.)  was  present  at 
each  exploration  and  the  biopsy 
sections  have  been  extensively  re- 
viewed. There  is  no  doubt  about 
the  original  diagnosis.  This  case  re- 
presents complete  regression  with- 
out significant  therapy.  One  can 
only  say  that  whatever  mechanisms 
constituted  this  man’s  tumor  resis- 
tance, they  were  adequate  to  con- 
trol the  tumor.  One  cannot  help 
wondering  how  often  this  occurs  in 
unexamined  patients  or  in  patients 
whose  tumors  never  reach  clinically 
detectable  dimensions. 

Case  4.  A 41-year-old  white  female 
developed  a malignant  melanoma  of  the 
anus  with  right  inguinal  node  metastases 
that  were  surgically  excised  in  1965.  Over 
the  next  two  years  she  had  multiple  ex- 
cisions of  metastatic  nodules  from  the 
perineum  and  lower  abdomen.  In  July 
1967,  she  was  explored  for  impending 
bowel  obstruction  and  a colostomy  was 
performed.  At  that  time  a large  ulcera- 
ted, fungating,  rectal  tumor  with  masses 
in  the  left  buttock,  vulva,  and  right  lower 
quadrant  were  present.  There  was  x-ray 
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Fig.  1 
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evidence  of  extensive  pulmonary  metas- 
tasis. At  exploration,  35  mg  (0.5  mg/kg) 
of  phenylalanine  mustard  (PAM)  were  in- 
stilled into  the  distal  aorta.  The  patient 
was  treated  postoperatively  with  chlor- 
promazine  HCl,  because  of  agitation,  and 
Coley’s  toxin  because  of  leukopenia  of 
2000.  Almost  immediate  regression  in  the 
rectal  tumor  was  noted.  Two  weeks  after 
surgery  the  pulmonary  metastatic  nod- 
ules were  no  longer  visible.  Figure  1.  In 
the  postoperative  period  the  patient  de- 
veloped a marked  skin  reaction  which 
was  felt  to  represent  cutaneous  photo- 
sensitivity to  chlorpromazine  HCl.  Over 
the  next  two  years  she  was  treated  with 
Coley’s  Toxins  and  local  irradiation  to 
the  groin  nodes  with  good  response.  In 
June  1969,  the  patient  underwent  explor- 
ation for  small  bowel  obstruction  due  to 
intussusception  of  a submucosal  metasta- 
sis and  during  the  procedure  required 
splenectomy  because  of  a capsUlar  tear. 
Following  this  procedure,  she  developed 
numerous  metastatic  nodules  and  eventu- 
ally expired  approximately  8 months 
later. 

The  varied  clinical  course  of  mal- 
ignant melanoma  has  been  well  doc- 
umented in  the  literature.®'  ® The 
marked  response  of  this  tumor, 
which  was  obviously  out  of  control, 
and  the  regression  that  was  tempor- 
ally related  to  the  institution  of 
therapy,  certainly  suggests  that  this 
patient’s  clinical  remission  is  caus- 
ally related  to  therapy.  One  might 
postulate  that  the  primary  action  of 
the  phenylalanine  mustard  was  sim- 
ply to  decrease  the  volume  of  tumor 
to  the  point  that  the  patient’s  own 
immune  mechanism  was  able  to  con- 
trol it.  Alternatively,  the  phenylala- 
nine mustard  may  have  produced  tu- 
mor cellular  injury  releasing  enough 
tumor  protein  to  restimulate  the 
immune  response.  Several  workers 
have  demonstrated  the  presence  of 
circulating  antibody  to  melanoma 
cells  in  patients  with  melanoma.® 
However,  the  work  of  Muna,  et  al, 
suggests  that  these  antibodies  are  un- 
able to  penetrate  intact  cell  mem- 
branes.^ The  PAM  may  have  disrup- 
ted tumor  cell  membranes  enough 
for  antibody  penetration. 

The  role  of  the  mixed  bacterial 
toxin  injection  is  difficult  to  docu- 
ment. One  might  postulate  that  its 
primary  action  was  simply  non- 
specific stimulation  of  the  reticulo- 
endothelial system  at  a time  when 
tumor  antigens  were  present.  Also 


of  interest  is  the  notable  progression 
of  the  patient’s  disease  following 
splenectomy.  Once  again  circum- 
stantially, the  role  of  the  reticulo- 
endothelial system  in  the  patient’s 
control  of  tumor  is  implicated. 

Shifting  emphasis  to  host  predis- 
position to  tumor,  the  following 
case  is  illustrative. 

Case  5.  A 26-year-old  white  female 
had  excision  of  a superficial  malignant 
melanoma  in  1964  following  her  second 
pregnancy.  She  did  well  with  no  evidence 
of  recurrence  for  3 years,  when  shortly 
after  her  third  pregnancy,  she  developed 
a right  supraclavicular  metastasis  of  mal- 
ignant melanoma.  This  lesion  was  widely 
re-excised,  including  the  old  incision,  in 
continuity  with  radical  neck  dissection 
and  right  axillary  node  dissection.  The 
patient  did  well  for  2 months  until  she 
developed  left  posterior  chest  pain  radia- 
ting to  the  left  breast.  At  that  time,  the 
physical  examination  was  unremarkable 
except  for  some  mild  paraspinous  muscle 
spasm.  However,  over  a period  of  one 
week  under  observation  in  the  hospital, 
she  developed  a left  paraspinous  mass 
that  on  biopsy  was  shown  to  be  angiosar- 
coma. She  was  started  on  therapy  with 
mixed  bacterial  toxins  and  0.25  mg/kg  of 
phenylalanine  mustard  intravenously.  She 
responded  with  elevation  of  uric  acid  and 
some  relief  of  pain.  However,  three 
weeks  later  she  developed  weakness  of 
her  legs  and  a myelogram  revealed  a com- 
plete block  at  T-4.  An  emergency  lamin- 
ectomy revealed  extradural  angiosarco- 
ma. Postoperatively,  the  patient  had  re- 
turn of  motor  function  for  several  days. 
However,  weakness  recurred  and  she  de- 
veloped subcutaneous  metastases  in  the 
region  of  the  breast  and  chest  with  liver 
enlargement  and  visible  skin  metastasis. 
These  lesions  doubled  in  size  over  a peri- 


od of  5 days  and  the  patient  expired 
eight  weeks  after  the  development  of  her 
original  pain.  At  autopsy  there  were 
widespread  metastases  to  lungs,  ribs,  liver, 
pancreas,  lymph  nodes. 

This  case  by  itself  is  remarkable 
for  several  reasons.  First,  the  occur- 
rence of  this  patient’s  primary  mela- 
noma and  recurrence  of  tumor  were 
temporally  related  to  her  pregnan- 
cies. Second,  the  time  period  be- 
tween extensive  surgical  procedure 
for  melanoma  and  development  of 
her  second  primary  tumor  is  prob- 
ably more  than  coincidental.  Third, 
the  progression  of  her  second  tumor 
was  extremely  rapid  even  for  a clas- 
sically rapidly  growing  tumor. 

The  case  becomes  even  more  in- 
teresting when  the  patient’s  pedigree 
is  reviewed.  Figure  2.  It  can  be  seen 
that  seven  out  of  21  traceable  mem- 
bers of  her  family  had  proven  neo- 
plastic disease.  The  type  of  cancer  is 
apparently  variable  but  the  tenden- 
cy to  develop  neoplasia  is  striking. 

Case  6.  A 50-year-old  white  male 
had  multiple  basal  cell  carcinomas  first 
manifested  at  age  17.  He  was  treated 
with  multiple  excisions,  irradiation,  desic- 
cations and  multiple  skin  grafts.  He  also 
had  multiple  bone  cysts  of  the  mandible 
and  unusual  pitting  of  the  hands  and  feet, 
consistent  with  the  diagnosis  of  basal  cell 
nevoid  syndrome.  He  was  not  in  contact 
with  his  family  but  was  not  aware  of  any 
familial  incidence  of  malignancy.  He  has 
been  treated  with  topical  applications 
of  methotrexate  and  dimethyl  sulfoxide 
without  evidence  of  regression  of  tumor. 


INCIDENCE  OF  CANCER  IN  FAMILY  BACKGROUND  OF  K.R. 
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FACTORS  AFFECTING  BEHAVIOR  OF  CANCER 


GENETIC 

PREDISPOSITION 


OUTCOME 


Fig.  3 

He  has  subsequently  had  more  and  more 
extensive  excisions  of  recurrent  lesions 
with  removal  of  his  right  eye  and  portions 
of  his  right  orbit  because  of  bone  involve- 
ment of  the  tumor.  Recently  he  was 
found  to  have  basal  cell  carcinoma  invad- 
ing frontal  sinus  and  dura  and  had  exci- 
sion of  remaining  portions  of  the  original 
skin  over  his  face  including  portions  of 
his  frontal  sinus  and  the  anterior  portion 
of  saggital  sinus. 

While  the  incidence  of  basal  cell 
nevoid  syndrome  is  relatively  rare, 
it  has  been  recognized  and  its  famil- 
ial tendency  is  known.’ This 
man  is  unusual  in  having  no  known 
family  history  of  disease.  However, 
most  of  the  other  diagnostic  fea- 
tures are  well  demonstrated.  The 
syndrome  is  characterized  by  famil- 
ial incidence,  multiple  nevoid  basal 
cell  carcinomas,  cysts  of  the  mandi- 
ble, multiple  skeletal  abnormalities, 
pitting  of  the  hands  and  feet  and 
ectopic  calcification.  Genetically  it 
is  a highly  penetrant,  autosomal 
dominant  gene  transmitted  by  direct 
descent,  i.e.,  one  half  of  the  off- 
spring are  involved.  There  are  no 
sex  link  characteristics  and  95  per- 
cent of  the  patients  carrying  the  af- 
fected gene  demonstrate  some  as- 
pect of  the  syndrome.  Unlike  other 
cutaneous  neoplasms,  there  is  appar- 


ently no  relationship  of  light  expo- 
sure to  the  development  of  the 
lesions  and,  these  rather  typical  ap- 
pearing basal  cell  tumors  frequently 
exhibit  a much  more  aggressive  be- 
havior than  do  ordinary  basal  cell 
tumors. 

discussion 

It  is  obvious  that  “cancer”  is  not 
a straightforward  cause  and  effect 
disease.  Why  then  do  some  patients 
develop  cancers  and  others  not;  why 
are  some  tumors  controlled  with  rel- 
ative ease  whereas  others,  in  our 
present  state  of  knowledge,  are  vir- 
tually uncontrollable?  It  is  entirely 
likely  that  the  factors  under  discus- 
sion play  an  important  role  in  influ- 
encing the  continuum  between  the 
tumor-free  patient  and  the  eventual 
outcome  of  the  patient  with  cancer. 
It  is  our  contention  that  the  follow- 
ing model  might  be  a useful  concept 
in  screening  patients  for  possible  tu- 
mors and  for  selecting  methods  of 
management  in  patients  with  tumor 
uncontrolled  by  so-called  standard 
approaches.  Figure  3. 

First,  we  must  be  aware  that  cer- 
tain patients,  by  their  family  back- 
ground and  inherent  gene  comple- 


ment, are  more  prone  to  develop 
cancers  of  varying  kinds  than  is  the 
general  population.  These  patients 
should  be  regarded  with  suspicion 
and  followed  closely.  In  cases 
where  tumors  with  known  familial 
incidence  are  discovered,  close  medi- 
cal follow-up  should  be  established 
for  both  the  patient  and  other  fam- 
ily members.  Second,  carcinogenic 
stimuli  are  probably  necessary  for 
the  development  of  at  least  some 
tumors.  Except  in  selected  cases, 
we  are  still  unable  to  point  out  the 
stimulus  for  any  given  tumor,  in  fact 
there  may  be  several  stimuli  re- 
sponsible for  the  incidence  of  a 
tumor.^’'  ® However,  where  the  car- 
cinogenic stimulus  has  been  or  be- 
comes recognized,  it  can  be  avoided. 

The  latent  period  or  time  lag 
between  exposure  to  carcinogenic 
stimuli  and  the  development  of 
tumor  is  variable.  In  some  instances 
the  period  is  quite  long,  from  10-40 
years.  This  fact  should  give  clini- 
cians some  reservations  about  the 
ready  acceptance  of  new  products 
and  treatment  regimens.  During  the 
latent  period,  other  factors  associa- 
ted with  the  host  himself  may  pro- 
mote development  of  tumor.  The 
occurrence  of  pregnancy  or  other 
alterations  in  hormone  balance,  such 
as  menopause,  may  well  promote 
the  development  of  frank  carcinoma 
that  otherwise  might  not  have  be- 
come manifest  at  that  particular 
time.  Once  the  tumor  occurs,  its  be- 
havior and  eventual  outcome  are 
again  influenced  in  many  ways.  Of 
primary  importance  is  the  inherent 
nature  of  the  tumor.  If,  indeed, 
each  tumor  is  the  result  of  a success- 
ful gene  mutation  then  it  is  not  sur- 
prising that  each  tumor  has  its  own 
inherent  behavioral  pattern.  We  have 
learned  to  recognize  tumors  by  his- 
tologic appearance  and  give  predic- 
tions as  to  behavior  of  the  tumor  by 
the  appearance  of  cells.  However,  it 
is  not  surprising  that  at  times  tumors 
which  histologically  look  very  simi- 
lar can  act  in  entirely  different  ways. 

The  ability  of  the  host  to  control 
the  development  of  the  tumor  or 
even  eradicate  it  once  it  has  been 
established,  has  probably  been  un- 
derestimated in  the  past.  The  exact 
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nature  of  host  resistance  is  presently 
the  subject  of  many  man-hours  of 
investigation  and  is  of  necessity  be- 
yond the  scope  of  this  paper.  How- 
ever, it  appears  that  the  immune 
mechanism  is  extremely  important. 
The  role  of  the  lymphocyte  in  actu- 
al tumor  cell  destruction  and  in  pro- 
duction of  immune  globulin  is  now 
coming  to  light.  Globulins  immune 
to  many  tumors,  with  the  ability  to 
precipitate  tumor  proteins  and  with 
an  antigen  antibody  response,  have 
been  demonstrated  in  animals  and 
to  the  Burkitt  lymphoma,  melano- 
ma, neuroblastoma  and  sarcomas  in 
humans.^ ' 

In  addition,  other  factors  must 
play  a role  in  host  resistance  includ- 
ing the  state  of  nutrition,  the  pres- 
ence of  essential  amino  acids,  the 
presence  or  absence  of  so-called 


stress  response  and  exogenous  and 
endogenous  hormones. 

As  physicians  we  are  most  inter- 
ested in  methods  of  treatment  of 
carcinoma.  The  classic  approach  to 
cancer  has  been,  and  for  the  most 
part  is  still,  the  complete  removal  of 
tumor  and  any  potentially  tumor- 
bearing tissue.  In  most  instances 
this  is  a rational  approach  and  in 
early  cancer  it  is  often  curative. 
However,  in  other  tumors  it  has  been 
demonstrated  that  removal  of  all 
cancer  is  not  necessarily  required 
and  simple  reduction  in  local  tumor 
can  bring  about  clinical  remission 
and  essential  cure  of  the  tumor.  In 
certain  instances,  hormone  manipu- 
lation and  administration  of  chemo- 
therapeutic agents  can  be  effective 
in  bringing  a tumor  under  control. 
Certainly  some  of  the  chemothera- 


peutic agents  do  bring  about  actual 
death  of  rapidly  multiplying  cells. 
However,  in  other  instances  it  is  en- 
tirely possible  that  the  actual  effect 
of  the  therapy  is  simply  to  give  the 
host  resistance  mechanisms  enough 
of  a boost  so  that  they  can  in  turn 
control  the  tumor. 

The  response  of  advanced  cancer 
to  various  forms  of  therapy  is  unpre- 
dictable. However,  the  frequent  sig- 
nificant palliation  and  occasional 
dramatic  regression  justifies  an  ag- 
gressive and  continued  approach  to 
therapy.  Cancer  is  not  an  “all  or 
none”  disease  but  a disease  that 
should  be  managed,  just  as  routinely 
as  heart  disease  and  diabetes  are 
managed. 

3181  S.  W.  Sam  Jackson  Park  Road 
(97201) 
(Dr.  Eidemiller) 
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Effects  of  Taping  and  Bracing 
on  the  Unstable  Knee 

LOUIS  A.  ROSER,  M.  D„  SAYERS  J.  MILLER,  M.  S„  D.  KAY  CLAWSON,  M.  D. 

Seattle,  Washington 

Tape  well  applied  to  an  unstable  knee  may  give  an  athlete  confidence  but  increased 
stability  cannot  be  demonstrated.  If  too  tight,  tape  can  interfere  with  athletic  perform- 
ance. Specialized  bracing  holds  some  promise.  Efforts  to  increase  stability  should  be 
made  through  muscle  strengthening  and  conditioning  rather  than  by  routine  taping. 


Partial  and  complete  ligamentous 
injuries  about  the  knee  are  common 
in  contact  sports.  Both  operative  and 
nonoperative  treatment  frequently 
fail  to  restore  stability  to  the  knee 
joint.  Taping  or  bracing  of  these  un- 
stable knees  to  provide  some  sup- 
port and  protection  are  common 
practices.  The  effectiveness  of  tap- 
ing has  not  been  documented  in  the 
medical  literature.  This  study  was 
undertaken  to  determine  the  effec- 


Dr.  Roser  is  a resident  and  Mr.  Miller 
is  head  trainer  in  the  Division  of  Sports 
Medicine,  Department  of  Orthopedics, 
University  of  Washington  School  of  Medi- 
cine, while  Dr.  Clawson  is  chairman  of 
Orthopedics. 


Fig.  1.  Method  of  Varus-Valgus  Stress 


tiveness  of  two  types  of  taping,  plus 
the  addition  of  a knee  brace,  to  the 
stability  of  the  knee  joint  in  univers- 
ity athletes. 

materials  and  methods 

Four  athletes  of  different  body 
build  and  each  with  one  knee  show- 
ing medial,  lateral  and  anteroposter- 
ior instability  were  selected.  Medial 
and  lateral  instability  were  measured 
by  applying  valgus  and  varus  stress 
to  the  knee  while  maintaining  it 
flexed  20  degrees.  The  force  was 
applied  to  the  ankle  via  a felt  sling 
as  shown  in  Figure  1.  The  knee  was 
then  flexed  to  90  degrees  and  anter- 
ior and  posterior  stress  made  by  ap- 


plying the  20  pound  force  on  the 
proximal  tibia  as  shown  in  Figure  2. 
The  knees  were  nontender  at  the 
time  of  the  measurements,  and  the 
athletes  were  instructed  to  maintain 
relaxation  of  muscles  throughout 
the  testing.  The  instability  was 
measured  as  follows; 

a.  Medial  and  lateral  instability  were 
recorded  by  measuring  the  distance  be- 
tween the  femoral  condyle  and  the  tibial 
plateau  at  a point  1 cm  from  the  most 
peripheral  margin  of  the  proximal  tibia. 
Figure  3. 

b.  Anteroposterior  instability  was  re- 
corded by  measuring  the  excursion  of 
the  tip  of  the  anterior  spine  of  the  tibia 
in  relation  to  the  posterior  condylar  sur- 
face of  the  femur.  Figure  4. 
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Fig.  3.  Measurement  of  Varus-Valgus  Instability 


Fig.  4.  Measurement  of  Anteroposterior  Instability 


Taping  was  carried  out  by  the 
“double-X  method”  using  12  to  16 
crossed  strips  of  1 Vz  inch  wide  tape 
extending  from  midthigh  to  midcalf, 
Figure  5.  All  taping  was  done  over 
a single  layer  of  Pro-wrap.  The  first 
study  was  carried  out  using  Elasti- 
con.  The  stress  measurements  were 
carried  out  and  then  the  athlete  did 
ten  deep  knee  bends  and  ran  sixteen 
flights  of  stairs.  The  stress  x-rays 
were  then  repeated.  A Palmer  knee 
brace  was  applied  over  the  “double- 
X taping,”  Figure  6,  medially  on 
two  athletes,  laterally  on  one  and 
medially  and  laterally  on  one.  Meas- 
urements were  then  made,  the  same 
exercises  carried  out  and  the  meas- 
urements repeated.  Finally,  all  knees 
were  “double-X”  taped  using  adhe- 
sive tape.  Measurements  were  then 
carried  out.  This  form  of  taping  was 
so  restrictive  that  all  athletes  volun- 
teered statements  to  the  effect  that 
they  would  not  be  able  to  perform 
with  such  rigid  taping;  therefore,  no 
exercise  was  attempted. 

results 

The  results  on  this  limited  study 
are  shown  in  Table  1.  The  only  sta- 
tistically significant  improvement  in 
stability  is  recorded  with  the  use  of 
taping  and  Palmer  brace  on  antero- 
posterior instability.  Medial  and  lat- 
erial  instability  were  not  improved. 
While  slight  improvement  in  all 


planes  is  noted  with  adhesive  taping, 
the  athletes  have  been  unable  to 
compete  with  that  degree  of  circum- 
ferential restriction.  In  three  of  the 
four  athletes,  postexercise  instabil- 
ity with  elastic  taping  was  the  same 
as  that  with  no  taping. 

summary  and  conclusions 

1.  A simple  model  has  been  uti- 


lized to  demonstrate  radiographic 
changes  in  stability  of  the  knee  in 
the  two  types  of  taping  and  bracing 
evaluated. 

2.  While  clearly  this  simple  study 
does  not  approach  measuring  the 
complex  mechanics  of  knee  motion, 
it  is  not  felt  that  further  studies 
with  simple  taping  techniques  are 
justified.  It  is  suggested  that  benefit 


Fig.  5.  Method  of  “Double-X”  Taping  Fig.  6.  Palmer  Knee  Brace  Application 
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claimed  from  simple  taping  of  un- 
stable knees  is  probably  more  psy- 
chologic than  factual,  particularly 
after  the  individual  has  exercised. 
(This  is  not  meant  to  imply  that  tap- 
ing to  prevent  recurrent  dislocation 
of  the  patella  or  to  restrict  flexion 
in  instances  of  meniscal  injury  may 
not  be  of  benefit.) 


3.  The  improved  anteroposterior 
stability  noted  with  taping  and  the 
Palmer  knee  brace  is  sufficient  to 
suggest  that  this  apparatus  does  have 
potential  b’ene^it  and  that  further 
studies  in  knee  bracing  should  be 
carried  out. 

4.  Because  of  the  marginal  bene- 
fits of  taping  shown  by  these  studies, 


efforts  should  be  directed  towards 
muscle  strengthening  and  condition- 
ing as  a better  method  of  providing 
stability  and  protection  to  the  un- 
stable knee  than  routine  taping. 

BB  417  University  Hospital 
(98105)  (Dr.  Clawson) 


TABLE  1 - SUMMARY  OF  DATA 


Athlete* 

Untaped 

Elasticon 

Elasticon 
& Exercise 

Brace 

Brace 

Exercise 

Adhesive 

Tape 

Medial 

A 

1.2 

1.3 

1.3 

0.9 

1.2 

0.9 

Instability 

B 

2.1 

1.8 

2.0 

1.8 

1.9 

1.7 

C 

1.3 

1.1 

1.3 

1.2 

1.2 

1.1 

D 

1.1 

1.2 

1.3 

1.2 

1.2 

1.1 

Athlete* 

Lateral 

A 

1.3 

1.1 

1.2 

1.2 

1.2 

Not  done 

Instability 

B 

1.4 

1.0 

1.1 

1.0 

1.0 

0.4 

C 

1.6 

1.6 

1.6 

1.4 

1.4 

1.4 

D 

1.0 

1.0 

1.0 

1.0 

1.0 

1.0 

Athlete* 

A-P 

A 

1.1 

0.9 

1.0 

0.6 

0.8 

Not  done 

Instability 

B 

0.5 

0.2 

0.3 

0.0 

0.1 

0.5 

C 

0.8 

0.9 

0.9 

0.5 

0.5 

0.4 

D 

0.5 

0.3 

0.1 

0.1 

0.2 

0.4 

Athlete  A. 

6'4" 

— 21 1 lbs.  — Brace  Medial 

B. 

6'1" 

— 185  lbs.  — Brace  Medial 

C. 

6'1" 

— 173  lbs.  — Brace  Lateral 

D. 

5'1T 

''  — 235  lbs.  — Brace  Medial  & Lateral 

NOTE:  All  numbers  indicate  centimeters  of  joint  space  widening  or  tibial  spine 

excursion. 


The  Palmer  Knee  Brace  used  in  this  study  is  produced  by  Quik-Cold,  Inc.,  Moberly, 
Missouri.  It  was  developed  by  Rex  B.  Palmer,  M.D.,  of  Seattle  and  has  been  used  widely. 


Ed. 
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[here’s  a soup 


for  almost  every  patient  and  diet 
..for  every  meal  ^ 

and,  it’s  made  by  Wcunpuul 


CALORIES  / 7 oz.  Serving* 


Beef  Broth 
Consomme 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


In  planning  high  or  low  calorie  diets,  Campbell  s more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept. 35,  Camden,  New  Jersey  08101. 


Invitation  to  97th  Annual  Meeting 


Oregon  Medical  Association 


ROBERT  L.  HARE,  M.D. 
President 

Oregon  Medical  Association 


What  are  the  ingredients  that  can  be  incorporated 
into  a meeting  such  as  our  annual  session  that  can 
make  it  truly  worthwhile  for  those  who  give  of  their 
valuable  time  to  attend? 

This  is,  of  course,  the  overriding  question  that  con- 
fronts our  annual  session  committee  as  it  assumes  its 
large  responsibility  each  year. 

It  is  very  much  aware  that  there  is  no  one  tech- 
nique by  which  each  of  us  may  learn  best,  and  that  a 
variety  of  review  and  teaching  mechanisms  is  desired. 

Thus  our  program  this  year  will  be  composed  not  only 
of  outstanding  lectures  but  of  short  courses  and  round 
table  discussions  of  the  “meet  the  professor”  type. 

The  prime  consideration  in  the  selection  of  topics  has 
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been  the  potential  usefulness  of  the  material  presented 
in  the  day-to-day  practice  of  the  physicians  in  the 
audience. 

Perhaps  never  before  has  such  a wide  variety  of 
practical  subjects  been  offered  in  such  an  interesting 
format.  We  are  indeed  indebted  to  Joseph  Eusterman 
and  his  hard  working  committee;  to  Mr.  Jim  Kronen- 
berg  of  our  staff  and  to  many  others  for  putting  to- 
gether what  should  prove  to  be  an  outstanding  session. 


August,  1971 


Oregon  Medical  Association 


Augustus  M.  Tanaka, 
M.D. 

Ontario 

President-elect  and  Alter- 
nate Delegate  to  AM  A 


Louis  O.  Machlan,  Jr., 
M.D. 

Portland 

Speaker  of  the  House 


Max  H.  Parrott,  M.D. 

Portland 

Chairman 

AM  A Board  of  Trustees 


Blair  J.  Henningsgaard, 
M.D. 

Astoria 

Delegate  to  AM  A 


Clinton  S.  McGill,  M.D. 
Portland 

Delegate  to  AM  A 


John  E.  Tysell,  M.D. 
Eugene 

Alternate  Delegate  to 
AMA 


Officers,  1971 


Donald  F.  Kelly,  M.D. 
Portland 

Secretary-T  reasurer 


Ernest  T.  Livingstone, 
M.D. 

Portland 
Delegate  to  AMA 


Daniel  K.  Billmeyer,  M.D. 
Oregon  City 
Alternate  Delegate  to 
AMA 
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continued  on  page  552 


when 

iG-l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 

I 

I 

I 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrroiate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrroiate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 

FOI*tC  (glycopyrroiate) 


• INDICATIONS  Robinul  Forte  (glycopyrroiate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrroiate.  They  are  primarily 
ndicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
icute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
ivailable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrroiate  is  recom- 
nended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
)ancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
lyndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
Ttay  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
^on,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PFI 
-orte  (glycopyrroiate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
I to  32  mg.  of  glycopyrroiate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
3lurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
Irugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
less,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrroiate,  2 mg.)  or  Robinul-PH  Forte  is  one 
ablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
oatient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
■equired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrroiate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
'^HR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrroiate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
ablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 


continued  from  page  549 


GUEST  SPEAKERS 


Edgar  S.  Gordon,  AA.D. 
Professor  of  Medicine  and 
Chief  of  Metabolism  and 
Endocrinology  Division, 
University  of  Wisconsin 


Meyer  Friedman,  M.D. 
Director,  Harold  Brunn 
Institute  for  Cardiovascu- 
lar Research,  Mount  Zion 
Hospital  and  Medical  Cen- 
ter, San  Francisco 


Sydney  Segal,  M.D. 
Professor,  Department  of 
Pediatrics,  University  of 
British  Columbia 


Robert  T.  Reid,  M.D. 
Assistant  Research  Pedi- 
atric Immunologist  and 
Allergist  IV,  University  of 
Cal i forn ia  M ed ical Sch ool, 
San  Diego 


Justin  D.  Call,  M.D. 
Professor  and  Chief  of 
Child  Psychiatry  Division 
Department  of  Psychiatry. 
U niversity  of  California. 
Irvine 


J.  Jerome  Wildgen,  M.D. 
Kalispell,  Montana,  Presi- 
dent-Elect, American 
Academy  of  General  Prac- 
tice 


Robt.  H.  Freiberger,  M.D. 
Director,  Department  of 
Radiology.  Hospital  for 
Special  Surgery.  New  York 
Hospital  - Cornell  Univer- 
sity Medical  College 


552 

Northwest  Medici}ie,  August,  1971 


COMMITTEE  ON  ANNUAL  SESSION 


Joseph  H. 

AA.D. 

ALBANY 

Chairman 


Eusterman, 


Gerald  L.  Warnock 

PORTLAND 

Vice-Chairman 


John  D.  Bischel,  M.D.,  PORTLAND 
Peter  J.  Dawson,  M.D.,  PORTLAND 
Raymond  F.  Friedman,  M.D.,  PORTLAND 
James  V.  Harber,  M.D.,  PORTLAND 
Robert  L.  Hare,  M.D.,  PORTLAND 
H.  Lee  Harris,  M.D.,  PORTLAND 
Russell  L.  Johnsrud,  M.D.,  PORTLAND 
Huldrick  Kammer,  M.D.,  PORTLAND 


Delbert  M.  Kole,  M.D.,  PORTLAND 
Frank  D.  McBarron,  M.D.,  PORTLAND 
John  D.  O'Hollaren,  AA.D.,  PORTLAND 
Harold  T.  Osterud,  AA.D.,  PORTLAND 
Arthur  L.  Rogers,  AA.D.,  PORTLAND 
Paul  E.  Schaff,  AA.D.,  PORTLAND 
George  J.  Schunk,  AA.D.,  SALEAA 
Thad  C.  Stanford,  AA.D.,  SALEAA 


SOMMER  MEMORIAL  LECTURERS 


W.  A.  ALTEAAEIER,  AA.D. 

C.  R.  Holmes  Professor  and  Chair- 
man Department  of  Surgery,  Uni- 
versity of  Cincinnati 
Director  of  Surgical  Services,  Cin- 
cinnati General  Hospital 


HARVEY  BLANK,  AA.D. 

Professor  and  Chairman,  Depart- 
ment of  Dermatology,  University 
of  AAiami  School  of  AAedicine 
Chief  of  Dermatology  Service, 
Jackson  AAemorial  Hospital, AAiami 


DONALD  W.  SELDIN,  AA.D. 
William  Buchanan  Professor  and 
Chairman  Department  of  Internal 
AAedicine,  University  of  Texas 
Southwestern  AAedical  School, 
Dallas. 

President,  Association  of  Profes- 
sors of  AAedicine 


553 

Northwest  Medicine,  August,  1971 


OMA  ANNUAL  SESSION 


The  97th  Annual  Session  of  OMA,  at  the  Port- 
land Hilton  Hotel,  September  22-26,  will  provide 
three  days  of  continuing  medical  education.  Aug- 
menting the  scientific  portion  of  the  meeting  will 
be  the  Sommer  Memorial  Lectures,  marking  the 
52nd  program  in  the  series. 

Wednesday  evening,  September  22,  before 
serious  business  takes  over,  OMA  members  and 
their  families  will  enjoy  a champagne  kickoff- 
reception  planned  by  the  Women's  Auxiliary. 
This  social  event  also  opens  the  Art  Exhibit  of 
original  work  by  physicians  or  members  of  physi- 
cians' families. 

Specialty  programs  are  scheduled  for  Satur- 
day, September  25.  Simultaneous  morning  pro- 
grams will  be  those  of  the  sections  on  General 
Practice,  Psychiatry,  and  a joint  program  of  the 
sections  on  Internal  Medicine  and  Pathology.  An- 
other joint  program.  Radiology  and  Orthopedics, 
will  be  held  in  the  afternoon  with  simultaneous 
programs  for  sections  on  Anesthesiology,  Pedi- 
atrics, and  Preventive  Medicine. 

Intensive  instruction  will  be  given  Thursday 
and  Friday  mornings,  in  short  courses  on  sodium 
excretion,  bacterial  skin  infections,  disorders  of 
the  large  bowel,  and  common  otolaryngologic 
problems.  Pre-registration  is  required.  Informa- 
tion and  application  forms  will  be  sent  to  OMA 
members  in  time  to  permit  registration. 


Preregistration  will  also  be  required  for  round 
table  discussions  with  guest  speakers  Thursday 
and  Friday.  Applications  should  be  made  promptly 
—tables  will  be  set  for  12  places  only. 

The  Great  Medical  Decisions  Program,  Thurs- 
day evening,  September  22,  will  combine  two 
topics— Cost  of  Evaluation  of  Quality  Medical  Care 
and  Methods  for  Evaluation  of  Quality  Medical 
Care.  A tie  was  recorded  when  members  cast 
ballots  to  determine  the  topic  for  discussion  at 
this  meeting. 

Most  important  social  event  on  the  calendar 
will  be  the  Annual  Banquet,  Saturday  evening, 
September  25.  Augustus  M.  Tanaka  will  be  inaug- 
urated as  President,  the  1971  Doctor-Citizen  of 
the  year  will  be  honored,  and  the  Media  Awards 
will  be  made.  The  latter  offers  a plaque  and  a 
cash  prize  to  writers  preparing  stories  on  medical 
subjects  for  publication  in  the  lay  press.  The  rec- 
ognition has  been  much  sought  after,  and  in  June, 
1970,  one  of  the  Oregon  winners  went  on  to  win 
an  award  from  the  American  Medical  Association. 

After  the  banquet,  the  meeting  will  be  over 
for  everyone  but  the  Delegates,  who  will  take 
final  action  Sunday  forenoon,  on  reports,  resolu- 
tions and  recommendations  of  reference  com- 
mittees. 

Members  of  the  Association  will  soon  be  receiv- 
ing information  on  registration  by  direct  mail 
from  the  Association  Headquarters  Office. 


SCHEDULE  OF  THE  OREGON  MEDICAL  ASSOCIATION 

ANNUAL  MEETING,  1971 


Wednesday,  September  23 

6:00  F^leventh  Annual  Phvsirians’  Art  Kxliiliit  open.';  — Champagne  Reeeption 
7:00  House  of  Delegates  Dinner  Meeting 

Keynote  Speech:  The  Future  of  Foruily  Practice 
J.  Jerome  Wildgen,  M.D.,  Kalispell,  Montana 
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■i  Thursday,  September  24 

7:30  The  Anemias:  Diagnosis  Before  Treatment 
. Limited  Registration  Short  Course — Faculty  to  be  announced 

Progress  on  Coronary  Artery  Disease 

Limited  Registration  Short  Course — Faculty  to  be  announced 
Eligible  for  2^/4  hour  AAFP  Prescribed  Credit 

8:30  Reference  Committee  Meetings 

9:00  Regulation  of  Sodium  Excretion  in  Normal  and  Edematous  States 
SOMMER  MEMORIAL  LECTURE 
Donald  W.  Seldin,  AA.D. 

9:50  Bacterial  Infections  of  the  Skin:  Their  Significance  and  Management 
SOMMER  MEMORIAL  LECTURE 
Harvey  Blank,  AA.D. 

11:00  Third  Day  Surgical  Eever. 

SOMMER  MEMORIAL  LECTURE 

W.  A.  Altemeier,  AA.D. 

2:00  Reference  Committee  Meetings 

2:00  Hyperglycemic  Coma  and  Diabetic  Acidosis 
SOMMER  MEMORIAL  LECTURE 
Donald  W.  Seldin,  AA.D. 

3:00  Changing  Patterns  of  Infections  in  Surgical  Practice 
SOMMER  MEMORIAL  LECTURE 
W.  A.  Altemeier,  AA.D. 

7:00  Great  Medical  Decisions  Conference  Program 

Costs  of  and  Methods  of  Evaluation  of  Quality  Medical  Care 

Friday,  September  24 

7:30  Selected  Disorders  of  the  Large  Bowel 

Limited  Registration  Short  Course — Faculty  to  be  announced 
Eligible  for  2Vi>  hours  AAFP  Prescribed  credit 
Common  Problems  in  Otolaryngology 
Limited  Registration  Short  Course — Faculty  to  be  announced  i| 

9:00  Clinical  Aspects  of  Urticaria  and  Angioedema  | 

Robert  T.  Reid,  AA.D. 

9:50  Contact  Dermatitis:  A Dermatologic  Detective  Game 
SOMMER  MEMORIAL  LECTURE 
Harvey  Blank,  AA.D. 

11:00  Renal  Reabsorption  of  Calcium  and  Treatment  of  Hypercalcemia 
SOMMER  MEMORIAL  LECTURE 

Donald  W.  Seldin,  AA.D.  i, 

1:30  Problems  and  Pitfalls  in  Management  of  Gastric  Ulcer 

SOMMER  MEMORIAL  LECTURE  | 

W.  A.  Altemeier,  AA.D. 

2:20  Diagnosis  and  Treatment  of  Infectious  Syphilis 
SOMMER  MEMORIAL  LECTURE 
Harvey  Blank,  AA.D. 

3:30  Unproven  Therapies  for  Retarded  and  Handicapped  Children:  The  U -Series 
for  Mongolism,  Doman-Delcato  Patterning,  and  Other  Methods 
George  Latham,  AA.D.,  Albany 
Peggy  Copple  Ferry,  AA.D.,  Portland 

3:50  Sex  and  Pood  in  the  Neonate 
Justin  D.  Call,  AA.D. 

Saturday,  September  25 

Sections  On  Internal  Medicine  and  Pathology 

8:30  Nutrition  and  Atherosclerosis 
Edgar  S.  Gordon,  AA.D. 

9:30  The  Patient  with  the  Abnormal  Coronary  Arteriogram : His  Prognosis  W ith 
and  Without  Heart  Surgery 
Alan  W.  Ames,  AA.D.,  Portland 
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10:00 


Coronary  Thrombosis — Us  Origin  and  Fate 
Meyer  Friedman,  M.D. 

10:15  Panel  Discussion 

Atherosclerosis — Where  are  We? 

Moderator:  Frank  D.  McBarron,  M.D.,  Portland 

Members;  Edgar  S.  Gordon,  M.D.;  Meyer  Friedman,  M.D.;  Eugene  W. 
Landreth,  M.D.;  Gordon  L.  Maurice,  M.D. 

Section  on  General  Practice 
Symposium  on  Trauma 

9:00  Of  the  Head  and  Neck 

Linton  G.  Weed,  M.D.,  Portland 
Charles  R.  Starr,  M.D.,  Portland 

9:35  Of  the  Chest 

Jack  B.  Blumberg,  M.D.,  Portland 

10:25  Of  the  Abdomen 

William  S.  Fletcher,  M.D.,  Portland 

11:00  Of  the  Vascular  System 

Daniel  L.  Dennis,  M.D.,  Portland 

11:35  Of  the  Genito-Urinary  System 
Robert  L.  Kalez,  M.D.,  Portland 
Eligible  for  4 hours  AAFP  Prescribed  Credit 

12:00  Luncheon 

Oregon  Family  Practice  Training  Programs 
Laurel  G.  Case,  M.D.,  Portland 

Section  on  Psychiatry 

9:00  The  Wizard  of  Oz  Psychosis,  a Psychoanalytic  Case  History  of  Hallucino- 
genesis  in  a 5-year -old  Boy  With  a 9-year  Follow-up 
Justin  D.  Call,  M.D. 

10:15  Panel  Discussion 

Behavior  and  Learning  Disabilities  in  Children 
Moderator;  Herbert  M.  Woodcock,  M.D.,  Portland 

Members:  Peggy  Copple  Ferry;  Robert  Stanton;  Mr.  Richard  Wine,  So- 
cial Worker,  Multnomah  County  Mental  Health  Clinic;  Mr.  Robert  Selby, 
Principal,  Woodlawn  School,  Portland. 

Sections  on  Radiology  and  Orthopedics 

1:30  A Cardiofacial  Skeletal  Syndrome 
Eugene  Blank,  M.D.,  Portland 

1 :.50  Congenital  Hip  Dislocations  and  the  Radiologist’s  Function  in  Diagnosis 
Robert  H.  Freiberger,  M.D. 

2:35  Total  Hip  Replacement,  by  Ring  Prosthesis 
Craig  McCloskey,  M.D.,  Portland 
Richard  Zimmerman,  M.D.,  Portland 

3:05  Value  of  Tomography  in  Knee  Arthrograjihy 
Phillip  Anderson,  M.D.,  Seattle 

3:35  Everything  You  Always  Wanted  to  Know  About  Bone  Age  (But  . . .) 

C.  Benjamin  Graham,  M.D.,  Seattle 

4:20  Interesting  Skeletal  Lesions,  Traumatic  and  N on-T raumatic 
Robert  H.  Freiberger,  M.D. 

Section  on  Anesthesiology 

1:.30  Air  Trapping  During  Artificial  Ventilation 
Norman  A.  Bergman,  M.D.,  Portland 

2:40  Total  Respiratory  Compliance  During  Anesthesia 
Charles  L.  Waltemath,  M.D.,  Portland 

Section  on  Pediatrics 

1:30  Some  Aspects  of  Intensive  Neonatal  Care 
Sydney  Segal,  M.D.,  Vancouver,  B.C. 
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2:15  Recent  Trends  in  Management  of  RIjS 
Martin  Lees,  M.D.,  Portland 
Gerda  Benda,  M.D.,  Portland 

3:00  Practical  Application  of  the  Sphingomyelin  Lecithin  Ratio  in  Amniotic  Fluid 
Robert  E.  Thornfeldt,  M.D.,  Portland 
3:30  Recent  Experience  with  Umbilical  Artery  C.atheterization 
Donald  W.  Fortlage,  M.D.,  Salem 
3:50  Panel  Discussion 

Special  Problems  of  the  Newborn 
Moderator:  George  J.  Schunk,  M.D.,  Salem 

Members:  Sydney  Segal,  M.D.;  Martin  Lees,  M.D.;  Gerda  Benda,  M.D.; 
Robert  E.  Thornfeldt,  M.D.;  Donald  W.  Fortlage,  M.D. 

Section  on  Preventive  Medicine 

1:30  The  Environment — Its  Effects  on  Human  Health 
1:35  What’s  With  Our  Water? 

Harold  T.  Osterud,  M.D.,  Portland 
2:00  Does  Haze  Faze  You? 

Mr.  Kenneth  Spies,  Director,  State  Department  of  Environmental  Quality 
2:25  The  Imperceptible  Pollutant,  Ionizing  Radiation 

Mr.  Marshall  Parrott,  Director,  Radiation  Section,  Oregon  State  Board  of 
Health 

3:00  Panel  Discussion 

Who  Shold  Get  Priorities  in  Terms  of  Human  Health? 

Moderator:  John  H.  Donnelly,  M.D.,  Portland 

Members:  Harold  T.  Osterud,  M.D.;  Mr.  Kenneth  Spies;  Mr.  Marshall 
Parrott;  Ronald  A.  Findlay,  M.D. 

7 :00  President’s  Installation  Banquet 

Sunday,  September  26 

8:00  House  of  Delegates  Breakfast  Meeting 


NEW  AMA  AFFILIATES 


Three  Oregonians  were  honored  at  the  Annual  Meeting  of  the  American  Med- 
ical Association,  June  20-24,  in  Atlantic  City.  The  House  of  Delegates  voted  to 
award  affiliate  membership  status  to  Mr.  Robert  L.  Dernedde,  Executive  Direc- 
tor of  the  Oregon  Medical  Association;  Mr.  James  A.  Kronenberg,  Associate 
Executive  Director;  and  Mr.  John  J.  Coughlin,  all  of  Portland.  Mr.  Coughlin,  for 
many  years  legal  counsel  to  OMA,  is  an  honorary  member  of  the  Association. 
Affiliate  membership  is  granted  by  AMA  to  “individuals  who  have  attained  dis- 
tinction in  their  fields  of  endeavor.” 
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Oregon  Medical  Association  President,  Robert  L.  Hare,  makes  special  presenta- 
tion to  Mrs.  G.  Prentiss  Lee  to  note  her  installation  as  President  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association,  following  ceremonies  at  the  AMA 
Annual  Meeting  at  Atlantic  City.  Looking  on  are  Mrs.  Bill  B.  Ferguson,  State 
Auxiliary  President-Elect,  and  Mrs.  Robert  S.  Miller,  President  of  the  Auxiliary  to 
Oregon  Medical  Association.  Mrs.  Lee,  of  Portland,  is  the  first  Oregonian  and  only 
the  second  from  the  Northwest  to  head  the  national  organization. 


Charles  N.  Holman,  Dean  of  the  University  of  Oregon  Medical  School,  holds 
check  for  S 10,775.50  just  presented  to  him  by  Robert  L.  Hare,  President  of  the 
Oregon  Medical  Association.  The  check  represents  total  donations  in  1971  from 
physicians  and  their  wives  earmarked  for  the  University  of  Oregon  Medical  School 
through  the  American  Medical  Association’s  Education  and  Research  Fund.  The 
money  will  supplement  faculty  salaries. 
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A COOPERATIVE  VENTURE 


82nd  W.S.M.A. 

ANNUAL  MEETING 

SEATTLE  AND 
September  19-22,  1971 


25  th  Anniversary 
School  of  Medicine 
University  of  Washington 
September  18,  1971 
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Richard  C.  Greenleaf,  AA.D. 

PRESIDENT 

Washington  State  Medical  Association 
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A 25th  A?iniversary  (Uid  an  82nd  A?i?iual  Meetwg 


Observance  of  the  Twenty-fifth  Anniversary  of  the  University  of  Wash- 
ington School  of  Medicine  will  be  held  in  conjunction  with  the  Eighty 
Second  Annual  Meeting  of  the  Washington  State  Medical  Association.  The 
School  of  Medicine  and  its  Alumni  Association  have  sponsored  three  gen- 
eral and  scientific  speakers  who  will  appear  during  the  WSMA  Annual 
Meeting,  September  19-22,  1971  at  the  Olympic  Hotel,  Seattle. 

As  part  of  the  Twenty-fifth  Anniversary  observance,  there  will  be  an 
open  house  and  program  at  the  Health  Sciences  Building  on  the  University 
of  Washington  Campus  beginning  at  9:00,  Saturday  morning,  September 
18.  Governor  Daniel  J.  Evans  and  University  of  Washington  President, 
Charles  E.  Odegaard,  are  among  the  dignitaries  scheduled  to  appear  on 
the  morning  program. 

A Twenty-fifth  Anniversary  Dinner-Dance  will  be  held  Saturday  evening 
in  the  Washington  Plaza  Hotel,  Seattle.  Additional  information  may  be 
obtained  by  contacting  William  Bulger,  Executive  Secretary,  Medical 
School  Alumni,  Health  Sciences  Building,  E305,  University  of  Washington, 
Seattle,  Washington  98105  (Telephone  543-3620). 

The  Annual  Meeting  of  the  Washington  State  Medical  Association  will 
be  held  at  the  Olympic  Hotel,  Seattle,  September  19-22.  A listing  of  all 
general  and  scientific  guest  speakers  appears  in  this  issue  of  Northwest 
Medicine.  A special  word  of  thanks  goes  to  the  School  of  Medicine  and  its 
alumni  for  sponsoring  the  appearance  of  Senator  Warren  G.  Magnuson, 
Dr.  John  H.  Knowles,  General  Director  of  the  Massachusetts  General  Hos- 
pital, and  Dr.  Louis  Lasagna,  Professor  of  Pharmacology  and  Toxicology 
at  the  University  of  Rochester  (New  York). 

Dr.  Knowles  will  speak  on  'The  Future  of  Health  Care”  during  a general 
session  at  approximately  3:00  p.m.,  Sunday,  September  19,  following  the 
meeting  of  the  House  of  Delegates,  Dr.  Lasagna  will  discuss  “Use  and  Mis- 
use of  Drugs”  during  a scientific  session  from  11:00  a.m.  to  12:00  noon 
on  Monday,  September  20.  Senator  Magnuson  will  speak  on  the  “Future 
Role  of  Government  in  Supporting  Medical  Education,  Research  and  Pa- 
tient Care”  during  a general  session  at  11:00  a.m.,  Tuesday  morning, 
September  21. 

Plan  to  attend  both  the  WSMA  Annual  Meeting  and  the  Twenty-fifth 
Anniversary  Observance  of  the  University  of  Washington  School  of  Medi- 
cine. You  will  find  much  more  of  interest  to  you  than  is  outlined  above, 
and  you  do  not  have  to  be  an  alumnus  of  the  School  of  Medicine  to  attend 
observance  functions,  nor  do  you  have  to  be  a WSMA  member  to  attend 
the  Annual  Meeting  of  Washington  State  Medical  Association  as  a guest. 


Richard  C.  Greenleaf,  M.D.,  President 


n 
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1971  A ?J final  Meeting 
JVashington  State  Medical  Association 

GUEST  SPEAKERS 


The  Washington  State  Medical  Association  appreciates  the  cooper- 
ation of  the  University  of  Washington’s  School  of  Medicine  and  its 
n alumni  for  arranging  the  appearance  of  Senator  Warren  G.  Magnuson, 

Dr.  John  H.  Knowles  and  Dr.  Louis  Lasagna  as  part  of  the  25th  Anni- 
versary observance  of  the  medical  school. 


CHARLES  R.  BAXTER,  M.D., 
Professor  of  Surgery,  University 
of  Texas,  Southwestern  Medical 
School  at  Dallas 

Traumatic  Shock  Treatment  — 
Blood,  Plasma  or  Ringers? 

10:00  Monday,  September  20, 
Spanish  Ballroom 


W.  DUDLEY  JOHNSON,  M.D., 
Associate  Clinical  Professor  of 
Surgery,  Medical  College  of  Wis- 
consin, Milwaukee 
Results  of  Aortocoronary  Saphe- 
nous Autografts 
2:50  Monday,  September  20 
Williamsburg  Room 
3:20  Indications  for  Surgical 
Treatment  of  Coronary  Artery 
Disease  (Whom  Does  the  Sur- 
geon Reject?) 


SIDNEY  R.  GARFIELD,  M.D., 
Oakland,  California,  Director,  Kai- 
ser Foundation  Hospitals,  School 
of  Nursing,  Health  Plan,  Inc., 
Health  Plan  of  Oregon,  and 
Health  Plan  of  Hawaii 
A New  Method  To  Deliver  Health 
Care 

3:20  Tuesday,  September  21, 
Spanish  Ballroom 
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ALBERT  A.  KATTUS,  JR.,  M.D., 
University  of  California  Medical 
Center,  Los  Angeles 

Indications  for  Exercise  Testing 
and  Coronary  Arteriography 
(When  Are  The  History  and  ECG 
Not  Enough?  — What  To  Do 
Next?  ) 

2:00  Monday,  September  20, 
Williamsburg  Room 
The  Pharmacologic  Management 
of  Angina  Pectoris 
2:30  Monday,  Williamsburg  Rm. 

Indications  for  Surgical  Treat- 
ment of  Coronary  Artery  Disease 
(Whom  Does  the  Cardiologist  Re- 
fer?) 

3:10  Monday,  September  20, 
Williamsburg  Room 


LOUIS  LASAGNA,  M.D., 

Professor  and  Chairman  of  the 
Department  of  Pharmacology 
and  Toxicology,  and  Professor 
of  Medicine,  University  of  Ro- 
chester School  of  Medicine  and 
Dentistry,  New  York 
Use  and  Misuse  of  Drugs 

11:00  Monday,  September  20, 
Williamsburg  Room 


JOHN  KNOWLES,  M.D., 

Medical  Director,  Massachusetts 
General  Hospital,  Boston 

Future  of  Health  Care 
3:00  Sunday,  September  19, 
Georgian  Room  I Immediately 
following  House  of  Delegates) 


ARTHUR  S.  KEATS,  M.D. 
Professor  and  Chairman,  Depart- 
ment of  Anesthesiology,  Baylor 
College  of  Medicine,  Houston, 
Texas 

Assuring  the  Airway  and  Ade- 
quate Respiration 
9:3.5  Monday,  September  20, 
Spanish  Ballroom 


WILLIAM  R.  MURRAY,  M.D., 
Associate  Professor,  Orthope- 
dic Surgery,  University  of  Cali- 
fornia School  of  Medicine,  San 
Francisco 

Development  of  the  Total  Hip 
Replacement  Using  Methyl  Metha- 
crylate 

9:00  Tuesday,  September  21, 
Colonial  Room 

Panel  Discussion — Case  Histor- 
ies and  Questions  Concerning  the 
Use  of  Total  Hip  Replacement 
U nits 

10:00  Tuesday,  Colonial  Room 
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SENATOR  WARREN  G. 
MAGNUSON, 

Chairman,  Senate  Commerce 
Committee;  Chairman,  Senate 
Appropriations  Subcommittee 
on  Departments  of  Labor, 
Health,  Education  and  Welfare 

Future  Role  of  Government  in 
Su pporting  Medical  Education.  Re- 
search and  Patient  Care 
11:00  Tuesday,  September  21, 
Spanish  Ballroom 


RICHARD  S.  WILBUR,  M.D., 
Deputy  Executive  Vice  President, 
American  Medical  Association, 
Chicago,  Illinois 

What  Lies  Ahead  for  The  Prac- 
tice of  Medicine 
3:45  Tuesday,  September  21, 
Spanish  Ballroom 


ROBERT  H.  WILLIAMS,  M.D., 
Head,  Division  of  Endocrinology, 
Professor,  Department  of  Med- 
icine, University  of  Washing- 
ton School  of  Medicine,  Seattle 

Recent  Observations  Regarding 
Diabetes 

11:15  Wednesday,  September  22, 
Colonial  Room 


FRANK  P.  PATTERSON,  M.D. 
Professor  and  Chairman,  Divi- 
sion of  Orthopaedics,  Faculty 
of  Medicine,  University  of 
British  Columbia,  Vancouver, 
B.C. 


Follow-up  Study  of  The  McKee- 
Farrar  Total  Hip  Replacement, 
1966-1970.  Vancouver,  B.C. 

9:20  Tuesday,  September  21. 
Colonial  Room 

Panel  Discussion — Case  Histor- 
ies and  Questions  Concerning  the 
Use  of  Total  Hip  Replacement 
Units 

10:00  Tuesday,  Colonial  Room 


A DESK  COPY  OF  THE  GENERAL  AND  SCIENTIFIC 
PROGRAM  MAY  BE  OBTAINED  BY  WRITING  TO 
THE  WSMA  CENTRAL  OFFICE,  444  N.E.  RAVENNA 
BOULEVARD,  SEATTLE  98115.  WSMA  MEMBERS 
NEED  NOT  WRITE  AS  THE  PROGRAM  WILL  BE 
MAILED  TO  ALL  MEMBERS. 


NOTE:  According  to  information  received  at  press  time,  Dr.  Wilbur’s  appointment  as  Assistant  Secretary  of 

Defense  will  prevent  nis  participation,  Frank  A.  Riddick,  Jr,,  M,D,,  New  Orleans,  will  replace  him.  Dr,  Riddick  is  a 
member  of  the  Board  of  Trustees  of  the  American  Society  of  Internal  Medicine  and  Chairman  of  the  ASIM  Research 
and  Development  Council,  Ed, 

564 

Northwest  Medicine,  August,  1971 


SCIENTIFIC  EXHIBITS 


APPLICATIONS  OF  DIAGNOSTIC  ULTRASOUND 
IN  MEDICINE 

Mrs.  Joan  P.  Baker,  M.S.R.,  Paul  S.  Paulson, 
M.D.,  Mrs.  Roselen  R.  Hughes,  R.  EEG.T., 
Miss  Sally  McCarthy,  B.S.,  Seattle 
Ultrasound  is  a relatively  new  method  of  diagnosis 
in  medicine.  It  involves  no  ionizing  radiation.  It  is 
relatively  low  cost,  both  to  the  patient  and  in  capital 
expenditure  for  equipment.  These  procedures  are 
quick  and  easy  to  perform  with  minimum  patient 
discomfort.  They  are  non-invasive  techniques  used  in 
Neurology,  Cardiology,  Obstetrics  and  Gynecology, 
Peripheral  Vascular  Disease,  Oncology  for  abdom- 
inal masses,  and  Urology. 

Pictures  demonstrating  liver  disease,  size  and 
shape  of  the  spleen,  abdominal  aortic  aneurysms, 
pelvic  masses,  mitral  valve  disease,  pericardial  effu- 
sions and  diencephalic  midline  displacements  will 
be  shown. 

ANO-RECTAL  ANOMALIES 

Alexander  H.  Bill,  M.D.,  and  John  Chappell, 
M.D.,  Seattle 

This  exhibit  gives  a description  of  what  is  actually 
seen  in  the  form  of  anorectal  abnormalities  in  in- 
fancy, and  describes  the  associated  anomalies  which 
are  fouad.  There  is  a section  on  embryology.  It 
describes  the  methods  of  diagnosis  that  are  used,  and 
actual  surgical  methods  used  are  shown  by  means 
of  drawings. 

ACOUSTIC  NEUROMA 

John  S.  Hansel,  Jr.,  M.D.,  and  McClure  H.  Hall, 
M.D.,  Seattle 

Acoustic  neuromas  are  being  diagnosed  with  in- 
creasing frequency  and  at  an  earlier  stage  in  their 
development.  Important  in  achieving  this  is  an 
awareness  of  early  signs  and  symptoms.  Once  the 
condition  is  suspected,  precise  clinical  tests,  new 
radiographic  techniques  (tomograms  and  posterior 
fossa  dye  study)  enable  early  confirmation  of  the 
existence  of  this  benign,  but  difficult-to-remove  tu- 
mor, which  arises  in  the  internal  auditory  canal 
and  grows  against  the  adjacent  brain  stem  and 
cerebellum  as  it  enlarges.  Neurosurgical  advances 
include  the  use  of  the  operating  microscope.  This 
enlarges  the  field  of  vision  so  that  the  surgeon  may 
more  easily  preserve  the  facial  nerve  and  separate 
the  tumor  from  the  brain  stem.  With  earlier  diag- 
nosis, these  tumors  can  be  removed  more  safely  and 
with  less  complication  for  the  patient. 

AORTO-CORONARY  VEIN  BYPASS  GRAFTS  IN 
THE  TREATMENT  OF  CORONARY  ARTERY  DISEASE 
Harry  King,  M.D.,  Werner  E.  Samson,  M.D., 
Arthur  M.  Anderson,  M.D.,  John  A.  Mazzarella, 
M.D.,  Jay  C.  Michel,  M.D.,  Robert  F.  Roedel, 
M.D.,  Floyd  A.  Short,  M.D.,  and  James  C. 
Trombold,  M.D.,  Seattle 

Aorto-coronary  bypass  grafts  utilizing  autogenous 
saphenous  veins  have  been  used  to  alleviate  angina 
pectoris  secondary  to  arteriosclerotic  coronary  artery 
disease  in  patients  at  the  Swedish  Hospital  Medical 
Center  during  the  past  year. 

The  exhibit  demonstrates  those  principles  of  pa- 
tient selection  for  coronary  arteriography  and  sur- 
gical treatment  as  well  as  those  conceptual  features 
of  operative  technique  which  the  authors  believe 
have  been  important  in  achieving  the  surgical  alle- 
viation of  angina  pectoris. 


RADIOISOTOPE  CEREBRAL  ARTERIOGRAPHY 
WITH  THE  GAMMA  CAMERA 

Raymond  Marty,  M.D.,  Robert  J.  Griep,  M.D., 
Gary  Wise,  M.D.,  Seattle 

This  study  was  performed  to  determine  whether 
carotid  artery  obstruction  could  be  detected  by  a 
benign  method  which  is  available  in  many  radioiso- 
tope laboratories. 

15  milllcuries  of  Technetium  99m  were  injected 
intravenously  into  42  patients  with  cerebrovascular 
symptoms.  Eight  serial  photographs,  each  of  3 sec- 
onds duration  were  obtained  with  a scintillation 
camera.  Four  vessel  arch  arteriography  was  per- 
formed upon  each  patient. 

In  areas  of  significant  stenosis,  excellent  correla- 
tion was  found  between  this  method  and  radio  con- 
trast arteriography.  False  negative  and  false  positive 
findings  were  minimal.  It  is  concluded  that  intra- 
venous radio  isotope  arteriography  is  a valuable 
screening  method  for  the  detection  of  carotid  artery 
obstruction. 

HYPERTENSION:  THE  CAUSE,  COURSE  AND 
TREATMENT 

Robert  M.  Hegstrom,  M.D.,  Richard  R.  Paton, 
M.D.,  Burton  Orme,  M.D.,  Seattle 
The  educational  value  of  this  exhibit  will  be  three- 
fold. First,  an  attempt  will  be  made  to  point  out  to 
physicians  the  importance  of  early  diagnosis  of  hy- 
pertension with  charts  demonstrating  the  natural 
history  of  untreated  hypertension.  Second,  a j)ath- 
way  of  the  work-up  of  hypertension  starting  with  a 
urinalysis  and  serum  electrolytes  on  down  through 
arteriography  will  explain  the  evaluation  of  the 
hypertensive  patient.  An  attempt  will  be  made  to 
define  the  extent  of  the  hypertensive  work-up  based 
on  the  age  of  the  patient  and  the  severity  of  the 
hypertension.  Third,  treatment  will  be  presented  with 
a discussion  of  the  different  groups  of  antihyperten- 
sive agents,  emphasizing  the  interrelationship  of 
these  agents,  depending  on  the  clinical  assessment 
of  blood  volume. 

CURRENT  CONCEPTS  IN  REVERSIBLE  OBSTRUC- 
TIVE LUNG  DISEASE 

H.  Rowland  Pearsall,  M.D.,  Edward  H.  Morgan, 
M.D.,  and  Mark  A.  Fishman,  M.D.,  Seattle 
This  exhibit  depicts  the  newer  concepts  concern- 
ing the  nature  of  the  allergic  reaction  at  the  level 
of  the  mast  cell  membrane  and  the  effects  of  aller- 
gen hyposensitization  immunotherapy. 

The  etiological  factors  in  mediator  release  from 
mast  cells  are  shown,  as  well  as  the  relationship 
between  the  mediators  and  lung  homeostasis.  The 
concepts  of  the  alpha  and  beta  cell  membrane  recep- 
tors are  shown  as  they  relate  to  the  mechanisms  of 
bronchial  obstruction  and  are  depicted  as  well  as  the 
current  theories  in  regards  to  adrenergic  receptor 
mechanisms. 

A SIMPLE  TECHNIQUE  FOR  SELECTIVE  BRONCHO- 
GRAPHY AND  BRONCHIAL  BRUSH  BIOPSY 
Walter  D.  Schwindt,  M.D.,  Bellingham 
A simplified  technique  for  bronchial  brush  biopsy 
and/or  selective  bronchography  is  demonstrated.  A 
cryothyroid  needle  puncture  is  performed  with  a 
spring  tip  guidewire  and  polyethylene  catheter  in- 
serted. The  appropriate  segmental  bronchus  is  cath- 
eterized  under  fluoroscopic  control.  A selective  bron- 
chogram  or  a brush  biopsy  can  then  be  performed. 
The  procedure  is  rapid,  simple,  and  performed  under 
local  anesthesia,  thus  is  suitable  for  out-patients. 
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STRONTIUM  87m  SCANNING  IN  EVALUATION 
OF  BONE  AND  JOINT  DISORDERS  OF  CHILD- 
HOOD 

Lynn  Staheli,  M.D.,  and  Raymond  Marty,  M.D., 
Seattle 

This  exhibit  consist  of  an  evaluation  of  the  use- 
fulness of  Strontium  S7m  scanning  in  disorders  of 
the  musculoskeletal  system  in  fifty  children.  In  ap- 
proximately thirty  of  these  children,  the  evaluation 
was  for  infection.  The  usefulness  of  Strontium  scan- 
ning in  the  early  diagnosis  of  osteomyelitis  and  sep- 
tic arthritis  will  be  presented  on  one  panel. 

The  second  section  of  the  exhibit  will  include  an 
evaluation  of  the  usefulness  of  Strontium  scanning 
in  evaluation  of  benign  and  malignant  bone  lesions, 
growth  abnormalities,  pseudarthrosis  and  synovitis. 

In  an  additional  section  the  characteristics  of 
Strontium  87m  will  be  presented  to  show  its  useful- 
ness, the  techniques  of  scanning  and  the  dosimetry. 

MAMMOGRAPHY,  SENOGRAPHY  AND  SPECIMEN 
RADIOGRAPHY  IN  THE  MANAGEMENT  OF 
BREAST  DISEASE 

Willis  J.  Taylor,  M.D.,  Thomas  Carlile,  M.D., 
McClure  H.  Hall,  M.D.,  Seattle 
In  the  past  ten  years,  mammography  has  become 
an  accepted,  but  not  sufficiently  widely  used,  diag- 
nostic method  in  detection  and  management  of  breast 
cancer.  Senography,  a recent  technical  advance,  uti- 
lizes a special  molybdenum  water-cooled  x-ray  tube 
with  beryllium  filter  that  appreciably  enhances  de- 
tail in  mammography. 

Specimen  radiography,  conducted  in  surgery  at 
the  time  of  frozen  sections,  localizes  occult  breast 
cancers  manifested  only  by  minute  calcifications  on 
the  mammograms.  In  this  way,  several  cancers  over- 
looked on  the  initial  frozen  sections  have  been  diag- 
nosed at  the  time  of  biopsy.  More  widespread  use  of 
mammography,  Senography,  and  specimen  radiogra- 
phy is  recommended. 

COMPUTER  CONSULTATION  FOR  CLINICAL 
ACID/BASE  AND  ELECTROLYTE  PROBLEMS 

R.  E.  Cutler,  M.D.,  A.  W.  Forrey,  Ph.D,  H.  J. 
Kuhls  and  J.  Nicholas,  Seattle 
The  role  of  computer  technology  in  medical  care 
is  still  a largely  unexplored  area.  This  exhibit  will 
demonstrate  the  use  of  a computer  program  as  a 
consultant  for  acid/base  and  electrolyte  programs. 
With  the  use  of  readily  available  clinical  and  labora- 
tory data,  diagnostic  possibilities  are  presented  and 
a corrective  therapeutic  plan  is  outlined.  The  print- 
out is  detailed  enough  to  instruct  the  user  in  the 
clinical  logic  leading  to  the  diagnostic  and  thera- 
peutic suggestions  which  are  given. 


RECONSTRUCTIVE  SURGERY  IN  THE  HEMOPHI- 
LIAC-THE  IMPORTANCE  OF  BLOOD  FRACTIONS 
Hugh  E.  Toomey,  M.D.,  Seattle 
It  is  hoped  that  more  physicians  will  be  encour- 
aged to  utilize  blood  more  efficiently.  Case  histories 
are  presented  as  illustrative  of  the  magnitude  of 
the  problems  involved  with  reconstructive  surgery 
in  the  hemophiliac. 

SKIN  MANIFESTATIONS  OF  SYSTEMIC  DISEASE 
Kenneth  R.  Wilske,  M.D.,  Robert  Kellum,  M.D., 
Frank  Parker,  M.D.,  Seattle 

The  skin  often  presents  to  the  physician  a first 
line  reflection  of  local  and  systemic  disease.  A prop- 
er recognition  of  these  changes  may  provide  not  only 
an  early  sign  of  disease,  but  be  important  in  identi- 
fying the  correct  underlying  disorder. 

Against  the  central  reference  of  normal  skin,  this 
exhibit  presents  a number  of  commonly  seen  sys- 
temic disease  processes  as  manifested  in  the  skin, 
a recognition  of  which  may  provide  important  diag- 
nostic information  to  the  physician,  and  early  treat- 
ment for  the  patient. 

THE  PATIENT  DATABASE  IN  COMPREHENSIVE 
MEDICAL  SERVICES  (ORGANIZING  FOR  HEALTH 
MAINTENANCE) 

Stephen  R.  Yarnall,  M.D.,  Robert  H.  Barnes, 
M.D.,  Edgar  Ross  and  Jay  S.  Wakefield,  Seattle 
The  role  of  automated  multiphasic  health  testing 
and  the  patient  database  in  problem-oriented  med- 
ical records  and  health  maintenance  will  be  illus- 
trated and  discussed  at  this  exhibit.  Doctor’s  Hospi- 
tal and  University  Hospital  experience  with  problem- 
oriented  records  and  the  usefulness  of  the  patient 
database  in  quality  control  and  continuing  education 
will  be  presented.  Relevance  of  the  database  to  com- 
prehensive medical  services  will  be  discussed. 

TOTAL  HIP  REPLACEMENT 

Walter  F.  Krengel,  Jr.,  M.D.,  Marr  P.  Mullen, 
M.D.,  Ernest  M.  Burgess,  M.D.,  Robert  L.  Ro- 
mano, M.D.,  Iver  W.  Birkeland,  Jr.,  M.D.,  and 
Kenneth  G.  Kay,  M.D.,  Seattle 
This  exhibit  concerns  three  hundred  total  hip  re- 
placements followed  up  to  two  and  one  half  years 
postoperatively.  Included  will  be  the  indications  for 
use  of  the  total  hip  replacement,  and  detailed  results. 
Also  included  will  be  common  pitfalls  and  complica- 
tions of  total  hip  replacement.  These  replacements 
have  all  been  with  methylmethacrylate,  using  both 
the  McKee-Farrar  and  the  Charnley  Muller  pros- 
theses. 


New  Director  at  University  Hospital 

Benjamin  H.  Belknap,  formerly  of  the  Marquette 
University  School  of  Medicine,  is  Medical  Director  of 
the  University  Hospital  and  Assistant  Dean  for  House 
Staff  Affairs,  University  of  Washington  School  of  Med- 
icine. He  assumed  the  position  August  1.  He  is  no 
stranger  to  Seattle,  having  served  his  internship  and 
residency  at  the  University  and  Veterans’  Administra- 
tion Hospitals.  He  left  in  1967  to  accept  position  on 
the  faculty  at  Marquette. 
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NEW  HEALTH  LAWS  EFFECTIVE  IN  AUGUST 


The  Washington  Legislature,  during  the  1971  Session,  enacted  several  new  laws 
affecting  the  practice  of  medicine.  Following  are  descriptions  or  copies  of  new  laws 
covering: 

1.  Mandatory  reporting  of  abused  children; 

2.  Waiver  of  basic  science  examination; 

3.  Certification  of  physicians'  assistants; 

4.  Comprehensive  health  planning  / certification  of  need; 

5.  Immunity  when  bringing  charges  of  unprofessional  conduct  — immunity  of 
review  committee  records; 

6.  Labeling  of  prescription  drugs; 

7.  Physician  trained  mobile  intensive  care  para-medics/immunity  provided  physician 
and  hospitals  when  rendering  emergency  care  and  patient  unable  to  give  consent; 

8.  Statute  of  limitations; 

9.  Workmen's  compensation. 


ABUSED  CHILDREN,  MANDATORY  REPORTING 

HB  305  (Chapter  167,  Laws  1971,  1st  Extraordinary 
Session)  Effective  August  9,  1971. 

Section  1.  Section  3,  chapter  13,  Laws  of  1965  as 
amended  by  section  3,  chapter  35,  Laws  of  1969  ex. 
sess.  and  RCW  26.44.030  are  each  amended  to  read  as 
follows: 

(1)  When  any  practitioner,  professional  school 
personnel,  registered  nurse,  social  worker,  psycholo- 
gist, pharmacist,  clergyman,  or  employee  of  the  de- 
partment of  social  and  health  services  has  reasonable 
cause  to  believe  that  a child  has  died  or  has  had 
physical  injury  or  injuries  inflicted  upon  him,  other 
than  by  accidental  means,  or  is  found  to  be  suffer- 
ing from  physical  neglect,  or  sexual  abuse,  he  shall 
report  such  incident,  or  cause  a report  to  be  made, 
to  the  proper  law  enforcement  agency  or  to  the 
department  of  social  and  health  services  as  provided 
in  RCW  26.44.040. 

(2)  When  a practitioner,  professional  school  per- 
sonnel, registered  nurse,  social  worker,  psychologist, 
pharmacist,  clergyman,  or  employee  of  the  depart- 
ment of  social  and  health  services  is  attending  a 
child  as  part  of  his  regular  duties  and  has  cause  to 
believe  that  such  child  has  died  or  has  had  physical 
injury  or  injuries  inflicted  upon  him  other  than  by 
accidental  means,  or  who  is  found  to  be  suffering 
from  physical  neglect,  or  sexual  abuse,  he  shall  notify 
the  person  in  charge  of  the  institution,  organization, 
school,  or  the  department  or  his  designated  repre- 
sentative, who  shall  report  the  incident  or  cause  such 
reporting  to  be  made  as  provided  in  RCW  26.44.040. 

Section  2.  Section  4,  chapter  13,  Laws  of  1965,  as 
amended  by  section  4,  chapter  35,  Laws  of  1969  ex. 
sess.  and  RCW  26.44.040  are  each  amended  to  read 
as  follows: 

An  immediate  oral  report  shall  be  made  by  tele- 
phone or  otherwise  to  the  proper  law  enforcement 
agency  or  the  department  of  social  and  health  serv- 
ices and  shall  be  followed  by  a report  in  writing. 
Such  report  shall  contain  the  following  information, 
if  known: 

(1)  The  name,  address,  and  age  of  the  child; 

(2)  The  name  and  address  of  the  childs’  parents, 
stepparent,  guardians,  or  other  persons  having  cus- 
tody of  the  child; 

(3)  The  nature  and  extent  of  the  child’s  injury  or 
injuries ; 

(4)  The  nature  and  extent  of  the  child’s  physical 
neglect; 

(5)  The  nature  and  extent  of  the  sexual  abuse; 

(6)  Any  evidence  of  previous  injuries,  including 
their  nature  and  extent;  and 


(7)  Any  other  information  which  may  be  helpful 
in  establishing  the  cause  of  the  child’s  death,  injury, 
or  injuries  and  the  identity  of  the  perpetrator  or 
perpetrators. 

NEW  SECTION.  Section  3.  There  is  added  to 
chapter  26.44  RCW  a new  section  to  read  as  follows: 
Every  person  who  is  required  to  make,  or  to  cause 
to  be  made,  a report  pursuant  to  RCW  26.44.030  and 
26.44.040,  and  who  knowingly  fails  to  make,  or  fails 
to  cause  to  be  made,  such  report,  shall  be  guilty  of 
a misdemeanor. 

WAIVER  BASIC  SCIENCE  EXAMINATION 

HB  379  (Chapter  227,  Laws  1971,  1st  Extra  Ordin- 
ary Session)  Effective  May  21,  1971. 

The  following  preliminary  rules  for  implementa- 
tion of  HB  379  have  been  adopted  by  the  Washing- 
ton State  Board  of  Medical  Examiners: 

Recently  enacted  legislation  modifies  the  require- 
ments for  compliance  with  the  provisions  of  the  Basic 
Science  Act  (RCW  43.74)  for  applicants  for  licensure 
under  RCW  18.71.  This  legislation  does  not  repeal 
the  Basic  Science  Act  nor  does  it  eliminate  the  re- 
quirement for  examination  in  the  subjects  included 
under  that  act.  It  does  permit  the  Board  of  Medical 
Examiners  to  waive  examination  in  those  subjects 
“.  . . . if  in  the  sole  discretion  of  the  Board  the  ap- 
plicant has  successfully  passed  an  examination  that 
is  of  equal  or  greater  difficulty  than  the  examina- 
tion being  waived.”  In  order  to  qualify  for  considera- 
tion under  the  provisions  of  Chapter  227,  .Laws  of 
1971  a medical  school  graduate  must  have  taken  and 
passed  an  examination  acceptable  to  the  Board  in 
the  subjects  included  under  the  Basic  Science  Act. 

In  considering  applications  requesting  waiver  of 
examination  in  the  subjects  covered  under  the  Basic 
Science  Act,  the  Board  of  Medical  Examiners  will 
adhere  to  the  following  definitions  and  rules: 

A.  Definitions 

1) .  The  basic  science  subjects  are  anatomy,  bac- 
teriology, chemistry,  hygiene,  pathology,  and  physi- 
ology. 

2) .  In  evaluating  the  examination  given  by  the 
other  state  boards  of  medical  examiners  or  the 
National  Board  of  Medical  Examiners,  the  follow- 
ing interpretations  will  be  utilized: 

a) .  ‘‘Public  health”  and  “preventive  medicine” 
will  be  considered  to  include  “hygiene.” 

b) .  “Biochemistry”  will  be  considered  to  in- 
clude “chemistry.” 

c) .  “Microbiology”  will  be  considered  to  in- 
clude “bacteriology.” 
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B.  National  Board  of  Medical  Examiners  or  L.M.C.C. 
Reciprocity 

Waiver  may  be  granted  for  the  basic  science  sub- 
jects if  an  applicant  has  successfully  completed  parts 
I and  II  of  the  National  Board  examination  or  has 
passed  the  examination  given  by  the  Licentiate  Med- 
ical Council  of  Canada. 

C.  State  Board  Reciprocity 

1) .  Waiver  may  be  granted  for  the  basic  science 
subjects  if  an  applicant  has  successfully  passed 
an  acceptable  examination  in  those  subjects  given 
by  the  Board  of  Medical  Examiners  of  another 
state. 

2) .  Waiver  may  be  granted  regardless  of  whether 
the  examinations  were  given  by  a separate  Basic 
Science  Examining  Board  or  Committee. 

3) .  Waiver  may  be  granted  regardless  of  whether 
the  subjects  were  included  in  the  basic  science  or 
clinical  part  of  the  examination  given  by  another 
state. 

4) .  In  case  an  applicant  is  applying  for  reciprocity 
from  a state  which  does  not  examine  in  all  of  the 
basic  science  subjects,  waiver  may  be  granted  for 
those  subjects  in  which  the  state  does  examine. 
The  candidate  shall  be  required  to  pass  the  exami- 
nation given  by  the  Washington  Basic  Science  Ex- 
amining Committee,  only  in  those  subjects  in  which 
he  has  not  been  examined. 

5) .  Waiver  will  not  be  granted  on  the  basis  of  in- 
dividual subject  examination  from  more  than  one 
state. 

D.  Washington  State  Basic  Science  Examination 

1) .  Applicants  who  cannot  qualify  under  the  above 
provisions  must  take  the  examination  given  by  the 
Washington  Basic  Science  Examining  Committee. 

2) .  Waiver  will  not  be  granted  by  reciprocity  if 
an  applicant  has  taken  and  failed  the  examination 
given  by  the  Washington  Basic  Science  Examining 
Committee. 

E.  Graduates  of  Foreign  Medical  Schools 

All  graduates  of  foreign  medical  schools  must  suc- 
cessfully pass  the  examination  given  by  the  Wash- 
ington Basic  Science  Examining  Committee,  unless 
they  can  qualify  under  the  provisions  of  Paragraph 
B or  C above. 

F.  Applications  Filed  Prior  to  January  1,  1970 

In  order  for  an  application  filed  prior  to  January 
1,  1970,  to  be  considered  for  action  under  the  provi- 
sions of  Chapter  227,  Laws  of  1971,  a request  for  such 
consideration,  together  with  complete  information 
regarding  the  applicant’s  activities  from  the  time  of 
application  until  the  present,  must  be  filed  with  the 
Division  of  Professional  Licensing. 

CERTIFICATION  PHYSICIAN’S  ASSISTANT 
(MEDEX) 

SB  182  (Chapter  30,  I^aws  1971,  1st  Extra  Ordinary 
Session)  Effective  August  9,  1971. 

NEW  SECTION.  Section  1.  (1)  “Physician’s  assist- 
ant” means  a person  who  is  enrolled  in,  or  who  has 
satisfactorily  completed,  a board  approved  training 
program  designed  to  prepare  persons  to  practice 
medicine  to  a limited  extent: 

(2)  “Board”’  means  the  board  of  medical  exam- 
iners. 

(3)  “Practice  medicine”  shall  have  the  meaning 
defined  in  RCW  18.71.010. 

NEW  SECTION.  Section  2.  The  hoard  shall  adopt 
rules  and  regulations  fixing  the  qualifications  and 
the  educational  and  training  requirements  for  per- 
sons who  may  be  employed  as  physician’s  assistants 
or  who  may  be  enrolled  in  any  physician’s  assistant 
training  program. 

The  board  shall,  in  addition,  adopt  rules  and  regu- 
lations governing  the  extent  to  which  physicians’ 


assistants  may  practice  medicine  during  training 
and  after  successful  completion  of  a training  course. 
Such  regulations  shall  provide: 

(1)  That  the  practice  of  a physician’s  assistant 
shall  be  limited  to  the  performance  of  those  services 
for  which  he  is  trained:  and 

(2)  That  each  physician’s  assistant  shall  practice 
medicine  only  under  the  supervision  and  control  of 
a physician  licensed  in  this  state,  but  such  supervi- 
sion and  control  shall  not  be  construed  to  necessarily 
require  the  personal  presence  of  the  supervising 
physician  at  the  place  where  services  are  rendered. 

NEW  SECTION.  Section  3.  A physician’s  assistant 
as  defined  in  this  1971  act  may  practice  medicine  in 
this  state  only  after  authorization  by  the  board  and 
only  to  the  extent  permitted  by  the  board.  A physi- 
cian’s assistant  shall  be  subject  to  discipline  under 
chapter  18.72  RCW. 

NEW  SECTION.  Section  4.  No  physician  practicing 
in  this  state  shall  utilize  the  services  of  a physician’s 
assistant  without  the  approval  of  the  board. 

Any  physician  licensed  in  this  state  may  apply  to 
the  board  for  permission  to  use  the  services  of  a 
physicians’  assistant.  The  application  shall  be  ac- 
companied by  a fee  of  fifty  dollars,  shall  detail  the 
manner  and  extent  to  which  the  physician’s  assistant 
would  be  used  and  supervised,  shall  detail  the  edu- 
cation, training,  and  experience  of  the  physician’s 
assistant  and  shall  provide  such  other  information 
in  such  form  as  the  board  may  require. 

The  board  may  approve  or  reject  such  applica- 
tions. In  addition,  the  board  may  modify  the  pro- 
posed utilization  of  the  physician’s  assistant,  and  ap- 
prove the  application  as  modified.  No  such  approval 
shall  extend  for  more  than  one  year,  but  approval 
once  granted  may  be  renewed  annually  upon  pay- 
ment of  a fee  of  ten  dollars.  Whenever  it  appears 
to  the  board  that  a physician’s  assistant  is  being  util- 
ized in  a maner  inconsistent  with  the  approval 
granted,  the  board  may  withdraw  such  approval.  In 
the  event  a hearing  is  requested  upon  the  rejection 
of  an  application,  or  upon  the  withdrawal  of  an  ap- 
proval, a hearing  shall  be  conducted  in  accordance 
with  RCW  18.71.140. 

NEW  SECTION.  Section  5.  No  physician  who  uses 
the  services  of  a physician’s  assistant  in  accordance 
with  and  within  the  terms  of  any  permission  granted 
by  the  medical  examining  board  shall  be  considered 
as  aiding  and  abetting  an  unlicensed  person  to  prac- 
tice medicine  within  the  meaning  of  RCW  18.71.020 
or  18.72.030  (13):  PROVIDED,  HOWEVER,  That  any 
physician  shall  retain  professional  and  personal  re- 
sponsibility for  any  act  which  constitutes  the  prac- 
tice of  medicine  as  defined  in  RCW  18.71.010  when 
performed  by  a physician’s  assistant  in  his  employ. 

NEW  SECTION.  Section  6.  No  health  care  serv- 
ices may  be  performed  under  this  chapter  in  any 
of  the  following  areas: 

(a)  The  measurement  of  the  powers  or  range  of 
human  vision,  or  the  determination  of  the  accommo- 
dation and  refractive  state  of  the  human  eye  or  the 
scope  of  its  functions  in  general,  or  the  fitting  or 
adaptation  of  lenses  or  frames  for  the  aid  thereof. 

(b)  The  prescribing  or  directing  the  use  of,  or 
using,  any  optical  device  in  connection  with  ocular 
exercises,  visual  training,  vision  training  or  orth- 
optics. 

(c)  The  prescribing  of  contact  lenses  for,  or  the 
fitting  or  adaptation  of  contact  lenses  to,  the  human 
eye. 

(d)  Nothing  in  this  section  shall  preclude  the  per- 
formance of  routine  visual  screening. 

(e)  The  practice  of  dentistry  or  dental  hygiene  as 
defined  in  Chapter  18.32  and  18.29  RCW  respectively. 
The  exemptions  set  forth  in  RCW  18.32.030,  para- 
graphs (1)  and  (8),  shall  not  apply  to  a physician’s 
assistant. 
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(f)  The  practice  of  chiropractic  as  defined  in 
Chapter  18.25  RCW  including  the  adjustment  or 
manipulation  of  the  articulations  of  the  spine. 

(g)  The  practice  of  chiropody  as  defined  in  chap- 
ter 18.22  RCW. 

NOTE:  Committee  of  Osteopathic  Examiners  may 
certify  physician  assistant  for  osteopathic  physicians. 

COMPREHENSIVE  HEALTH  PLANNING/CERTI- 
FICATE OF  NEED 

HB  553  (Chapter  198,  Laws  of  1971,  1st  Extra  Or- 
dinary Session)  Effective  August  9,  1971. 

(An  analysis  from  the  Legislative  Digest) 

Directs  the  governor  to  select  a single  state  agency 
to  develop  and  administer  a state  comprehensive 
health  planning  program,  and  to  implement  the  pro- 
visions of  this  act.  Provides  for  the  creation  of  a 
state  comprehensive  health  planning  advisory  coun- 
cil to  advise  the  state  planning  agency  on  compre- 
hensive health  planning. 

Provides  for  the  establishment  of  regional  planning 
agencies  and  advisory  councils  to  conduct  health 
planning  for  defined  areas.  Specifies  that  the  ma- 
jority of  the  membership  of  both  the  state  and  re- 
gional advisory  councils  shall  be  consumers. 

Provides  that  construction  or  expansion  of  hos- 
pital or  nursing  homes  facilities  shall  not  be  com- 
menced without  receipt  of  a certificate  of  need,  issued 
according  to  rules  and  regulations  adopted  by  the 
Board  of  Health.  Provides  procedures  for  applica- 
tion for  a certificate  of  need,  and  standards  for  con- 
sidering same. 

Authorizes  injunction  of  violations  or  threatened 
violations. 

Exempts  members,  officers  or  employees  of  a re- 
gional planning  agency  or  advisory  council  from 
liability  for  acts  done  within  the  scope  of  their 
functions  as  such. 

IMMUNITY  WHEN  BRINGING  CHARGES  UNPRO- 
FESSIONAL CONDUCT— IMMUNITY  REVIEW 
COMMITTEE  RECORDS 

HB  351  (Chapter  144,  Laws  1971,  1st  Extra  Ordin- 
ary Session)  Effective  August  9,  1971. 

NEW  SECTION.  Section  1.  There  is  added  to  chap- 
ter 4.24  RCW  a new  section  to  read  as  follows: 

Physicians  licensed  under  chapter  18.71  RCW  or 
chapter  18.57  RCW,  and  dentists  licensed  under  chap- 
ter 18.32  RCW  who,  in  good  faith,  file  charges  or 
present  evidence  against  another  member  of  their 
profession  based  on  the  claimed  incompetency  or 
gross  misconduct  of  such  person  before  a regularly 
constituted  review  committee  or  board  of  a medical 
or  dental  society  or  hospital  whose  duty  it  is  to 
evaluate  the  competency  and  qualifications  of  mem- 
bers of  the  profession,  including  limiting  the  extent 
of  practice  of  such  person  in  a hospital  or  similar 
institution,  shall  be  immune  from  civil  action  for 
damages  arising  out  of  such  activities.  The  written 
records  of  such  committees  or  boards  shall  not  be 
subject  to  subpoena  or  discovery  proceedings  in  any 
civil  action,  except  actions  arising  out  of  the  recom- 
mendations of  such  committees. 

NEW  SECTION.  Section  2.  There  is  added  to 
chapter  4.24  RCW  a new  section  to  read  as  follows: 

Physicians  licensed  under  chapter  18.71  RCW  who, 
in  good  faith,  file  charges  or  present  evidence 
against  another  member  of  their  profession  based  on 
the  claimed  incompetency  or  gross  misconduct  of  such 
person  before  the  medical  disciplinary  board  estab- 
lished under  18.72  RCW  shall  be  immune  from  civil 
action  for  damages  arising  out  of  such  activities. 

LABELING  OF  PRESCRIPTION  DRUGS 

SB  454  (Chapter  99,  Laws  1971,  1st  Extra  Ordinary 
Session)  Effective  August  9,  1971. 

Section  1.  Section  2,  chapter  28,  Laws  of  1939  and 
RCW  18.64.246  are  each  amended  to  read  as  follows: 
_ To  every  box,  bottle,  jar,  tube  or  other  container 


of  a prescription  which  is  dispensed  there  shall  be 
fixed  a label  bearing  the  name  and  address  of  the 
pharmacy  wherein  the  prescription  is  compounded, 
the  corresponding  serial  number  of  the  prescription, 
the  name  of  the  prescribe!',  his  directions,  the  name 
of  the  medicine  and  the  strength  per  unit  dose,  name 
of  patient,  date,  and  initials  of  the  registered  phar- 
macist who  has  compounded  the  prescription,  and 
the  security  of  the  cover  or  cap  on  every  bottle  or 
jar  shall  meet  safety  standards  promulgated  by  the 
state  board  of  pharmacy:  PROVIDED,  That  at  the 
phyician’s  request,  the  name  and  dosage  of  the  drug 
need  not  be  shown.  This  section  shall  not  apply  to 
the  dispensing  of  medicines  to  in-patients  in  hos- 
pitals. 

PHYSICIAN  TRAINED  MOBILE  INTENSIVE  CARE 
PARAMEDICS 

SB  188  (Chapter  305,  Laws  of  1971,  1st  Extra 
Ordinary  Session)  Effective  May  20,  1971. 

Section  1.  Section  14,  Chapter  192,  Laws  of.1909  as 
last  amended  by  section  18,  chapter  199,  Laws  of 
1969  ex,  sess.  and  RCW  18.71.020  are  each  amended 
to  read  as  follows: 

Any  person  who  shall  practice  or  attempt  to  prac- 
tice or  hold  himself  out  as  practicing  medicine  and 
surgery  in  this  state,  without  having,  at  the  time  of 
so  doing,  a valid,  unrevoked  certificate  as  provided 
in  this  chapter,  shall  be  guilty  of  a misdemeanor: 
PROVIDED,  That  nothing  in  this  section  shall  be  so 
construed  as  to  prohibit  or  penalize  emergency  life- 
saving service  rendered  by  a physician’s  trained  mo- 
bile Intensive  care  paramedic,  as  defined  in  section 
2 of  this  1971  amendatory  act,  if  such  emergency  life- 
saving  service  be  rendered  under  the  responsible 
supervision  and  control  of  a licensed  physician.  In 
each  such  conviction  the  fine  shall  be  paid,  when 
collected,  to  the  state  treasurer:  PROVIDED,.  That 
all  fees,  fines,  forfeitures  and  penalties  collected 
or  assessed  by  a justice  court  because  of  the  viola- 
tion of  a state  law  shall  be  remitted  as  provided  in 
chapter  3.62  RCW  as  now  exists  or  is  later  amended. 
The  director  of  licenses  is  authorized  to  prosecute  all 
persons  guilty  of  a violation  of  the  provisions  of 
this  chapter. 

NEW  SECTION.  Section  2.  There  is  added  to  chap- 
ter 192,  Laws  of  1909  and  to  chapter  18.71  RCW  a 
new  section  to  read  as  follows: 

As  used  in  Section  1 of  this  1971  amendatory  act. 
physician’s  trained  mobile  intensive  care  paramedic” 
means  a person  who: 

(1)  has  successfully  completed  an  advanced  first 
aid  course  equivalent  to  the  advanced  industrial  first 
aid  course  prescribed  by  the  Division  of  Safety,  De- 
partment of  Labor  and  Industries;  and 

(2)  is  trained  by  a licensed  physician: 

(a)  to  carry  out  all  phases  of  cardio-pulmon- 
ary  resuscitation; 

(b)  to  administer  drugs  under  written  or  oral 
authorization  of  a licensed  physician;  and 

(c)  to  administer  intravenous  solutions  under 
written  or  oral  authorization  of  a licensed 
physician;  and 

(3)  has  been  examined  and  certified  as  a physi- 
cian’s trained  mobile  intensive  care  paramedic  by  a 
county  health  officer  or  by  the  University  of  Wash- 
ington’s School  of  Medicine  or  by  their  designated 
representatives. 

NEW  SECTION.  Section  3.  There  is  added  to  chap- 
ter 192,  Laws  of  1909  and  to  chapter  18.71  RCW  a 
new  section  to  read  as  follows: 

No  act  or  omission  of  any  physician’s  trained  mo- 
bile intensive  care  paramedic,  as  defined  in  section 
2 of  this  1971  amendatory  act,  done  or  omitted  in 
good  faith  while  rendering  emergency  lifesaving  serv- 
ice under  the  responsible  supervision  and  control  of 
a licensed  physician  to  a person  who  is  in  immediate 
danger  of  loss  of  life  shall  impose  any  liability  upon 
the  trained  mobile  intensive  care  paramedic,  the 
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supervising  physician,  any  hospital,  the  officers,  mem- 
bers of  the  staff,  nurses,  or  other  employees  of  a 
hospital  or  upon  a federal,  state,  county,  city  or  other 
local  governmental  unit  or  upon  other  employees  of 
such  a governmental  unit:  PROV’IDED,  That  this 
section  shall  not  relieve  a physician  or  a hospital 
of  any  duty  otherwise  imposed  by  law  upon  such 
physician  or  hospital  for  the  designation  or  training 
of  a physician's  trained  mobile  intensive  care  para- 
medic or  for  the  provision  or  maintenance  of  equip- 
ment to  be  used  by  the  physician’s  trained  mobile 
intensive  care  paramedics. 

NEW  SECTION.  Section  4.  No  physician  or  hos- 
pital licensed  in  this  state  shall  be  subject  to  civil 
liability,  based  solely  upon  failure  to  obtain  consent 
in  rendering  emergency  medical,  surgical,  hospital, 
or  health  services  to  any  individual  regardless  of  age 
where  its  patient  is  unable  to  give  his  consent  for 
any  reason  and  there  is  no  other  person  reasonably 
available  who  is  legally  authorized  to  consent  to  the 
providing  of  such  care:  PROVIDED,  That  such  physi- 
cian or  hospital  has  acted  in  good  faith  and  without 
knowledge  of  facts  negating  consent. 

STATUTE  OF  LIMITATIONS 

HB  720  (Chapter  80,  Laws  of  1971)  Effective  June 
10,  1971. 

NEW  SECTION.  Section  1.  There  is  added  to  chap- 
ter 4.16  RCW  a new  section  to  read  as  follows: 

Any  civil  action  for  damages  against  a hospital 
which  is  licensed  by  the  state  of  Washington  or 
against  the  personnel  of  any  hospital,  or  against  a 
member  of  the  healing  arts  including,  but  not  limited 
to,  a physician  licensed  under  chapter  18.71  RCW 
or  chapter  18.57  RCW.  chiropractor  licensed  under 
RCW  18.25,  a dentist  licensed  under  chapter  18.32 
RCW,  or  a nurse  licensed  under  chapter  18.88,  or  18.78 
RCW,  based  upon  alleged  professional  negligence 
shall  be  commenced  within  (1)  three  years  from  the 
date  of  the  alleged  wrongful  act,  or  (2)  one  year 
from  the  time  that  plaintiff  discovers  the  injury  or 
condition  was  caused  by  the  wrongful  act.  whichever 
period  of  time  expires  last. 

WORKMEN'S  COMPENSATION 

HB  735  (289,  Laws  of  1971,  1st  Extra  Ordinary 
Session)  The  following  from  a memo  issued  by  the 
Department  of  Labor  & Industries; 

All  doctors  will  be  affected  by  the  comprehensive 
changes  in  the  State’s  workmen’s  compensation  law 
made  by  the  1971  Legislature — regardless  of  whether 
they  treat  workmen’s  compensation  cases. 

Several  changes  in  procedure  will  take  effect 
July  1,  1971,  for  doctors  treating  injured  workmen 
covered  by  industrial  insurance. 

Effective  January  1,  1972,  all  doctors  must  provide 
workmen’s  compensation  coverage  for  their  own  em- 
ployees. Universal  coverage  (with  a very  few  minor 
exceptions)  will  bring  all  employees  in  Washington 
under  the  protection  of  the  reformed  workmen’s 
compensation  law. 

After  July  1,  1971 

The  deadline  for  filing  the  physician’s  portion  of 
the  Accident  Report  Form  will  be  reduced  from  ten 
days  to  five.  Under  the  new  law,  failure  to  report  to 
the  Director  of  Department  of  Labor  and  Industries 


within  five  days  of  the  date  of  treatment  carries  a 
civil  penalty  of  $100.  (Under  the  old  law,  the  penalty 
was  a misdemeanor.) 

Another  change  in  the  new  law  will  allow  quali- 
fied employers  to  insure  their  own  employees  upon 
the  approval  of  the  Director  of  the  Department.  (The 
requirements  for  self-insurance  are  such  only  large 
employers  will  be  able  to  provide  this  type  of  cover- 
age.) However,  if  a physician  treats  an  injured  em- 
ployee of  a self-insured  employer,  the  new  law  re- 
quires that  copies  of  the  physician’s  Report  Form  be 
sent  both  to  the  self-insuring  employer  and  to  the 
Department  of  Labor  and  Industries.  It  will  be  sev- 
eral months  before  the  Department  can  prepare  and 
adopt  regulations  necessary  for  self-insuring  em- 
ployers. Thus,  it  appears  that  it  will  be  early  in 
1972  before  physicians  will  have  to  concern  them- 
selves with  this  occasional  double  reporting  require- 
ment. 

A new  section  added  to  the  law.  Section  53,  will 
affect  all  physicians; 

“Physicians  attending  injured  employees  shall  com- 
ply with  rules  and  regulations  adopted  by  the  direc- 
tor, and  shall  make  such  reports  as  may  be  re- 
quested by  the  department  of  self-insurer  upon  the 
condition  or  treatment  of  any  injured  employee,  or 
upon  any  other  matters  concerning  injured  em- 
ployees in  their  care.  All  medical  information 
in  the  possession  or  control  of  any  person  and 
relevant  to  the  particular  injury  shall  be  available  to 
the  employer  and  the  department,  and  no  person 
shall  incur  any  legal  liability  by  reason  of  releasing 
such  information.’’ 

The  new  law  will  allow  the  Department  to  adopt 
rules  to  define  permanent  partial  disabilities  not 
specified  by  law.  Between  July  and  October,  the 
Department  will  schedule  joint  meetings  including 
the  Medical  Advisory  Board,  the  Board  of  Industrial 
Insurance  Appeals  and  the  Office  of  the  Attorney 
General  to  draft  proposed  rules  in  this  area.  Hope- 
fully, these  will  be  adopted  before  the  end  of  1971. 
After  January  1,  1972 

All  employers,  physician-employers  included,  must 
provide  workmen’s  compensation  coverage  for  their 
employees  (the  few  exceptions  are  in  areas  other 
than  medical  staff  personnel). 

If  a person  employed  by  you  is  injured  on  the  job 
and  if  you  provide  treatment  for  that  injury,  you  will 
be  required  to  fill  out  two  Accident  Report  Forms; 
one  as  an  employer,  and  one  as  the  physician  treat- 
ing the  injury. 

A QUESTION  FREQUENTLY  ASKED;  What  shall 
I do  for  insurance  between  now  and  January  1,  1972? 

There  are  three  possible  courses  of  action:  (1)  You 
may  elect  to  cover  your  employees  with  state  indus- 
trial insurance  voluntarily,  without  waiting  for  the 
mandatory  deadline  of  January  1 ; (2)  You  may  cover 
your  employees  with  a job-injury  insurance  plan 
purchased  through  a private  carrier,  or  (3)  You 
may  choose  to  provide  no  such  coverage  whatever 
until  January  1,  1972.  Between  now  and  January  1, 
there  is  no  provision  of  the  law  which  would  require 
you  to  provide  industrial  insurance  for  your  em- 
ployees. 
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I,  As  adjwncttve  therapy 

DOUBLE  STRENGTH 

Orenzyme 
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One  tablet  q.i.d. 
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Reduces  swelling 
Hastens  healing 
Speeds  recovery 
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Bitabs 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflamn^tion  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  orchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia. or  with  severe  hepatic  or  renal  disease.  Safe  use  In 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
A groups.  (See  Precautions.}  It  is  recommended  that  If  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 
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Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  causes  of  vaginitis 
ore  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination 

AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
1 5.0%,  ollontoin  2.0% 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.03  Gm.,  allantoin  0.14  Gm. 


Contraindications:  Known  sensitivity  to  sulfonomides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticoria  or  other  manifestations  of  sulfonamide  taxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  appllcatorful  or  one  suppository  Introvogl- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  applicotor. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV-IOC  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


A/C 

The  treatment  is  singular 


Washington  Academy  of  General  Practice 

Wayne  B.  Zook,  M.D.,  of  Wenatchee  assumed  the 
office  of  President,  and  Huber  K.  Grimm,  M.D.,  of 
Seattle  was  chosen  President-Elect  at  the  1971  annual 
meeting  of  the  Washington  Academy  of  General  Prac- 
tice held  in  Everett  May  13  to  15. 

David  W.  Rabak,  M.D.,  of  Seattle  was  elected  vice- 
president;  Robert  B.  McLean,  M.D.,  of  Auburn  was  re- 
elected assistant  secretary-treasurer;  Robert  M.  Bond, 
M.D.,  of  Walla  Walla  was  re-elected  as  Speaker,  House 
of  Delegates;  Donald  M.  Keith,  M.D.,  of  Seattle  was 
elected  Trustee  — West  Side  and  James  Park,  M.D.,  of 
Vancouver  was  re-elected  to  fill  the  unexpired  term  of 
Dr.  Rabak;  Lowell  E.  Horlacher,  M.D.,  of  Spokane  was 
elected  Trustee  — East  Side;  Charles  C.  Strong,  M.D., 
of  Vancouver  was  elected  delegate  to  the  American 
Academy  of  General  Practice,  West  Side  for  a two-year 
term,  and  William  F.  Mead,  M.D.,  of  Seattle  was  elec- 
ted alternate  delegate  to  AAGP,  West  Side.  Paul  M. 
Teuffers,  M.D.,  of  Renton  has  one  more  year  to  serve 
as  Secretary-Treasurer  of  the  Washington  Academy. 


Grant  Awarded 

A research  grant  from  the  James  Picker  Foundation 
was  recently  awarded  to  Howard  J.  Ricketts,  M.D., 
assistant  professor  of  radiology  at  the  University  of 
Washington.  This  was  one  of  35  fellowships  and  grants 
to  medical  scientists  for  support  of  research  and  train- 
ing in  radiology  and  nuclear  medicine  for  the  1971- 
1972  academic  year.  Dr.  Ricketts  will  continue  his 
study  on  instantaneous  coronary  blood  flow  and  its 
relationship  to  coronary  collateral  circulation. 


Fellowship  Awarded 

A two-year  fellowship  from  the  Pharmaceutical 
Manufacturers  Association  Foundation  was  recently 
awarded  to  Michael  C.  Lowe,  Ph.D.,  of  the  University 
of  Washington  School  of  Medicine.  He  will  study  the 
mechanisms  involved  in  the  production  of  cardiomyo- 
pathies by  catecholamines. 


573 

Northwest  Medicine,  August,  1971 


IDAHO 


Idaho  Medical  Association -*07  west  bannock  st„  Boise,  Idaho  83702 

PRESIDENT  George  W.  Warner,  M.D.,  Twin  Falls 

SECRETARY  J,  Gordon  Daines,  M.D.,  Boise 

EXECUTIVE  SECRETARY  Mr.  Armand  L.  Bird,  Boise 


79th  Annual  Meeting 


Idaho  Medical  Association  held  its  forty-eighth  an- 
nual meeting  at  Sun  Valley,  September  11-14,  1940, 
initiating  the  series  called  the  most  pleasant  of  all 
medical  meetings.  The  seventy-ninth,  June  30-July  3, 
1971,  was  no  exception.  Once  again  the  weatherman 
smiled,  and  turned  off  incessant  rain  just  in  time  to 
produce  days  and  evenings  that  can  only  be  described 
as  perfect.  His  record,  in  this  regard,  has  been  excel- 
lent since  1940,  with  a chance-of-rain  prediction  that 
must  be  about  five  percent  for  the  series  of  IMA 
meetings. 

Pleasure  was  enhanced  this  year  by  significant  im- 
provement in  management.  A number  of  improve- 
ments in  facilities  have  been  made  by  the  owners  who 
took  over  from  the  Union  Pacific  Railroad  and  some 
difficulties  in  operation  have  been  corrected.  Perform- 
ance of  the  Sun  Valley  staff  was  never  better. 

Two  excellent  changes  were  made  in  the  scientific 
program,  one  a revival  from  past  years.  Except  for  the 


luncheon  part,  the  round-table  discussions  could  very 
well  be  described  as  Clarence  Smith  reported  after  the 
meeting  in  Boise,  August  23-26,  1939,  “A  very  valu- 
able feature  of  the  Idaho  meetings  is  the  custom  of 
holding  round  table  luncheons  with  each  guest  speaker 
presiding  at  his  own  table.  Thus,  during  the  four  days 
of  the  meeting,  those  in  attendance  were  given  the 
opportunity  to  ask  questions  and  obtain  more  intim- 
ate contact  with  the  speakers.” 

Obviously,  program  committees  of  Idaho  Medical 
Association  have  been  steadfast  in  their  determination 
to  provide  the  best  possible  educational  experience 
for  members  of  the  Association.  The  round-table  dis- 
cussions this  year  were  fully  as  valuable  as  they  were 
in  1939. 

Another  change  proved  to  be  the  most  interesting 
feature  of  the  1971  meeting.  Those  who  missed  the 
Saturday  morning  session  on  “What’s  New  in  my 
Field”  missed  an  important  contribution  to  continu- 
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ing  medical  education.  The  material  presented  was 
indeed  new  - and  it  was  intensely  interesting. 

R.  Peter  Beck,  of  Edmonton,  discussed  recent  stu- 
dies of  cervical  cell  dysplasia.  Severity  of  dysplasia 
provides  an  index  to  the  probability  of  carcinoma  — 
from  10  percent  in  mild  dysplasia  to  50  percent  in 
severe  dysplasia.  Recent  studies  of  the  effects  of 
Rhogam  indicate  that  there  is  a 10  percent  chance 
that  it  will  not  prevent  immunization  if  used  after 
delivery.  The  indication  is  for  monitoring  antibody 
development  during  pregnancy.  Experimental  use  of 
F2O.  prostaglandin  has  shown  it  to  be  effective  as  an 
abortifacient  but  the  side  effects  have  been  too  severe 
to  permit  its  clinical  use. 

E.  A.  Mortimer,  Jr.,  summarized  current  informa- 
tion on  the  streptococcus  and  its  role  in  production  of 
rheumatic  fever.  The  study  is  important,  since  there 
are  at  least  2,800,000  individuals  in  the  United  States 
who  have  rheumatic  heart  disease.  The  Group  A strep- 
tococcus has  been  studied  thoroughly.  Its  mode  of 
action  is  not  yet  clear  but  there  are  clues.  Five  dis- 
tinct layers  have  been  identified  in  the  cell  wall  and 
immunity  can  develop  to  specific  constituents  of  some 
of  the  layers.  Some  studies  have  shown  that  muco- 
protein  of  the  cell  wall  and  sarcolemma  of  the  myo- 
fibrils have  common  characteristics  and  will  be  dam- 
aged by  immunity  stimulated  by  the  mucoprotein  of 
the  streptococcus  cell  wall.  Other  studies  indicate 
that  similar  relationships  may  account  for  valve  dam- 
age. There  are  also  some  very  interesting  differences 
between  strep  infections  of  the  skin  and  strep  infec- 
tions of  the  pharynx. 

Leonard  Rosoff  reported  that  40  percent  of  hospi- 
tal admissions  in  the  Los  Angeles  area  are  for  angio- 
graphic studies  and  that  coronary  bypass  is  the  opera- 
tion performed  most  frequently  by  thoracic  surgeons. 
He  suggests  that  saphenous  vein  conservation  should 
be  indicating  increased  use  of  elastic  stockings.  Some 
studies  indicate  the  possibility  that  the  Australia  anti- 


gen may  be  involved  in  primary  carcinoma  of  the  liver. 
Immunotherapy  of  cancer  is  receiving  increased  atten- 
tion. Some  cases  of  carcinoma  of  the  rectum  have 
been  treated  successfully  by  fulguration,  a technic 
promoted  by  the  late  Alfred  Strauss.  Total  parenteral 
alimentation  has  been  helpful  in  healing  intestinal  fis- 
tulas without  surgery.  Intestinal  bypass  has  controlled 
obesity  but  its  use  should  be  confined  to  cases  of 
morbid  obesity.  The  loop  should  begin  precisely 
14  cm  from  the  ligament  of  Treitz  and  end  precisely 
8 cm  from  the  ileocecal  valve. 

William  M.  M.  Kirby,  although  opposed  to  many 
fixed  combinations  of  drugs,  reports  that  synergism 
is  important  in  controlling  bacterial  endocarditis  due 
to  enterococci.  Penicillin  and  streptomycin  are  used. 
Cephalothin  and  carbenicillin  combine  to  control 
gram  negative  and  gram  positive  infections.  Sensitivity 
tests  may  take  48  hours  or  more  but  fairly  good  indi- 
cation of  sensitivity  can  be  obtained  by  organism  typ- 
ing. Bacteroides  infection  is  an  indication  for  use  of 
chloramphenicol  since  95  percent  of  the  strains  are 
sensitive  to  it.  In  amplification  of  his  previous  lec- 
tures, Dr.  Kirby  discussed  removal  of  more  than  100 
fixed  combinations  from  the  market  by  FDA  action. 
Decisions  were  made  in  accord  with  the  Kefauver 
amendments  of  1962,  not  by  any  new  FDA  ruling. 
In  the  Panalba  case  it  was  impossible  to  prove  claims. 
No  one  has  published  data  showing  that  the  combina- 
tion is  more  effective  than  the  two  antibiotics  pre- 
scribed separately. 

social  program 

Social  events  were  those  long  established  as  impor- 
tant elements  of  the  Idaho  Formula  — the  Welcome  to 
Sun  Valley  Party,  the  Annual  Banquet,  and  the  Trail 
Creek  Barbecue.  Sun  Valley’s  own  ice  show  was  en- 
joyed Saturday  evening  by  those  who  stayed  after  the 
official  close  of  the  meeting. 

continued  on  page  578 
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CONTINLN 

Compiled  by  Washington/Alaska  Regional  Medic 


SUBJECT 


FACULTY  SPONSOR 


LOCATION  FOR 


POSTGRADUATE  Practicing  physicians 

PRECEPTORSHIPS; 

HEART  DISEASE, 

CANCER,  NEURO- 
LOGICAL DISORDERS 
AND  OTHER  FIELDS 
BY  ARRANGEMENT 


Washington/Alaska  Re-  Hospitals  in  Seattle,  Physicians 
gional  Medical  Program;  Spokane  and  Tacoma 
Division  of  Continuing 
Medical  Education,  Univer- 
sity of  Washington  School 
of  Medicine;  Washington 
State  Medical  Association 


THE  SURGICAL  PA-  Lucius  Hill,  M.D., 
TIENT;  PRE-OPERATIVE  Chairman 
EVALUATION;  INTRA- 
OPERATIVE EMERGENCIES; 
POST-OPERATIVE  CARE 


Division  of  Continuing 
Medical  Education, 
Virginia  Mason  Medical 
Center,  Seattle 


The  Mason  Clinic 
1111  Terry  Avenue 
Seattle 


Physicians  ( ;nr 

Practitioner 

Surgeons) 


DEPRESSION  William  M.  Womack,  M.D.  Division  of  Continuing  University  Tower  Physicians,  iir« 

Chairman  Medical  Education,  Hotel,  4507  Brooklyn  social  workt 

University  of  Washington  Avenue  N.E.,  Seattle 
School  of  Medicine  98105 


WASHINGTON  STATE  Guest  scientific  speakers  Olympic  Hotel,  Seattle  Physicians 

MEDICAL  ASSOCIATION:  and  Senator  Warren  G. 

ANNUAL  MEETING  Magnuson,  and  John  H. 

Knowles,  M.D.,  Boston 


A CRITICAL  ANALYSIS 
OF  THE  COST- 
EFFECTIVENESS  OF 
MULTIPHASIC  SCREEN- 
ING 


Fred  Gilbert,  M.D., 
Honolulu,  and  other 
physicians  involved 
in  multiphasic  screening 
in  the  U.S.  and  abroad 


Washington/Alaska  Re-  Pacific  Science  Center,  Those  conceec 
gional  Medical  Program;  Seattle  health  evalui or 

Washington  State  Hospital  its  role  in  coor 

Association;  Washington  hensive  patit  c 

State  Society  of  Internal 
Medicine;  International 
Health  Evaluation  Associ- 
ation; University  of  Washing- 
ton School  of  Medicine, 

Division  of  Continuing  Medical 
Education;  Medical  Computer  Services 
Association;  Washington  State 
Medical  Association  Committee 
on  Multiphasic  Screening 


LAPAROSCOPY  IN 
REVIEW 


Kurt  Swolin,  M.D., 
Gothenburg  University, 
Sweden;  Victor  Gomel, 
M.D.,  The  University 
of  British  Columbia 


Departments  of  Obstet- 
rics & Gynaecology, 
The  Vancouver  General 
Hospital  and  The  Univ- 
ersity of  British 
Columbia,  Faculty  of 
Medicine 


Christmas  Seal 
Auditorium 
10th  Avenue  & 
Willow  Street, 
Vancouver,  9 


Obstetricians 


MEDICAL  TELE- 
VISION 


Washington/Alaska 
Regional  Medical 
Program 


Channels:  9,  Seattle  Primarily  for 

47,  Yakima;  7,  Spo-  physicians 

kane;  10,  Pullman; 

10,  Portland 
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fgi  Regional  Medical 

Program,  Mountain  States 

Regional  Medical  Program. 

ei,!Ollment  limit 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Nie 

To  be 

Individually 

arranged 

To  be  individually 
arranged 

None 

Postgraduate  Preceptorships  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  "U"  District  Building, 
Seattle  98105  (206)  543-8525 

ill 

V/2  days 

September  10,  1 1 $35 

September  10  - 

Registration:  8:30  a.m. 
Session:  9:00  a.m.-  5:00  p.m. 
September  1 1 - 

Session:  9:00  a.m.  - 12  noon 

Kenneth  R.  Wilske,  M.D.,  Director  of 
Continuing  Medical  Education, 
Virginia  Mason  Medical  Center, 

1111  Terry  Avenue,  Seattle  981 01 
(206)  MA  3-3700,  ext.  343,  470 

Nie 

1 day 

September  17  $15 

Registration:  8:30  a.m. 
Session:  9:00  a.m.  - 5 p.m. 

Preregistration  requested.  Contact 
Division  of  Continuing  Medical  Educa- 
tion, University  of  Washington  School 
of  Medicine,  Seattle  98195 
(206)  543-1050 

4 days 

September  19-22 

Washington  State  Medical  Association, 
444  N.E.  Ravenna  Boulevard 
Seattle  98115 

Lnited 

2 days 

October  1 , 2 
October  1 - 

Registration:  8 a.m. 
Session:  9 a.m.-  5 p.m. 
October  2 - 

Session:  9 a.m.-  5 p.m. 

$30  Preregistration  requested.  Contact 

Registrants  Division  of  Continuing  Medical 

after  Sept.  24:  Education,  University  of  Wash- 

$40  (fee  includes  ington  School  of  Medicine, 
two  lunches)  Seattle  98195  (206)543-1050 

L imited 


V/2  days  September  23,  24  $40 

September  23  - 

Registration:  8:30  a.m. 


Division  of  Continuing  Education  in 
the  Health  Sciences,  The  University  of 
British  Columbia,  Task  Force  Building, 
Vancouver  8 B.  C.,  Canada 
(604)  228-2626 


25  minutes  Programs  for  1971-72  begin 

September  21 . Telecasts  are  every 
Tuesday  at  7:35  a.m.;  repeat  pro- 
grams at  8:05  a.m.  and  at  10:30 
p.m.  or  11:00  p.m.  (check  local  listing) 
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Two  presidents,  Wesley  W.  Hall,  M.  D.,  President  of  the  American  Medical  Association 
and  Mrs.  G.  Prentiss  Lee,  President  of  the  Woman’s  Auxiliary  to  the  American  Medical 
Association. 


continued  from  page  575  HOUSE  OF  DELEGATES 


There  has  never  been  a shortage  of  wit  in  the  Idaho 
Medical  Association  — and  the  fact  was  made  particu- 
larly evident  at  the  banquet  when  the  inimitable  Gus 
Rosenheim  turned  in  a toastmastering  performance 
that  ranks  with  the  best  in  a long  series  of  pleasant 
affairs.  The  banquet,  held  Thursday  evening,  was  well 
attended  and  thoroughly  enjoyed  by  all. 

special  guests 

Mrs.  G.  Prentiss  Lee,  of  Portland,  who  became 
President  of  the  Auxiliary  to  the  American  Medical 
Association  at  the  AMA  Atlantic  City  meeting,  was 
introduced  by  Mrs.  Ben  Katz,  President  of  the  Idaho 
Auxiliary'  at  a noon  meeting  in  the  Sun  Valley  Opera 
House,  Friday.  She  spoke  eloquently  for  unity  within 
the  profession,  using  the  storj'  of  the  father  and  the 
seven  sons  who  could  not  break  a bundle  of  sticks,  but 
could  break  them  one  by  one.  With  excellent  delivery, 
she  made  it  an  effective  illustration  of  the  point  she 
wished  to  make. 

President  Tregoning  introduced  Wesley  W.  Hall,  no 
stranger  to  Idaho  physicians.  Dr.  Hall,  long  active  in 
the  AMA,  was  inaugurated  as  the  126th  President  at 
the  Atlantic  City  meeting.  He  has  been  serving  Ameri- 
can physicians  in  a long  list  of  positions  for  the  past 
23  years.  His  talk  was  delivered  informally  and  warm- 
ly, much  as  he  might  express  himself  in  relaxed  con- 
versation with  a close  friend.  He  looked  at  the  Ameri- 
can scene,  expressed  his  concern,  and  followed  with 
comments  on  what  medical  organization  means  to 
him  and  what  it  can  mean  to  every'one.  He  leaves  no 
doubt  about  his  qualities  of  leadership,  or  the  fact 
that  it  will  be  forthright  and  sincere. 


Business  of  the  House  was  handled  easily  in  two 
sessions,  although  there  was  more  work  than  had  been 
anticipated.  The  interim  session  of  the  House,  last 
February,  was  planned  to  ease  the  load  for  the  annual 
session  but  the  effect  was  hardly  noticeable  at  Sun 
Valley.  Efficient  staff  work  facilitated  discussion  in 
spite  of  the  unanticipated  increase  in  material  prepar- 
ed for  consideration  by  the  delegates.  Quality  of  de- 
bate was  high  and  procedure  was  well  controlled  by 
the  Speaker,  James  R.  Kircher.  Much  non-essential 
procedure  was  eliminated. 

Idaho’s  reference  committee  hearings  are  unique  in 
that  they  are  held  in  sequence,  with  all  delegates  pres- 
ent. They  constitute  the  second  half  of  the  first  ses- 
sion of  the  House.  This  has  the  disadvantage  of  large- 
group  inhibition  of  discussion  but  the  very  distinct  ad- 
vantage of  permitting  each  delegate  to  hear  all  discus- 
sions of  reports  and  resolutions.  It  operates  well  in 
Idaho.  The  House  accepted  a number  of  reports  with- 
out discussion. 

The  Public  Health  Committee  anticipates  closer  co- 
operation with  the  Department  of  Health  through 
better  organization  of  Department  activities,  creation 
of  District  Boards,  and  better  means  of  communica- 
tion with  the  Board  of  Health.  Three  physicians  are 
now  members  of  the  Board. 

Report  of  the  Legislative  Committee  indicated  that 
a great  deal  of  work  had  been  done  during  the  legisla- 
tive session  and  that  many  physicians  had  participated. 
John  A.  Edwards,  a member  of  the  House  of  Repre- 
sentatives was  commended  for  his  work  as  a legislator 
and  for  his  contribution  in  providing  medical  care  to 
other  legislators  in  the  Legislative  Dispensary. 

The  Red  Cross  Blood  Program  Advisory  Committee 
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James  R.  Kircher,  Speaker  of  the  House  of  Delegates. 


deplored  the  excessive  blood  outdaring  in  the  Boise 
region,  some  of  the  problem  being  attributed  to  pro- 
viding total  supply  to  a number  of  small  hospitals. 

The  Medical  Practice  Act  Review  Committee  re- 
ports that  the  1969  amended  act  is  working  well.  The 
Board  of  Medicine  was  commended  for  handling  of 
disciplinary  matters  as  well  as  efficiency  in  licensing 
of  physicians.  There  are  1,097  medical  doctors  licens- 
ed in  Idaho,  three  osteopathic  physicians  and  surgeons 
and  52  osteopathic  physicians  — total  1,152.  The 
MEDEX  program  was  examined  carefully  but  no  legis- 
lation was  proposed  for  the  present  time. 

The  Nurses  Association  Advisory  Committee  has 
worked  for  several  years  in  producing  statements 
about  nursing  practice  but  has  withheld  publication 
because  of  legal  considerations.  With  passage  of  HB  46 
by  the  1971  Legislature,  permitting  development  of 
rules  for  giving  increased  responsibility  to  nurses,  the 
statements  are  expected  to  be  valuable.  Two  nurses 
trained  to  be  physicians’  assistants  are  now  working  in 
Idaho,  at  Cambridge  and  Council.  The  Committee  is 
concerned  about  the  tendency  for  nurse  organizations 
to  desire  independence  from  the  medical  profession 
and  for  nurses  to  submit  separate  bills  for  their  serv- 
ices. 

The  Indian  Health  Advisory  Committee  has  been 
active  and  commends  tbe  mental  health  activity  at 
Fort  Hall.  It  is  unlikely  that  Indian  children  will  be 
given  orthodontic  care  by  the  federal  Division  of  Indi- 
an Health  in  the  near  future.  A new  clinic  has  been 
planned  for  Lapwai,  with  proposed  opening  date  of 
1 July  1971. 

The  Professional  Assistants  Development  Commit- 
tee conducted  a survey  to  determine  interest  of  Idaho 
physicians  in  the  MEDEX  program,  after  thorough 
study  of  it.  Eight  physicians  expressed  strong  interest, 
24  requested  more  information  and  seven  indicated 
possible  future  interest.  The  Committee  has  agreed  to 
become  an  integral  part  of  administration  of  the 
MEDEX  program  and  has  selected  three  physicians  to 
become  preceptors.  They  are  Frank  J.  Coram  and 
C.  J.  Edwards  of  Bonners  Ferry  and  C.  Stamey  English 


of  Lewiston.  (They  were  involved  in  the  three  month 
indoctrination  course  for  medex  in  Seattle.  The  med- 
ex  completed  their  preliminary  training  and  joined 
their  Idaho  preceptors  6 May  1971.  Ed.) 

The  Committee  has  also  investigated  the  possibil- 
ity of  nurses  becoming  physicians’  assistants  and  has 
agreed  to  support  nurses  in  changing  the  Nurse  Prac- 
tice Act.  This  agreement  was  helpful  in  bringing  the 
two  nurses  to  the  Cambridge-Council  area  after  they 
had  been  given  a four-month  course  at  Stanford.  The 
Committee  intends  to  eontinue  its  activity  with  the 
MEDEX  program  and  with  the  program  of  training 
nurses  as  physicians’  assistants.  Legislation  will  be 
approached  with  caution  until  the  place  of  physicians’ 
assistants  is  better  developed  and  understood. 

The  Special  Insurance  Committee  recommends  that 
it  be  made  a standing  committee,  with  regularly  sched- 
uled meetings.  Currently  it  is  working  closely  with 
the  Perry  Agency  in  developing  the  program  with  the 
Argonaut  Insurance  Company.  The  Committee  urges 
members  of  IMA  to  participate  in  the  Argonaut  pro- 
gram for  a number  of  reasons.  The  Committee  will 
issue  reports  to  membership  as  data  become  available. 

The  Budget  and  Finance  Committee  sees  need  for 
long  range  planning  and  suggests  that  it  receive  respon- 
sibility for  that  activity.  The  Committee  has  studied 
its  real  estate  investment  in  Boise  and  has  considered 
alternatives  for  most  beneficial  use. 

The  Publication  Committee  reported  continuing 
decline  in  advertising  revenue,  with  the  consequence 
that  a dues  increase  for  support  of  Northwest  Medicine 
will  be  inevitable,  if  the  decline  continues.  The  Com- 
mittee requests  constructive  criticism  to  improve  the 
quality  of  the  journal. 

The  Idaho  Medical  Political  Action  Committee 
urges  increased  participation  by  members  of  IMA.  The 
Committee  arranged  a special  breakfast  meeting  dur- 
ing the  Annual  Meeting  to  provide  information  on 
Committee  activities.  (Hoyt  D.  Gardner  gave  an  excel- 
lent discussion  of  the  need  for  physician  activity  in 
politics,  spicing  his  remarks  with  his  own  brand  of  wit. 
His  remarks  were  well  received.  Congressman  James  A. 
McClure  also  attended  tbe  meeting  and  gave  his  sincere 
thanks  to  the  physicians  of  Idaho  for  their  support. 
His  views  coincide  with  those  of  the  majority  of  physi- 
cians. Ed.) 


Hoyt  D.  Gardner,  Chairman,  Board  of  Directors,  AMPAC, 
and  Wesley  W.  Hall,  President,  American  Medical  Association. 
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At  the  IMP  AC  breakfast  meeting:  Wesley  W.  Hall,  AMA  President,  Mr.  James  A.  McClure,  Idaho  Representative  in  Con- 
gress, Hoyt  D.  Gardner,  Chairman,  Board  of  Directors,  AMP  AC,  and  James  J.  Coughlin,  Chairman,  Board  of  Directors. 


The  Cancer  Society  Advisory’  Committee  has  stud- 
ied the  problems  involved  in  routine  Pap  smears  on 
hospital  admission  and  urges  increased  physician  inter- 
est in  the  procedure.  The  Committee  also  recom- 
mends inclusion  of  proctosigmoidoscopic  examination 
in  physical  examination  of  patients  of  40  years  of  age 
and  older.  The  Committee  also  supports  the  “Reach 
to  Recovery'”  program  for  mastectomy  patients  and 
feels  that  more  physicians  should  be  made  aware  of  it. 

Report  from  the  State  Board  of  Medicine  was  com- 
mended by  the  reference  committee  and  accepted  by 
the  House.  The  Board  has  regularly  scheduled  meet- 
ings and  held  a special  meeting  November  14,  1970, 
to  consider  changes  in  its  rules  and  regulations.  With 
enactment  of  HB  46  by  the  1971  Legislature,  the 
Board  has  the  additional  responsibility  of  determining 
the  extent  to  which  nurses  may  go  in  therapeutic  and 
corrective  measures.  The  Board  has  become  more 
flexible  in  accepting  new  types  of  training  of  physi- 
cians and  will  be  able  to  handle  problems  associated 
with  education  and  training  such  as  proposed  in  the 
WAMI  method.  The  Board  has  adopted  the  Federation 
Licensing  Examination  (FLEX)  as  a standard  with 
which  to  test  qualification  of  applicants  for  license  in 
Idaho.  The  Board  also  handles  registration  of  physical 
therapists. 

Martha  Jones’  report  on  the  WICHE  Student  Ex- 
change Program  was  accepted  with  an  expression  of 
concern  about  rising  costs  and  the  necessity  for  the 
Association  and  legislators  to  seek  solutions  to  the 
problem  of  educating  young  professional  people. 
Current  enrollment  is  120,  with  an  annual  cost  of 
$303,034.  Of  this  total,  $156,000  is  for  53  medical 
students.  For  the  1971-72  school  year,  medical  stu- 
dents have  been  accepted  as  follows:  University  of 

Oregon,  5;  University  of  Washington,  5;  University  of 
Utah,  5;  University  of  Colorado,  4;  University  of  Ari- 
zona, 1;  University  of  Hawaii,  1;  University  of  Calif- 
ornia, Los  Angeles,  1;  Washington  University,  St. 
Louis,  2;  University  of  Rochester,  New  York,  1. 


resolutions 

By  adoption  of  resolutions  the  Idaho  Medical 
Association: 

1.  Will  negotiate  a new  fee  schedule  with  the  Idaho 
State  Industrial  Accident  Board,  based  on  a relative 
value  guide. 

2.  Amended  bylaws  to  create  a standing  commit- 
tee, the  Special  Insurance  Committee.  Each  Councilor 
District  will  be  represented  by  at  least  one  member  on 
the  Committee.  Quorum  will  be  no  less  than  five 
members  of  the  committee  of  seven. 

3.  Will  urge  legislation  requiring  a certificate  of 
need  before  construction  of  new  health  service  facili- 
ties. (After  extensive  debate  this  resolution  was  adop- 
ted by  vote  of  29  for  — 28  against.) 

4.  Will  make  an  effort  through  the  Department  of 
Public  Assistance,  the  Legislature,  or  the  Office  of  the 
Governor,  to  rectify  the  present  inequity  in  fees  paid 
for  medical  care  rendered  to  Medicaid  recipients.  Re- 
port is  to  be  made  to  the  House  at  the  next  session. 

5.  Will  urge  merger  of  the  North  and  South  Idaho 
Medical  Service  Bureaus. 

6.  Will  study  the  California  Relative  Value  Fee 
Schedule  with  endorsement  in  view. 

7.  Will  donate  $1,000  to  the  WAMI  program  of 
medical  education. 

8.  Will  urge  the  State  Board  of  Health  to  employ 
only  licensed  physicians  in  state  institutions. 

9.  Will  change  wording  in  the  first  paragraph  of  the 
guidelines  for  peer  review  committees  to:  “Peer  review 
committees  have  been  established  in  Idaho  to  assure 
high  quality  and  proper  utilization  of  physician  gener- 
ated and  physician  ordered  services  and  the  charges 
for  such  services.” 

10.  Will  support  U.  S.  Senate  Amendment  215  per- 
mitting physicians  to  qualify  for  exemption  from  mili- 
taty  service  if  they  serve  for  four  years  in  rural  or 
ghetto  areas  where  physician  shortage  exists.  Senator 

continued  on  page  584 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep-. 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the' 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN^ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 

DBr-TD 

(phenformin  HCl) 

^ timed-disintegration  capsules  50  mg.  / 


THstinctive 

Oral 

<3^po§fcemk 


not  a sulfonylurea 


Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 


Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


I 


DBm) 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  ^ 


I 

I 

I 


Mio  prescribe  DBP-TD  (phenformin  HCl) 
i^rt  with  DBI-TD 

I Week  1 1 capsule  with  breakfast  may  be  ef- 
I fective,  or  a second  capsule  may  be 

I given  with  the  evening  meal. 

I Week  2 Continue  effective  DBI-TD  dosage. 

I If  necessary,  add  an  additional  cap- 

' sule  to  the  A.M.  or  P.M.  dose. 

■ ! There-  Continue  effective  DBI-TD  dosage. 

I after 

i 

I 

I 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


I 

I 

littions:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
e )rimary  and  secondary.  Contraindications:  Diabetes  mel- 
tE  lat  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
J omplicated  and  well  regulated  on  insulin;  acute  compli- 
3i5  of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
!T  ; surgery;  severe  hepatic  disease;  renal  disease  with 
II 3;  cardiovascular  collapse,  after  disease  states  associated 
t|/poxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 

) adequate  data  on  the  effects  of  DBIon  the  human  fetus 
ailable,  such  use  can  be  considered  experimental.  Pre- 
ns:  Starvation  Ketosis,  which  must  be  differentiated 
ni'insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
sle  of  relatively  normal  blood  and  urine  sugar,  may  result 
r excessive  DBI  therapy,  excessive  insulin  reduction  or 
ticient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
I'l  dosage,  or  supplying  carbohydrates,  alleviates  this 
t DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
CD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
»;nded  in  the  presence  of  azotemia  or  in  any  clinical  situa- 
Tiat  predisposes  to  sustained  hypotension  that  could  lead 
I'ic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
t is  recommended  that  periodic  determinations  of  ketones 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare,  / 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


(E) 
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Jordan  is  to  be  informed  of  this  support. 

A long,  involved  resolution  dealing  with  consent, 
confidentiality  and  other  matters  with  legal  implica- 
tions, was  referred  to  the  Officers  and  Councilors  for 
study.  Results  of  the  study  are  to  be  reported  to  the 
House  at  the  next  session. 

Two  resolutions  regarding  election  of  officers  were 
referred  to  the  Bylaws  Committee  with  recommenda- 
tion that  the  Committee  re-evaluate  the  number  and 
composition  of  the  Councilor  Districts  and  the  means 
to  assure  democratic  rotation  of  the  presidency  and 
elections  of  officers.  The  Committee  is  to  report  to 
the  next  session  of  the  House. 


The  House  rejected  a resolution  that  called  for  dis- 
solution of  the  Idaho  Bureau  of  Drug  Control. 

election 

George  W.  Warner,  Twin  Falls,  assumed  the  Presi- 
dency and  John  E.  Comstock,  Pocatello  was  named 
President-Elect.  J.  Gordon  Daines,  Boise,  continues 
as  Secretary-Treasurer.  New  councilors  are  R.  George 
Wolff,  Caldwell,  District  2,  and  Ronald  K.  Lechelt, 
Idaho  Falls,  District  4. 

AMA  Delegate,  Donald  K.  Worden,  Lewiston,  and 
Alternate  Delegate,  A.  Curtis  Jones,  Boise,  were  re- 
elected. Paul  F.  Miner,  Boise,  was  re-elected  to  a three 
year  term  on  the  Publication  Committee. 


RESOLUTION  6,  adopted  by  the  AMA  House  of  Delegates,  June,  1971 

Resolved,  That  the  American  Medical  Association  urge  all  physicians  to  limit  their 
use  of  amphetamines  and  other  stimulant  drugs  to  specific,  well-recognized  medical  in- 
dications, and  be  it  further 

Resolved,  That  the  American  Medical  Association  support  the  proposal  of  the  Bureau 
of  Narcotics  and  Dangerous  Drugs  to  transfer  Amphetamine  and  Methamphetamine  and 
their  Salts,  Optical  Isomers  and  Salts  of  their  Optical  Isomers  from  Schedule  III  to  Sched- 
ule II  published  in  the  May  26,  1971  Federal  Register. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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CLASSIFIED  ADVERTISEMENTS 

All  classined  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  he  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  thejournal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GP  OR  SPECIALIST  NEEDED-E  xcellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


GENERAL  PRACTITIONER,  SPECIALIST  -Or both, 

urgently  needed  for  Genesee,  Idaho.  Death  of  physician  left 
area  of  3,200  without  an  M.D.  9-room  suite  available,  mer- 
chants will  support.  Write  or  call  Mr.  Leroy  V.  Harris,  Bus. 
Mgr.  Genesee  Medical  & Dental  Assoc.,  Box  85,  Genesee, 
Idaho  83832,  phone  (208)  285-2793. 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 
or  eligible.  110  man  clinic  of  specialists  associated  with  250- 
bed  hospital.  10  man  department.  Starting  income  $30,000 
per  annum  with  annual  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Department  of  Obstetrics-Gynecology. 
The  Permanente  Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore. 
97217 


INTERNIST  PEDIATRICIAN  - To  associate  with  five 
other  internists  and  two  other  pediatricians  in  13  member 
multispecialty  group  in  north  Texas  university  city  of  over 
100,0()0.  Beginning  guarantee  of  $25,000  plus  bonus  and 
liberal  fringe  benefits  and  time  off.  Newly  decorated  clinic 
located  within  one  block  of  hospitals.  A good  place  to  live 
and  raise  a family.  Contact  D.  F.  Terry,  M.D.,  Medical  & 
Surgical  Clinic,  1518  Tenth  St.,  Wichita  Falls,  Texas  76301 


SITUATION  WANTED 


UROLOGIST,  34,  BOARD  ELIGIBLE  — Wants  to  relo- 
cate in  a progressive  community,  population  less  than 
100,000;  preferably  a University  town.  Solo  or  loose  affilia- 
tion. Send  full  details  to  Box  31-B,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.  98121. 


FOR  SALE 


FOR  SALE-  One  membership  in  Eastern  Washington  Hunt 
Club.  700  plus  acres,  all  under  irrigation,  200  cattle,  buildings, 
2 miles  of  waterfront  on  Moses  Lake.  Excellent  pheasant, 
duck,  and  goose  hunting.  Contact  Warren  J.  Kraft,  M.D., 
820  North  Chelan  Street,  Wenatchee,  Washington  98801. 


OFFICE  SPACE 


OFFICE  IN  BELLINGHAM  MEDICAL  CENTER  - 

for  sale  or  lease.  Ground  floor,  1,300  sq.  ft.  Air  Con- 
ditioned. Generous  starting  arrangements.  Contact  Dr. 
Pratum  at  (206)  733  - 7360  or  at  Bellingham  Medical  center, 
Bellingham,  Wa.  98225. 


OFFICE  SPACE  FOR  LEASE  — Beacon  Hill,  1,000  sq. 
ft.,  newly  decorated.  Seattle  RO  2-4040. 


MEDICAL  OFFICE  FOR  LEASE— Option  to  buy.  Write 
Mrs.  Powell  B.  Loggan,  2621  Cascade  Way,  Longview,  Wa. 
98632. 


CONTINUING  MEDICAL  EDUCATION 


PHONOCARDIOGRAPHY  PULSE  TRACINGS  - 
Vector-cardiography,  A Workshop.  This  is  an  exten- 
sive four-day  program  covering  in  detail  the  field  of 
phonocardiography  and  pulse  tracings  and  vectorcardi- 
ography. Emphasis  will  be  placed  on  the  values  and 
limitations  of  these  techniques  and  related  areas  as  ap- 
plies to  the  patient's  diagnostic  problems.  Two  days 
will  be  dedicated  to  phonocardiography  and  pulse 
tracings  and  two  days  for  vectorcardiography.  The 
morning  sessions  will  be  devoted  exclusively  to  indi- 
vidual analysis  of  tracings  by  the  participants  under 
the  orientations  of  the  local  and  guest  faculties.  This 
program  is  extended  for  those  who  wish  a close  and 
detailed  exposure  to  the  values  and  the  limitations  of 
these  techniques.  Presented  by:  The  American  College 
of  Cardiology  and  Institute  for  Cardiovascular  Diseas- 
es, Good  Samaritan  Hospital,  Phoenix,  Arizona;  at; 
Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona. 
Program  Director:  Alberto  Benchimol,  M.D.,  Director, 
Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital.  Guest  Speaker:  Bernard  L.  Segal,  M.D.,  as- 
sociate Professor  of  Medicine,  Hahnemann  Medical 
College  and  Hospital,  Philadelphia,  Pa.  For  information 
concerning  the  program,  write  Mr.  William  Nelligan, 
Executive  Director,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014. 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  1 2 rolls. 
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ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Lou»s.  Missouri  63102 
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Meetings  OF  MEDICAL  SOCIETIES 


AM  A Annual  — June  18-22,  1972,  San 
Francisco 

AM  A Clinical  - Nov.  28-Dec.  1,  1971, 
New  Orleans 

American  College  of  Obstetricians  and 
Gynecologists  — Dist.  VIII,  Annual 
Meeting,  Sept.  29-Oct.  2,  1971,  Hilton 
Hotel,  Portland 

Oregon  Medical  Association  — Annual 
Aleeting,  Sept.  22-26,  1971,  Hilton 
Hotel,  Portland 

Washington  State  Medical  Association  — 
Annual  Meeting,  Sept.  19-22,  1971, 
Seattle 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

American  Gastroenterological  Associa- 
tion — Regional  Postgraduate  Day, 
Oct.  23,  1971,  Portland 
Chairman,  John  A.  Benson,  Portland 

Northwest  Physical  Medicine  and  Reha- 
bilitation — Annual  Meeting,  May, 
1972,  Monterey,  California 
Pres.  George  Peirson,  Portland 
Sec.  Yukio  Kumasaka,  Seattle 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.  Gilbert  Fade,  Seattle 
Sec.  William  C.  S.  Graham,  New  West- 
minster, B.  C. 

Northwest  Rheumatism  Society  — Joint 
Meeting,  tentative  date,  Oct.  21-23, 

1971,  San  Francisco 

Pres.  Kenneth  R.  Wilskie,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

West  Coast  Allergy  Society  — Annual 
Meeting,  Oct.  28-30,  1971,  Sheraton 
Motor  Inn,  Portland 
Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  Phoenix 

OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 

1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kage,  Portland 

Oregon  Academy  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan. -Nov. 
Pres.  Richard  A.  Lalli,  Portland 
Sec.  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-.Apr.,  Oct., Nov.). 

Pres.  Joyle  Dahl,  Portland 

Sec.  Richard  A.  Romaine,  Portland 


Oregon  District  Branch  of  American  Psy- 
chiatric Association— (Jan.,  Apr., Oct.). 
Pres.  William  Thompson,  Portland 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
meeting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society  — 2nd  Wed. 
(Oct. -Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct.,Nov.,Jan.,  through 
May),  Heathman,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy  — Northwest 
Forum,  Annual  Meeting,  Sept.  24, 
1971,  Hilton  Hotel,  Portland 
Pres.  John  L.  Stevenson,  Jr.,  Portland 
Sec.  Robert  L.  Cutter,  Bend 

Oregon  Society  of  Anesthesiologists,  Inc. 
—3rd  Fri.  (Oct.- April)  Portland.  May, 
Salishan,  Sept.,  Village  Green. 

Pres.  Bruce  A.  Peters,  Portland 
Sec.  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis  — Con- 
gress Hotel,  Fourth  Fri.,  SepU-May, 
except  Nov.  , Third  Friday. 

Pres.  Oloff  Hansen,  Vancouver 
Sec.  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Academy  of  Psychiatry  — 4th 
Tues.  (Jan.-May,  Sept. -Nov.). 

Pres.  Ira  Pauly,  Portland 

Sec.  Rocca  Garofalo,  Wilsonville,  Ore. 

WASHINGTON 

King  County  Academy  General  Practice— 
4th  Mon.  (except  June,  July,  Aug., 


Dec.)  6:30  P.M.,  College  Club 
Pres.  James  Dahlen,  Seattle 
Sec.  Robert  McClean,  Auburn 

Puget  Sound  Academy  of  Ophthalmology 
—3rd  Tues.  (Oct.-April)  Annual  Meet- 
ing,Jan.  14-15,  1972,  Washington  Pla- 
za Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Gynecological  Society— 3rd  Wed., 
(except  June,  July,  Aug.,  Sept,  Dec.). 
Pres.  Joe  Griffin,  Seattle 
Sec.  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May)  Annual  Meeting,  Jan.  21 
-22,  Seattle 

Pres.  Dean  Parker,  Seattle 
Sec.  Karl  J.  May,  Seattle 

Spokane  Surgical  Society  — Quarterly. 
Pres.  Edward  Johnson,  Spokane 
Sec.  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine  — 
4 th  Tues. 

Pres.  James  Billingley,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  Tliurs.  (Sept-June).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  State  Radiological  Society  — 
Sept,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.  Edward  C.  Smith,  Spokane 
Sec.  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar.,June,Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept-May). 

Pres.  Paul  Rider,  Yakima 
Sec.  Lincoln  Ries,  Yakima 
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ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  President 
Peter  Tighe,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
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to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 
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Charles  S.  Belknap,  M.D. 
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A triumph  over 
trichomoniasis 

The  male  urogenital  tract  is 
jby  far  the  main  source  of 
reinfection  in  trichomonal 
vaginitis. 

It  follows  that  neglecting 
1 to  treat  infected  male  partners 
} of  women  with  trichomonal 
|j  vaginitis  invites  therapeutic 
h failure. 

1 Just  as  Flagyl  is  the  best 
^ agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
. eradicating  demonstrated 
: trichomonal  infection  in  men. 
I Because  of  published 
! reports  of  consistently  high 
I cure  rates— often  up  to  100 
percent— and  a relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 


Flagyr 

metronidazole 

care  for  the  pair 
in  trichomoniasis 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
References  available  on  request. 


SEARLE 


Distributed  by 

G.  D.  Searle  8c  Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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The  overeater 

fugitive  from  anxiety 

Excessive  eating  is  just  one  of  many 
temporary  escape  routes  taken  by  those 
in  flight  from  anxiety.  A true  resolution 
of  their  underlying  emotional  problems, 
however,  will  require  your  guidance 
and  reassurance.  If  their  anxiety  is 
excessive,  the  calming  action  of 
Librium  (chlordiazepoxide  HCI)  can 
help  alleviate  it. 

Librium  is  used  alone  or  concomitantly 
with  certain  primary  drugs  for  some 
medical  conditions  associated  with 
undue  anxiety.  It  has  demonstrated 
a dependable  antianxiety  action  in 
many  clinical  areas.  For  oral 
administration.  Librium  is  supplied 
in  dosage  strengths  of  5, 1 0 and  25  mg 
to  control  mild  to  severe  anxiety. 


whenever  mild  to  severe  anxiety 
is  a contributory  factor 

Libriunrt5orl0  mg 

(chlordiazepoxide  HCl) 
lor  2 capsules 

t.i.d./q.i.d. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  oil  CNS- 
octing  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machin- 
ery, driving).  Though  physical  and  psy- 
chological dependence  have  rarely  been 
reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that 
its  potential  benefits  be  weighed  against 
its  possible  hazards. 


Precautions:  In  the  elderly  and  debili- 
tated, end  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not  rec- 
ommended, if  combination  therapy  with 
other  psychotropics  seems  indicated,  care- 
fully consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  AAAO  inhibitors  and  pheno- 
thiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  ex- 
citement, stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion,- suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ata 
and  confusion  may  occur,  especially  in 
elderly  and  debilitated.  These  are  reve 
ble  in  most  instances  by  proper  dose 
adjustment,  but  are  also  occasionally 
served  at  the  lower  dosage  ranges.  Ii 
few  instances,  syncope  has  been  report 
Also  encountered  are  isolated  instance; 
skin  eruptions,  edema,  minor  menstr 
irregularities,  nausea  and  constipati 
extrapyramidal  symptoms,  increased  c 
decreased  libido  — all  infrequent  cid  g 
erally  controlled  with  dosage  reduefi 
changes  in  EEG  patterns  (low-voltage  f 
activity)  may  appear  during  and  ol 
treatment;  blood  dyscrasias  (includ 
agranulocytosis),  jaundice  and  hepc 
dysfunction  have  been  reported  occasi' 
ally,  making  periodic  blood  counts  c 
liver  function  tests  advisable  during  p 
tracted  therapy. 

Supplied:  Capsules  containing  5 mg, 
mg  or  25  mg  chlordiazepoxide  HGl. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roct 
Nufley.  N.J.  07110 
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Call  it  whatyouwill,it 
maybe  premalignant 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


lind  £f ud6X'(fluorouradI) 

5%  cream  can  resolve  it 


i ill  it  actinic,  solar  or  senile  keratoses, 
jany  regard  it  as  “precancerous.”*’^ 

'pical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
{ivance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
I ,n  a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
( :ion  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
1 udex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
t ns  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

Isual  duration  of  therapy,  2 to  4 weeks. 

J idies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
c ration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
fiorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
l id,  significant  numbers  of  lesions  recurred.^ 

i 

'|reats  the  lesions  you  can’t  see,  too. 

ilimerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
ilinifested  themselves  by  definite  reactions,  while  intervening  skin 
ijnained  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
(I  lesions  (which  may  otherwise  have  undergone  further  progression) 
ijobably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
lltients  treated  with  topical  fluorouracil  — especially  with  5% 

( icentrations.6 


]jow  to  identify  solar  keratoses. 

' pically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
: pule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
e the  rule. 


Predictable  therapeutic  response. 


' le  response  to  a typical  course  of  Efudex  therapy  is  usually 
ilaracteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
igins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
1 intense  inflammatory  response,  scaling  and  occasionally  moderate 
■'iderness  or  pain.  The  height  of  this  response  generally  occurs  two 
■';eks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
.'Stopped.  Within  two  weeks  of  discontinuing  medication,  the 
: lammation  is  usually  gone.  Lesions  that  do  not  respond  should 
1 biopsied. 


I erences:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Jne  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt.  W.  M. : 
reatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
irmaceutical  Therapeutics  in  Dermatology,  Springfield,  ill.,  Charles  C Thomas,  1968, 
92.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 
i lata  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
1 in,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpi^entation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  dally 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(flucMXJuradI) 

cream/solution 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


David  C.  Hall's  Contribution  to 
Medical  Education 

Seattle,  Washington 
Editor.  NORTHWEST  MEDICINE; 

The  concept  of  continuing  medical  education  is  not 
exactly  new  in  the  Northwest.  The  need  was  well  rec- 
ognized here  before  the  century  was  out  of  its  swad- 
dling clothes.  Clarence  Smith  and  J.  B.  Eagleson  rec- 
ognized it  when  they  began  publishing  NORTHWEST 
MEDICINE  in  1903,  and  David  C.  Hall  recognized  it 
long  before  a medical  school  could  be  considered  by 
the  University  of  Washington.  He  established  postgrad- 
uate courses  as  the  next  best  thing  for  medical  educa- 
tion at  the  University,  and  ran  it  well  from  1916  to 
1941.  The  list  of  speakers  who  came  at  his  invitation 
is  impressive. 

Dr.  Hall  was  well  aware  that  innovations  in  medi- 
cine were  coming  at  an  accelerating  pace.  And  he 
realized  that,  from  an  area  as  geographically  remote  as 
Washington,  few  physicians  would  be  able  to  go  back 
to  eastern  centers  for  refresher  courses  in  order  to 
keep  up.  He  was  in  charge  of  the  student  health  ser- 
vice at  the  University  and,  in  addition,  he  was  an  in- 
spired teacher  and  observer.  He  was  interested  in  the 
incidence  of  goiter  in  students  and  had  reported  his 
findings. 

Washington  State  Medical  Association  had  consid- 
ered the  possibility  of  starting  a medical  school  at  the 
University  but  had  decided  that  the  time  was  not 
right.  The  Regents  concurred.  With  that  avenue  to 
eontinuing  medical  education  (then  called  postgradu- 
ate education)  closed  for  an  indefinite  period.  Dr.  Hall 
went  to  work.  He  was  keenly  aware  of  the  need,  and 
decided  to  do  something  about  it.  He  convinced  the 
President  of  the  University,  Dr.  Henry  Suzzalo,  that 
the  need  eould  be  met  by  postgraduate  courses,  given 
under  auspices  of  the  Extension  Division.  Dr.  Suzzalo 
agreed.  He  proposed  to  King  County  Medical  Society 
that  a course  be  organized  and  given.  This  was  on  16 
February  1916  and  on  5 June  the  endorsement  of  the 
Soeiety  came  through. 

The  first  course,  on  physical  diagnosis  and  medi- 
cine, was  conducted  by  a one-man  faculty,  Charles  L. 
Mix,  in  the  fall  of  the  same  year.  He  must  have  been 
a good  teacher  — he  was  invited  for  a return  perform- 
ance in  1927.  Others  with  him  on  the  1927  program 
were  George  W.  Crile  and  Charles  Scudder. 

Dr.  Hall  soon  established  the  tradition  of  a banquet 
on  a Monday  evening  and  dry  clinics  throughout  the 
week.  The  first  program  was  held  at  the  King  County 
Hospital  in  Georgetown,  but  it  was  the  only  one  held 


entirely  within  a hospital.  The  course  drew  125  regis- 
trants, more  than  one-third  of  the  33  5 physicians 
practicing  in  Seattle  at  the  time.  Originally  the  Mon- 
day banquets  were  held  in  the  Wilsonian  Apartments 
in  the  University  District,  but  were  moved  to  the 
Meany  Hotel  (now  University  Towers)  after  it  was 
built  in  1931.  Registration  at  some  meetings  was  as 
high  as  300.  The  courses  were  entirely  self-supporting, 
mostly  at  a $10  registration  fee. 

War  and  influenza  were  sufficient  to  prevent  a 
meeting  in  1918  but  the  series  continued  without  in- 
terruption through  1941.  Full  credit  must  be  given  to 
David  C.  Hall,  not  only  for  developing  the  original  idea 
but  also  for  his  solo  performance  in  arranging  all  de- 
tails of  the  meeting,  seeing  to  it  that  facilities  and 
equipment  were  ready,  and  personally  selecting  and 
inviting  the  guest  speakers.  The  list  is  a veritable 
who’s  who  of  medicine  in  the  decades  before  World 
War  II. 

Thomas  Addis,  Medicine,  1930 
Edmund  Andrews,  Surgery,  1934 

L.  W.  Barker,  Medicine,  1925 

V.  P.  Blair,  Surgery,  1925 

J.  C.  Bloodgood,  Pathology,  1922 
H.  C.  Bollinger,  Oto-laryngology,  1939 

W.  F.  Braasch,  Urology,  1926 
Joseph  Brennemann,  Pediatrics,  1930 

L.  A.  Buie,  Proctology,  1933 

W.  C.  Cannon,  Physiology,  1922 
A.  J.  Carlson,  Physiology,  1937 
R.  B.  Cartel,  Surgery,  1940 
Henry  A.  Christian,  Medicine,  1920 
G.  G.  Clark,  Medicine,  1925 
J.  S.  Coultier,  Surgery,  1929 
Geo.  Crile,  Surgery,  1926 
C.  H.  Davis,  Ob.  and  Gyn.,  1931 
Marshall  Davidson,  Surgery,  1939 
J.  Deaver,  Surgery,  1922 
Geo.  Dock,  Infectious  Dis.,  1926 
Wm.  Engelbach,  Medicine,  1922 
Frederick  Falls,  Ob.  and  Gyn.,  1938 
R.  S.  Ferguson,  Urology, 1935 
J.  T.  Finney,  Surgery,  1923 

M.  H.  Fischer,  Physiolog}',  1917 

C.  H.  Fluhman,  Ob.  and  Gyn.,  1933 
T.  B.  Futcher,  Medicine,  1933 
G.  H.  Gardner,  Gyn.,  1939 

N.  C.  Gilbert,  Medicine,  1939 
Charles  R.  Greene,  Medicine,  1919 
W.  D.  Haggard,  Surgery,  1931 
Carl  A.  Haman,  Surgery,  1921 

P.  J.  Hanzlik,  Pharmacology’,  1935 

A.  E.  Hertzler,  Surgery,  193  5 

B.  C.  Hirst,  Ob-Gyn.,  1920 
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now... 

for  the  stable  adult  diabetic  who  needs 
higher  doses  of  a reliable  oral  hypoglycemic... 


new 


DBI-TDioom^ 

(phenformin  HCI) 

^ I timed-disinteqration  capsules 


• a higher  dosage  strength  for  use  in  the 
overweight,  maturity-onset  diabetic 

if  diet  alone  fails 

• abiguanide...notasulfonylurea 

• new  dosage  flexibility 

• low  patient  cost 


lewDBI-TDlOO  mg. 

(phenformin  HCD 

^ I timed-disintegration  capsules  ^ 


owers  elevated 
dood  sugar 

econdary  to  its  blood  sugar  lowering  effect 
,)BI-TD  probably  decreases  insulin 
versecretion  and  thus  may  help  reduce 
pogenesis  and  facilitate  lipolysis.  This  may 
ccountforthe  clinically  reported  reduction 
1 weight  and  lowering  of  serum  cholesterol 
ijvels  in  the  overweight  and  hypercholes- 
eremic  diabetic  patient. 


usually 
well  tolerated 

Mainly  gastrointestinal  side  effects  may 
occur.  However,  as  with  many  drugs,  you 
should  keep  in  mind  that  higher  dosages  may 
increase  the  incidence.  Hypoglycemic 
reactions  are  rare  when  DBI-TD  is  used  alone. 


to  prescribe 

DBI°"TD  (phenformin  HCI) 

if  diet  aloue  fails 
specify 

DBI-TD  50  mg.  for  the  newly  diagnosed 
overweight,  stable  adult  diabetic 
DBI-TD  100  mg.  for  the  overweight, 
adult-onset  diabetic  who  needs  higher  doses 
of  a reliable  oral  hypoglycemic 

idications:  Stable  adult  diabetes  mellitus;  sulfonylurea  failures,  primary  and  secondary.  Contraindications:  Diabetes  mellitus  that 
lan  be  regulated  by  diet  alone;  juvenile  diabetes  that  is  uncomplicated  and  well  regulated  on  insulin;  acute  complications  of  diabetes 
netabolic  acidosis,  coma,  infection,  gangrene);  surgery;  severe  hepatic  disease;  renal  disease  with  uremia;  cardiovascular  collapse, 
fter  disease  states  associated  with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided.  Until  adequate  data  on  the  effects 
;f  DBI  on  the  human  fetus  are  available,  such  use  can  be  considered  experimental.  Precautions:  Starvation  Ketosis,  which  must  be 
ifferentiated  from  “insulin  lack”  ketosis,  and  is  characterized  by  ketonuria  in  spite  of  relatively  normal  blood  and  urine  sugar,  may 
.asult  from  excessive  DBI  therapy,  excessive  insulin  reduction  or  insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or  Insulin 
losage,  or  supplying  carbohydrates,  alleviates  this  state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING  BLOOD  AND  URINE 
iiUGARS.  Lactic  Acidosis:  DBI  is  not  recommended  in  the  presence  of  azotemia  or  in  any  clinical  situation  that  predisposes  to  sus- 
ained  hypotension  that  could  lead  to  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacidosis,  it  is  recommended  that 
lieriodic  determinations  of  ketones  in  the  blood  and  urine  be  made  in  diabetics  previously  stabilized  on  DBI,  or  DBI  and  insulin,  who 
|iave  become  unstable.  If  electrolyte  imbalance  is  suspected,  periodic  determinations  should  also  be  made  of  electrolytes,  pH  and  y 
he  lactate-pyruvate  ratio.  DBI  should  be  withdrawn  and  insulin,  when  required,  and  other  corrective  measures  instituted  / 
Timediately  upon  the  appearance  of  any  metabolic  acidosis.  Hypoglycemia:  Although  hypoglycemic  reactions  are  rare  when  / 

)BI  is  used  alone,  every  precaution  should  be  observed  during  the  dosage  adjustment  period,  particularly  when  insulin  or  / 

I li  sulfonylurea  has  been  given  in  combination  with  DBI.  Adverse  Reactions:  Principally  gastrointestinal,  occurring  more  y/ 

'i'ften  at  higher  dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia,  nausea  and,  less  frequently,  vomiting  / 

|ind  diarrhea.  Reduce  dosage  at  first  sign  of  these  symptoms.  In  case  of  vomiting,  DBI  should  be  immediately  with-  / 
jlrawn.  Although  rare,  urticaria  and  gastrointestinal  symptoms  following  excessive  alcohol  intake  have  been  re-  / 
lorted.  Dosage:  25  mg. -300  mg.  daily.  How  Supplied:  50  mg.  timed-disintegration  capsules,  bottles  of  100  and  / 

000;  100  mg.  timed-disintegration  capsules,  bottles  of  100  and  500.  Also  Available:  DBI  tablets  25  mg.,  / 
bottles  of  1 00  and  1 000.  

I USV  PHARMACEUTICAL  CORP.,Tuckahoe,  New  York  10707  /(IBV) 
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K.  K.  SHERWOOD,  M.D. 

New  Survey  Reflects  Economy 

Mercer  Islniid,  Washington 

Editor.  NORTHWEST  MEDICINE; 

Re:  “Physician  Response  to  the  Delegation  of  Weil 
Child  Care,”  NORTHWEST  MEDICINE.  February,  1971 


Miss  Patterson’s  survey  was  conducted  in  the  sum- 
mer of  1969.  You  may  be  interested  in  the  results  of 
a recent  survey  conducted  in  February  and  March, 
1971,  by  the  Manpower  Committee  of  the  Washington 
State  Chapter  of  the  American  Academy  of  Pediatrics. 
Four  questions  were  asked: 


Yes  Possibly  No 

1.  Would  you  send  your  nurse  to  a 
one-semester  program  adding  to 
her  training  as  a pediatric  nurse 
assistant?  19  15  4() 


2.  Would  you  send  your  aide  to  a 
one-semester  program  training 
her  for  additional  duties  as  a 

pediatric  aide?  14  10  45 

3.  Would  you  hire  additional  nurses 
now  if  they  were  trained  as 

pediatric  nurse  assistants?  10  6 51 

4.  Would  you  hire  additional  aides 

now  if  trained  as  pediatric  aides?  8 7 55 


Percentages  of  negative  answers  ranged  from  55  per- 
cent for  Question  1 to  79  percent  for  Question  4.  The 
reasons  for  negative  answers  varied  when  given  from 
the  fact  that  such  personnel  already'  were  trained  and 
employed  to  the  fact  that  no  such  personnel  were 
contemplated.  In  addition,  the  demands  for  office 
staff  have  declined  as  a reflection  of  the  economic 
status  of  the  community  and  declining  demand  for 
health  services  related  thereto. 

The  favorable  “Yes”  and  “Possibly”  answers  were 
conditioned  upon  the  development  of  a curriculum 
in  which  questions  of  time  out  of  the  office,  salary, 
tuition,  and  curriculum  content  could  be  satisfactorily 
resolved. 

Provided  that  these  concerns  can  be  met,  there 
appears  to  be  some  limited  acceptance  of  a proposal 
to  upgrade  the  skills  of  nurses  as  described  in  pediatric 
nurse  associate  programs  as  referred  to  in  the  previous- 
ly published  article. 


Sincerely, 

ALFRED  L.  SKINNER,  M.D, 
THOMAS  C.  COCK,  M.D. 

Communications  and  the  "Odd  Bag" 

Portland,  Oregon 


Editor,  NORTHWEST  MEDICINE: 

1 have  been  looking  for  your  promised  editorial  on 
the  fourth  type  of  phy’sician  and  was  pleased  when  I 
found  it  in  the  June  issue.  I like  your  idea  and  plan, 
possibly, to  elaborate  on  it.  I have  hopes  1 could  say 
something  sensible  about  the  difficulty  in  communica- 
tion among  the  types.  Particularly  1 would  like  to  show 
the  built-in  prejudices  one  type  has  of  the  other  — a 
benign  politics  which  exists  among  the  types  which 
has  the  danger  of  becoming  a malignant  politics. 

The  social  type  should  also  include  the  oppressed 
public  health  officer.  For  a long  time  he  has  held  the 
very  lonely  position  of  being  interested  in  the  group 
approach  while  surrounded  by  the  “healer.”  Also  I 
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would  add  a fifth  group,  which  would  probably  best 
be  called  the  “odd  bag.”  These  are  the  physicians  who 
are  not  active  in  any  practice,  yet  are  influential  (plus 
and  minus)  as  physicians.  This  would  include  doetors 
who  are  working  for  companies;  retired  for  reasons  of 
health  or  happenstance;  medical  writers,  and  medical 
advisors  (governmental  experts  — full  time  medical 
administrators  and  politicians).  These  latter  men  often 
set  up  eurrents  which  the  other  types  only  appreciate 
after  the  fact. 

Sincerely, 

RALPH  CRAWSHAW,  M.D. 

Big  Government  Takeover 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

What  happens  — actually,  not  theoretically  - when 
big  government  takes  over  a medical  system? 

American  doctors  have  a unique  opportunity  to 
find  out  for  themselves  this  October,  from  a man  who 
knows. 

The  occasion  is  a series  of  appearances  October  7-9 
in  the  St.  Louis  area  by  J.  Enoch  Powell,  Great 
Britain’s  former  Minister  of  Health,  in  eonnection  with 
the  annual  meeting  of  the  Assoeiation  of  Ameriean 
Physicians  and  Surgeons.  His  background  and  all- 
round brilliance  cause  Mr.  Powell  to  be  regarded  as 
the  world’s  leading  authority  on  Politically  controlled 
medicine. 


Enoch  Powell  headlines  and  exemplifies  the  rest  of 
the  Thursday-through-Saturday-noon  AAPS  program 
at  the  Colony  Motor  Hotel  in  Clayton,  Missouri,  adja- 
cent to  St.  Louis. 

As  the  man  who  headed  up  the  British  National 
Health  Service  from  1960  to  1963,  he  tried  and  found 
it  was  impossible  to  make  nationalized  medicine  work. 
In  Clayton,  he  will  explore  the  consequences  of  trans- 
forming British  doctors  into  state  employees  and  con- 
tractors; will  show  these  consequences  to  be  neither 
accidental  nor  transitory,  and  not  easily  remedied; 
and  will  examine  the  little-understood  connection  be- 
tween medicine  and  polities. 

AAPS,  the  voice  for  private  physicians  nationally, 
invites  all  members  and  non-members  of  the  Associa- 
tion to  share  in  this  unique  learning  opportunity. 
Anyone  interested  can  contact  me  at  my  office,  525 
North  85th  Street,  Seattle  98103,  or  phone  SU  3-771 1 
for  a registration  form. 

Is  there  a better  way  of  getting  at  the  whole  truth 
about  compulsory  nationalized  medicine  than  by  look- 
ing closely  at  the  British  experience,  through  the  in- 
formed eyes  of  Enoch  Powell? 

We  doctors  owe  ourselves  and  our  patients  that 
truthful  look. 

I say  this  to  my  colleagues  in  the  Pacific  North- 
west: Come  to  Clayton,  Missouri,  this  October  . . . 

and  see. 

Yours  truly, 

CLAYTON  T.  NOONAN,  M.D. 

Membership  Chairman  AAPS 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Peter  Tighe,  President 
Merle  C.  Lynch,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

William  W.  Thompson,  M.D. 
Psychiatrist 
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ARIZONA 


PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 
Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 
North  Highlands,  California  95660 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92191 
Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 
South  San  Francisco,  California  84080 
Telephone:  (415)871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 
Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 

DENVER  • 3865  South  Jason  Street 
^ Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 


. ..t;he  “now”  supplier! 


When  you  need  that  specific  something — NOW — 
call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 


OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 

SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone  (713)  344-8303 


SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER  COMPANY 


Medical  and  Scientific  Supplies 


A Bergen  Brunswig  Company 


(lieriiylpropion  hydrochloride^  N.F.) 


I 

'hen  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
pport  for  the  weight  control  program  you  recommend. 
PANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
;s.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
ely  low  incidence  of  CNS  stimulation. 

litraindicotions:  Concurrently  with  MAO  inhibitors.  In  patients  hypersensitive  to 
; drug;  in  emotionolly  unstoble  potients  susceptible  to  drug  abuse, 
ttirning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
Ijiients  with  severe  hypertension  or  severe  cordiovasculor  diseose.  Do  not  use  dur* 
I first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks, 
verse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
Qsant  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
o'elotively  low  Incidence.  As  Is  choracterlstic  of  sympothomimetic  agents,  it  moy 
if  oslonolly  cause  CNS  effects  such  as  Insomnia,  nervousness,  dizziness,  anxiety. 


and  jltterlness.  In  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increose  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  os  tochycardio,  precordlol  poin, 
orrhythmio,  palpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a heolthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  Isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticorio,  ecchymosis,  ond  erythema.  Gostro/ntesfino/  effects  such  os  diarrhea, 
constipotion,  nauseo,  vomiting,  ond  obdomlnol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  eoch  of  bone  marrow 
depression,  ogronulocytosls,  and  leukopenia.  A variety  of  mlscelloneous  adverse 
reactions  hove  been  reported  by  physicians.  These  Include  comploints  such  os  dry 
mouth,  heodoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tobiets:  One  75  mg.  tablet 
doily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended  t-io?/4/7j/u  s patent  no.  a.oof.aio 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 
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A 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  or- 
thritis,  diobetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  ond  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  ta  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 

0103  im 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Picture  of 
low  back  pain 


' afon  Forte  tablets  help  to  relieve  pain, 
Etore  mobility. . . stop  pain-spasm  feedback 

’■  2 is  why.  Parafon  Forte  provides : 


onsalicylate  analgesic  equal  to  aspirin  for  relief  of 
yet  unlikely  to  cause  the  gastric  irritation^’^  or  in- 
r sed  bleeding  time"*  associated  with  aspirin  therapy. 

/ a skeletal  muscle  relaxant  shown  in  extensive  clinical 
tlies  to  be  useful  in  a variety  of  low  back  disorders®'^ 
it  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
t e and  is  unlikely  to  produce  a tranquilizing  or  seda- 
! effect.® 

scribe  Parafon  Forte  for  effective  spasmolysis  and 
ilgesia  in  acute  sprains,  strains  and  myalgias  of  the 
jjr  back,  including  acute  exacerbations  of  chronic  con- 
ians.  Your  patients  will  appreciate  the  restored  comfort 
I freedom  of  movement  it  usually  provides. 


: L LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


1 McNEIL ) 


treated  with 
Parafon  FortemEis 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications;  Sensitivity  to  either  component.  Warnings:  Usage 
in  Pregnancy— Use  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage;  Two  tab- 
lets q.i.d.  Supplied;  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 

References:  1.  Batterman,  R.  C..  and  Grossman,  A.  J.:  Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H..  Jr.,  and  Britten, 
A.  F.  H.:  New  Engl.  J.  Med.  2S2:1270,  1970  (Corresp.).  5.  Kestler,  O.  C.,  and 
Gyurik,  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster.  S.,  et  al.:  Amer.  J. 
Orthop.  2:285,  1960.  7.  Data  on  file.  McNeil  Laboratories,  Inc.  8.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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Wellcome 


OBITUARIES 


DR.  HERBERT  L.  UNDERWOOD,  of  Portland,  Oregon, 
died  May  1,  1970.  He  was  95.  Born  in  1874  in  New 
York,  he  graduated  in  1899  from  Gross  Medical 
College  in  Denver,  Colorado.  He  was  retired.  Death 
was  due  to  cerebral  thrombosis  and  broncho- 
pneumonia. 

DR.  KEN-ICHI  MORIKAWA,  Seattle,  W ashington,  died 
in  an  automobile  accident  in  Gardiner,  Oregon  on 
September  5,  1970.  He  was  an  anesthesiologist,  born 
in  Japan,  and  educated  at  the  Faculty  of  Medicine, 
University  of  Tokyo  where  he  received  his  degree 
in  1960.  The  cause  of  death  was  a crushed  chest 
and  multiple  internal  injuries. 

DR.  JOHN  MCGREGOR,  73,  of  Bellingham,  IVashing- 
ton,  died  September  16,  1970.  He  was  born  in  Vic- 
toria, British  Columbia,  and  received  his  medical 
degree  in  1922  from  McGill  University  Faculty  of 
Medicine  in  Montreal.  He  practiced  in  Bellingham 
from  1928  to  March.  1965,  when  he  retired  because 
of  ill  health.  He  suffered  from  arteriosclerotic  heart 
disease.  Cause  of  death  was  cardiac  arrhythmia. 

DR.  LLOYD  H.  MOUSEL,  66,  of  Bellevue,  Washington, 
died  June  13,  1970.  He  ivas  director  of  anesthesia 
at  Swedish  Hospital  in  Seattle.  A 1930  graduate  of 
the  University  of  Nebraska  College  of  Medicine, 
he  was  an  intern  at  Tacoma  General  Hospital  in 
Tacoma,  Washington.  After  four  years  of  private 
practice  in  Nebraska,  he  became  a fellow  in  anes- 
thesia at  the  Mayo  Foundation  at  the  University  of 
Minnesota,  and  later  was  a consultant  at  the  Mayo 
Clinic,  then  chief  of  the  department  of  Anesthesi- 
ology and  professor  of  anesthesiology  of  George 
W ashington  University  School  of  Medicine  in  Wash- 
ington, D.C.  He  went  to  Swedish  Hospital  in  1951, 
and  also  became  associate  professor  of  anesthesi- 
ology at  the  University  of  Washington.  Dr.  Mousel 
was  past  vice  president  of  the  American  Society 
of  Anesthesiologists.  Death  was  caused  by  an  acute 
coronary  occlusion. 

DR.  JOHN  MELLOR,  89,  Pocatello,  died  February  1. 
1971,  while  visiting  in  North  Hollywood,  Californa. 

He  was  born  July  1.7,  1881  at  Rayette,  Utah.  He 
graduated  from  Brigham  Young  University  in  1903, 
and  received  his  M.D.  degree  from  Jefferson  Med- 
ical College  of  Philadelphia,  June  6,  1910. 

On  April  6,  1911,  Dr.  Mellor  received  License 
No.  M-597  to  practice  medicine  and  surgery  in 
Idaho.  He  was  employed  by  the  Utah-ldaho  Sugar 
Company  at  Lincoln  for  a time,  then  moved  to 
Idaho  Falls  to  practice. 

He  was  a member  of  the  Idaho  Falls  Medical 
Society,  the  Idaho  Medical  Association  and  the 
American  Medical  Association.  He  was  a Past- 
President  of  the  Idaho  Falls  Medical  Society  and 
was  elected  to  honorary  membership  in  the  Idaho 
Medical  Association  in  1967.  He  was  an  active 
member  of  the  Church  of  Jesus  Christ  of  Latter- 
day-Saints. 


DR.  HOMER  p.  RUSH,  73,  Portland,  Oregon,  died 
September  18,  1970.  He  was  born  in  Nebraska  and 
studied  at  the  University  of  Nebraska  and  the  Uni- 
versity of  Oregon.  He  received  his  degree  in  1921 
from  the  University  of  Oregon  Medical  School.  His 
specialties  were  internal  medicine  and  cardiovas- 
cular disease.  He  had  a professorial  appointment 
to  the  University  of  Oregon  Medical  School.  Death 
was  caused  by  brochopneumonia. 

DR.  WALTER  F.  HOFFMAN,  89,  of  Seattle,  Washing- 
ton, died  September  15.  1970.  He  was  born  in  Chi- 
cago and  received  his  degree  from  the  University 
of  Minnesota  Medical  School  in  1904.  He  interned 
in  Minneapolis,  and  moved  to  Seattle  in  1907.  In 
1912  he  held  a residency  in  ophthalmology  in  Vi- 
enna for  one  year.  He  had  been  in  ill  health  for 
some  time,  due  to  cerebral  arteriosclerosis.  Death 
was  caused  by  bronchopneumonia. 

DR.  ROY  E.  HECKARD,  48,  of  Molalla,  Oregon,  died 
October  3,  1970,  in  a Pendleton  Hospital.  Cause 
of  death  was  coronary  thrombosis,  with  myocardial 
infarction  and  ventricular  fibrillation.  He  was  born 
in  Seaside,  Oregon,  and  received  his  medical  degree 
in  1945  from  the  University  of  Oregon  Medical 
School.  He  served  with  the  Army  medical  corps 
during  World  War  II,  and  opened  the  Molalla 
Medical  Clinic  in  1949. 

DR.  JOHN  LEWIS  JONES,  78,  of  Seattle,  Washington, 
died  October  31,  1970.  He  was  born  in  Utah,  and 
graduated  from  Harvard  Medical  School  in  1925. 
Death  was  caused  by  mesenteric  infarction  and  cir- 
culatory collapse,  accompanied  by  broncho-pneu- 
monia. His  specialty  was  Public  Health. 

DR.  M.  SHELBY  JARED,  76,  Seattle,  W ashington,  died 
November  1,  1970,  of  cerebellar  hemorrhage  and 
hypertension.  He  was  born  in  Albany,  Missouri  and 
came  to  Seattle  in  1908.  After  service  in  the  Army 
in  WW  1,  and  receiving  premedical  education  at 
the  University  of  Washington,  he  attended  North- 
western University  Medical  School,  graduating  in 
1924.  He  served  again  in  the  Army  during  WW  II 
and  when  released  from  active  duty  held  the  rank  of 
Lt.  Colonel.  In  1946  he  accepted  a position  as  Med- 
ical Director  of  King  County  Medical  Service  Bu- 
reau and  discontinued  his  practice.  He  was  active 
in  the  national  Blue  Shield  organization. 

DR.  STU.ART  MANNING  LARSON,  Bremerton,  Washing- 
ton, died  November  5.  1971,  of  carcinoma  of  the 
pituitary.  He  was  born  in  Yakima,  attended  schools 
in  Bremerton  and  earned  a B.S.  degree  in  physics 
from  the  University  of  W ashington,  1954.  His  M.D. 
was  granted  by  the  University  of  Washington  School 
of  Medicine,  1958.  After  internship  and  service  in 
the  U.  S.  Naval  Reserve,  he  spent  three  years  in 
residency  at  Veterans  Administration  Hospital,  Port- 
land. He  was  39. 
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The  Institute  of  Medicine 

An  Interview  with  its  First  President 


Just  a few  days  before  he  left  Seattle,  John  Hogness 
found  time  to  give  me  a glimpse  of  what  the  Institute 
of  Medicine  is  and  what  his  opportunities  will  be  as  its 
first  president.  Officially  he  assumed  the  position 
August  1.  Actually,  he  has  been  working  and  planning 
for  months. 

He  told  me  about  the  organization  of  the  Institute 
but  much  more  about  his  vision  of  the  opportunities  it 

offers  and  the  kind  of  im- 
pact it  will  have.  It  did  not 
take  long  for  me  to  realize 
that  the  Institute  intro- 
duces a new  influence  in 
American  medicine  and  that 
the  scope  of  its  work  seems 
to  be  limitless.  Dr.  Hogness 
is  already  receiving  many 
ideas,  suggestions,  and  re- 
quests for  studies.  He  says 
thay  are  coming  in  at  an  in- 
creasing rate  and  that  his 
major  problem  will  be  in 
selection  of  the  most  impor- 
tant inquiries.  And  there 
are  some  things  he  hopes 
fervently  to  avoid.  One  of  them  is  direct  involvement 
with  specific  legislative  proposals. 

The  Institute,  however,  will  have  indirect  influence 
on  legislation  since  it  is  organized  as  part  of  the  Na- 
tional Academy  of  Sciences,  but  it  will  not  support 
specific  bills.  It  will  conduct  studies  and  will  supply 
information. 

Dr.  Hogness  explained,  “You  may  know  that  the 
National  Academy  of  Sciences  was  set  up  by  charter. 


authorized  by  the  Congress,  signed  by  Abraham 
Lincoln  — and  its  primary  purpose  has  been  to  advise 
the  Federal  Government  on  issues  of  policy.  Ours  will 
be,  or  at  least  our  major  purpose  will  be,  that. 
We’ve  already  been  asked  to  do  some  studies  — a joint 
request  from  Senator  Javitts’  and  Senator  Kennedy’s 
right-hand  men  — some  studies  on  the  actual  cost  of 
education  of  health  professionals.  That’s  tough,  really, 
but  it’s  one  I think  we  should  take  and  we  shall.” 

1 interrupted  with  the  comment  that  it  would  be 
difficult  to  avoid  a lot  of  emphasis  on  medical  educa- 
tion. He  realizes  the  difficulties. 

“The  emphasis  right  now  is  on  health  education 
and  delivery  systems.  We’re  going  to  do  our  best  but 
it’s  a very  tight  line  we  must  walk.  Because  our  cred- 
ibility will  be  based  on  the  facts,  first,  that  we  are 
representative  — hopefully,  broadly  representative  — 
and  second,  that  we  make  statements  only  on  the 
basis  of  a thorough  study  — we  won’t  go  popping  off 
just  because  I happen  to  have  a feeling  that  I like  this, 
that,  or  the  other  bill.  We  do  not  expect  to  go  in  to 
testify  for  a Nixon  proposal,  or  a Kennedy  proposal. 
When  it’s  gotten  that  far,  it’s  a political  issue.  What 
we  shall  be  doing  is  saying,  these  are  the  issues  that 
are  eoncerned  — these  are  the  implications  of  the  con- 
cept of  universal  entitlement  to  health  care  — if  the 
means  are  financial,  here  are  the  options  — we  recom- 
mend such  and  such.  But  we  shall  make  such  state- 
ments only  after  putting  together  a very  thorough 
study  w'ith  lots  of  input.” 

The  Institute  will  not  confine  itself  to  studies  con- 
cerning legislation  but  will  look  into  any  major  issue 
concerning  health.  Dr.  Hogness  listed  just  a few  to  il- 
lustrate; What  are  the  implications  of  the  problem  of 


JOHN  R.  HOGNESS,  M.D. 


Structure  of  the  Institute  of  Medicine 


Philip  Handler,  President  of  the  National  Academy 
of  Sciences  since  1969,  a physician  and  long  a member 
of  the  faculty  at  Duke  University  School  of  Medicine, 
played  the  guiding  role  in  establishing  the  Institute  of 
Medicine  and  in  choosing  John  R.  Hogness  to  be  the 
Institute’s  first  president. 

The  Institute  was  activated  December  17,  1970, 
with  28  charter  members.  Presently  there  are  108 
members.  Eventually  there  will  be  400.  Members  are 
to  be  drawn  from  all  health  professions  but  one-fourth 
of  the  members  must  be  from  outside  the  health 
groups.  Although  invitation  to  membership  is  an 
honor,  no  one  will  be  accepted  who  does  not  plan  to 
devote  a significant  amount  of  time  to  Institute 
activities.  Dr.  Hogness  hopes  some  members  will 
spend  a year  or  more  on  Institute  projects  and  that 
others  may  come  in  for  a month  or  two,  or  they  may 
devote  a certain  amount  of  time  each  month.  He  also 
hopes  that  at  least  fifteen  percent  of  the  membership 
will  be  made  up  of  practicing  physicians. 


Members  are  elected  for  a period  of  five  years  and 
may  be  elected  to  a second  term  but  no  more.  After 
ten  years  a member  is  given  emeritus  status  and  may 
continue  to  attend  meetings  but  cannot  vote  or  hold 
office. 

Scope  of  the  Institute’s  activities  is  suggested  in  the 
following  material  copied  from  Charter  and  Bylaws, 
Institute  of  Medicine,  published  by  the  National 
Academy  of  Sciences. 

CHARTER 

Under  the  terms  of  its  charter,  the  National  Acad- 
emy of  Sciences  is  enjoined  to  marshal  the  scientific 
and  technical  wisdom  of  the  United  States  in  the 
national  interest,  particularly  to  provide  advisory  serv- 
ices to  departments  of  the  United  States  government. 
The  problems  posed  in  provision  of  health  services  are 
so  large,  complex  and  important  as  to  require,  for 
their  solution,  the  concern  and  competences  not  only 
of  medicine,  but  also  of  other  disciplines  and  profes- 
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malpractice?  What  about  the  discussion  of  death  with 
dignity?  What  about  chiropractic?  Can  something  be 
done  about  the  relationships  between  nursing  and 
medicine?  What  about  drug  manufacturing?  These 
subjects  and  many  others  will  be  studied  by  panels  not 
limited  to  members  of  the  Institute. 

Dr.  Hogness  has  some  very  firm  opinions  on  the 
quality  of  work  done  by  the  panels  and  the  qualifica- 
tions of  panel  members. 

“I  shall  insist  that  we  bring  in  a number  of  young 
people,  those  not  yet  well  enough  known  to  be  con- 
sidered for  membership  in  the  Institute  but  who  are 
looked  upon  as  comers.  I think  that’s  important. 
Furthermore,  we  couldn’t  possibly,  even  out  of  a 
membership  of  four  hundred,  have  representation 
comprehensive  enough  to  assure  expertise  on  any  given 
issue  — sufficient  expertise  — out  of  membership 
alone You  can  see,  this  thing  is  going  to  snow- 

ball. It’s  going  to  be  very  interesting.  The  problem  is 
going  to  be  to  limit  the  number  of  things  we  take  on.” 

Just  a few  hours  before  the  interview,  an  assistant 
to  a Senator  called  from  Washington.  The  Senator 
was  putting  together  a compromise  bill  on  health 
financing,  and  wanted  to  know  whether  the  Institute 
wished  to  become  involved.  This  is  one  of  the  things 
Dr.  Hogness  hopes  to  avoid. 

“If  a bill  is  sponsored,  it  immediately  becomes  a 
political  issue.  Only  if  it  is  truly  a bipartisan  request 
should  an  organization  such  as  ours  undertake  a study. 
Then  we  would  try  to  put  together,  with  all  the  exper- 
tise we  can  mobilize,  the  good  points  of  various  bills, 
given  so  many  parameters.  But  immediately  you  get 
identified  with  a single  bill,  you’ve  got  some  problems. 

“On  the  other  hand,  there  are  certain  issues  we’ll 
have  to  study.  Suppose,  for  example,  there  were  a bill 
that  had  something  to  do  with  heart  transplantation. 
I don’t  know  of  any  but  we  did  — our  predecessor,  the 
Board  of  Medicine  did  — make  a pretty  good  state- 
ment on  cardiac  transplantation,  recommending,  just 
for  example,  that  it  be  considered  an  experimental 
thing.  We  shouldn’t  have  everybody  doing  it  and  it 


sions.  To  provide  an  instrument  adequate  to  these 
complex  problems,  and  as  an  indication  of  the  great 
significance  of  health  care  in  our  national  life,  the 
Council  of  the  National  Academy  of  Sciences  hereby 
authorizes  the  creation  of  the  Institute  of  Medicine. 
This  Institute  shall  be  broadly  based  in  medicine  and 
the  medical  sciences,  and  related  aspects  of  such  other 
fields  as  the  behavioral  and  soeial  sciences,  administra- 
tion, law  and  engineering.  The  Institute  of  Medicine 
shall  be  concerned  with  the  protection  and  advance- 
ment of  the  health  of  the  public,  including,  inter  alia: 
the  provision  of  health  care;  education  for  the  health 
and  medical  professions  and  sciences;  and  the  promo- 
tion of  biomedical  research  and  development. 

In  the  pursuit  of  this  purpose,  the  Institute  of 
Medicine  will 

(1)  identify,  for  study  and  analysis,  important 
issues  and  problems  that  relate  to  health  and  medicine; 

(2)  prepare  authoritative  statements  on  these 
issues  and  problems  when,  in  the  judgment  of  the 
Institute,  such  statements  would  be  in  the  interest  of 
the  public; 


ought  to  be  limited  to  certain  centers  as  pure  research. 
But  if  that  kind  of  thing  ever  got  as  far  as  legislation 
(and  I hope  it  won’t  — I’m  just  pulling  it  out  of  the  air) 
then  we  probably  couldn’t  avoid  being  identified  with 
the  legislation.  That’s  why  I say  it’s  a tough  row  to 
hoe.” 

1 raised  the  question  of  the  financial  aspect  of  pro- 
viding medical  care.  It  seemed  to  me  to  be  about  as 
tough  as  anything  the  Institute  could  get  into  — be- 
cause it  would  involve  going  into  political  fields,  parti- 
san influence,  and  all  sorts  of  pressures. 

“Well,  we  would  avoid  it  as  a specific  bill.  But  we 
are  doing  a planning  study  right  now,  based  in  Boston 
— that  is,  the  staff  is  in  Boston  — to  see  whether  we 
should  do  a major  study  of  all  the  implications  of 
universal  entitlement  to  health  care  — financially  — 
not  recommendations  on  a bill,  but  what  the  implica- 
tions are,  what  it  would  cost,  what  kind  of  coverage 
could  you  do,  what  effect  it  would  have  on  the  doctor- 
patient  relationship.” 

This  remark  about  the  doctor-patient  relationship 
opened  up  an  area  of  investigation  that  has  concerned 
me  for  a long  time.  I told  Dr.  Hogness  about  a re- 
search project  involving  a number  of  physicians  and  a 
worthless  product.  I couldn’t  correlate  results  with 
the  medicine  or  placebo  but  I could  with  the  physi- 
cians. Effective  practitioners  got  good  results  with 
both!  The  response  was  quick: 

“This  is  an  area  that  fascinates  me  personally.” 

“You’ve  been  in  practice,”  1 interrupted. 

“Yes,  but  you  see  it  isn’t  limited  to  the  practitioner 
of  medicine  per  se  I mean,  clearly,  he’s  the  major 
guy  — but  it  also  involves  osteopaths  — and  it  involves 
some  cultists  if  you  will,  and  it’s  the  whole  issue  of 
what  is  the  art  of  medicine,  — really  the  important 
side  of  medicine  as  it  relates  to  art  and  the  handling 
of  patients.” 

I interrupted  again,  “Herman  Dickel,  of  Portland 
once  dropped  a statement  about  ‘the  science  of  the  art 
of  medicine.’  That’s  quite  a statement.” 

“Yes  it  is,  and  the  question  would  be  then  whether 


( 3 ) initiate  and  conduct  studies  largely  concerned 
with  broad  aspects  of  national  policy  and  planning  for 
health  care  and  health  related  education  and  research; 

(4)  develop  proposals  for  specific  studies,  gener- 
ally concerned  with  the  technical,  substantive  aspects 
of  medical  care  or  its  scientific  basis,  by  the  National 
Research  Council  or  other  bodies; 

(5)  review,  at  the  request  of  the  President  of  the 
National  Academy  of  Sciences,  programs,  proposals 
and  reports  generated  by  the  National  Research 
Council; 

(6)  respond  to  requests  from  the  federal  govern- 
ment and  other  agencies  for  studies  and  advice  on 
matters  relating  to  health  and  medicine; 

(7)  establish  liaison  with  the  major  scientific  and 
professional  societies  concerned  with  health  and  med- 
icine; 

(8)  identify  appropriate  individuals  to  serve  on 
study  groups  operating  under  the  aegis  of  other  units 
of  the  NAS/NRC;  and 

(9)  disseminate  information  to  the  public  and 
the  relevant  professions. 
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or  not  you  can  analyze  what  the  art  of  medicine 
really  is  from  a scientifie  point  of  view  — and  then 
from  that  draw  certain  conelusions.  That’s  a fascina- 
ting thing  and  if  we  could  just  get  a handle  on  it,  it 
might  well  be  studied.  The  question  certainly  is  a 
good  one.” 

From  this  it  seemed  natural  to  start  talking  about 
things  of  coneern  to  physieians  in  praetiee: 

“1  think  the  whole  business  of  the  drugs  doctors 
prescribe  is  important.  There  are  lots  of  sides  to  this 
one  but  one  of  them  is  the  educational  aspect  — how 
physicians  get  their  education  on  new  drugs,  and  old 
ones. 

“And  another  is  a thing  we  don’t  know  how  to  do 
at  all  well  — the  long  term  trial  of  drugs  — trial  and 
evaluation  — of  drugs  for  chronic  diseases.  You  know, 
we  just  don’t  know'  how  to  do  that.  We  don’t  even 
know  how  to  set  up  the  e.xperiments.  We  fall  back  on 
our  experience  in  short  term  experiments  and  we  pre- 
sume they  are  adequate,  but  we  don’t  have  a lot  of 
knowledge  here.  That’s  something  that  might  be  very 
interesting  and  very  important  to  go  into. 

“Another  thing  1 think  we  might  have  gotten  into 
earlier  is  this  whole  issue  of  financial  support  for  can- 
cer researeh.  You  know  — that’s  a bear.  1 was  op- 
posed, have  been  opposed,  to  the  Institute  taking  a 
stand  on  a separate  agency  for  cancer  research  versus 
keeping  it  in  the  NIH,  because  we  were  late.  We  just 
couldn’t  have  done  a really  thorough  study,  but  we 
could  have  done  something  on  the  questions  of  what 
really  should  we  be  doing,  what  areas  should  we  be 
moving  into  in  eaneer  research.  And  we  can  do  this 
from  a viewpoint  different  from  that  of  NIH  or  of 
those  involved  directly  in  cancer  research  like  the  M. 
D.  Anderson  Hospital  and  the  Sloan  Kettering  Insti- 
tute. We  might  be  able  to  say  how  the  Federal  Govern- 
ment should  support  cancer  research,  forgetting  orga- 
nizational strueture  of  the  agency  to  manage  it.  For 
what  I’m  really  afraid  of  is  to  toss  in  another  hundred 
million  dollars  — that  makes  a total  of  $365  million 
or  something  like  that  — and  then  up  that  a eouple  of 
hundred  million  next  year.  You’re  going  to  get  un- 
qualified people  all  over  the  country  going  into  second 
rate  cancer  research  because  the  money’s  going  to  be 
there.  This  is  something  1 really  don’t  know  too  much 
about  yet  — but  it’s  an  area  where  we  probably  would 
have  been  involved,  had  we  been  in  existence  for  sev- 
eral years.  And  if  we  had  been  smart  enough  to  have 
seen  it  coming.” 

Having  devoted  most  of  my  professional  life  to 
medical  journalism,  1 couldn’t  hold  back  a question 
about  the  place  of  medical  journals  in  the  continuing 
education  of  physicians.  I said,  “We’ve  got  some- 
thing over  three  thousand  physicians  in  practice  in  the 
state  of  Washington  and  about  four  hundred  students 
in  the  Medical  School.  Quite  an  imbalance  there  — 
and  the  men  in  praetiee  need  education  fully  as  much 
as  the  students.” 

The  response  left  no  doubt  about  his  interest  in 
eontinuing  medical  education:  “That  1 agree  with, 

wholeheartedly.  I’ve  eertainly  been  very  coneerned 
about  the  whole  problem  of  continuing  education  of 
physicians.  And  I have  always  presumed  that  next  to 
a program  with  a built-in  return  to  an  environment 
away  from  practice  for  a refresher,  the  journal  is  the 
source  of  the  physician’s  education.  My  hang-up  is 


that  1 just  know  that  fifty  percent  of  physicians  don’t 
read  very  many  journals.  And  that’s  really  the  prob- 
lem. How  do  you  get  them  to  do  that?  First  of  all, 
you  ean’t  force  anybody  to  read.  But  how  do  you 
give  them  time  for  reading,  and  the  motivation  to  con- 
tinue to  read?  Those  are  the  tough  questions.  1 don’t 
think  you  do  it  all  with  gimmicks  — with  the  way  you 
dress  up  the  journal. 

“One  thing  that  is  important  is  to  continually  tie 
in  the  material  published  (making  it  useful,  and  mean- 
ingful) with  what  the  physician  is  doing  in  his  prac- 
tice. It’s  a very  unusual  guy  who’s  going  to  read  some 
esoteric  article  about  some  issue  he’s  never  experi- 
eneed  in  practice.  He’s  got  to  start  with  what  is 
really  of  interest  to  him  — of  interest  because  he  just 
saw  a patient  with  that  condition,  or  he’s  been  won- 
dering about  it. 

“In  1954  I threw  out  an  idea  that  went  over  like  a 
lead  balloon,  but  1 still  think  it’s  a good  idea  — nothing 
to  do  with  publication  but  it  has  directly  to  do  with 
continuing  education.  1 think  the  residency  programs 
have  got  to  be  reorganized  eompletely  so  they  are 
integrated,  stepwise,  with  the  practice  of  medieine. 
A man  starts  a resideney,  say,  and  he  spends  most  of 
his  time  at  the  center  — I don’t  care  w'hether  it’s  the 
University  center  or  a clinic  center,  or  whatever. 
And  the  next  year  he  spends,  say,  a fourth  of  his  time 
with  a practicing  group  as  an  actual  practicing  mem- 
ber — it  might  be  a small  group,  even  two  physicians. 
Now  1 don’t  know  whether  that  would  be  three 
months  out  of  the  year  or  one  day  a week,  or  however 
you  would  work  it.  The  next  year  he  spends  more  — 
about  half  the  time.  He  moves  back  and  forth.  And 
finally  he  gets  down  to  the  point  he  is  spending  all  but 
a month’s  time  with  the  group  - but  he  is  always 
coming  back  to  the  center  - and  he  is  a teacher  and  a 
learner  when  he  comes  back.  And  he  is  going  to  keep 
that  up  for  the  rest  of  his  life.  That’s  part  of  his 
pattern.” 

“He’s  going  to  have  to  start  that  pattern  very 
early,”  1 said. 

“Yes,  maybe  even  in  medical  school,  but  certainly 
in  the  first  year  after  medical  school.  1 think  the  stu- 
dent should  get  right  into  praetiee.  1 think  the  gradu- 
ate should  get  right  into  practice,  on  a part  time  basis, 
doing  certain  things  when  he  gets  into  whatever  you 
call  the  internship  — when  he  starts  his  clinical  train- 
ing. You  can  always  learn  and  you  ean  always  teach. 
Anybody  can  teach  a certain  something  to  somebody. 
And  there  are  good  teaehers  and  there  are  bad  teachers 
and  that  doesn’t  mean  that  everybody  who  comes 
back  is  going  to  be  a star.  But  if  he  gets  back  and  is  in 
the  position  of  having  to  teach  other  people  and  does 
it  so  he  is  doing  it  all  the  time  — he  doesn’t  wait  ten 
years  to  drop  baek  to  find  himself  lost.” 

Dr.  Hogness  may  have  failed  to  stir  up  enthusiasm 
for  that  formula  in  1954  but  he  didn’t  fail  to  stir  my 
imagination  and  my  interest  in  his  thoughtful  proposal 
about  what  a lifetime  of  learning  and  practicing  could 
mean.  Or  my  understanding  of  why  Philip  Handler 
had  insisted  upon  having  John  Hogness  as  the  man 
most  eminently  qualified  to  lead  the  Institute  into  a 
new  era  of  skillful  blending  of  education  and  practice 
and  scienee  and  art.  It’s  a job  for  a man  who  can  see 
from  horizon  to  horizon  — and  beyond. 

H.  L.  HARTLEY 
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British  Columbia  Physicians 

Resist  Minister’s  Order 

MARION  HOFF  JOHNSON,  Seattle,  Washington 


British  Columbia’s  health  care  system,  government 
administered  but  professionally  operated,  hit  a snag 
last  month  that  seriously  threatens  the  province’s  pre- 
carious compromise  between  private,  market-oriented 
medicine  and  government  monopoly. 

The  snag  was  in  the  form  of  a cabinet  order-in- 
council that  gives  Health  Minister  Ralph  Loffmark 
power  to  control  directly  which  doctors  can  use  which 
hospital  facilities  in  British  Columbia. 

Under  the  old  regulations  a doctor  can  only  prac- 
tice in  a hospital  if  he’s  a member  of  the  College  of 
Physicians  and  Surgeons,*  holds  a permit  from  the 
Board  of  Management  of  the  hospital  and  has  been 
appointed  to  the  hospital  medical  staff. 

Loffmark  now  may  overrule  decisions  made  by  the 
hospital  boards  and  order  it  to  issue  or  to  cancel  hos- 
pital privileges  to  doctors. 

The  controversial  order-in-council  No.  267  3,  ap- 
proved July  27,  1971,  reads  in  part. 

Subject  to  any  instructions  which  may  be  issued 
by  the  Minister  of  Health  Services  and  Hospital  Insur- 
ance or  person  authorized  by  him  to  act  in  his  behalf, 
the  board  of  management  of  the  hospital  may,  at  any 
time,  and  from  time  to  time,  and  without  assigning 
therefore  any  reason,  refuse,  alter,  modify,  suspend, 
revoke  or  cancel  any  permit  applied  for,  from  or 
issued  by  it  and  may  again  renew  the  same. 

Hospital  boards  may  appeal  Loffmark’s  orders  to 
the  Cabinet  within  30  days.  The  Cabinet’s  decision 
will  be  binding.  Individual  physicians  will  have  no 
appeal. 

The  order  drew  an  immediate,  hostile  reaction  from 
the  medical  profession  and  hospital  administrators 


Mrs.  Johnson  obtained  this  information  by  interviews  in 
Vancouver  and  submitted  the  report  because  she  is  concerned 
about  trends  in  the  United  States.  Many  similar  factors  are 
visible.  In  spite  of  current  resistance  by  British  Columbia 
physicians,  the  outcome  she  predicts  appears  to  be  inevitable. 

The  trend  in  British  Columbia,  as  it  appears  to  be  in  the 
United  States,  is  clearly  a gradual  increase  in  control  by  gov- 
ernment. There  was  total  resistance  by  physicians  in  1936 
when  a law  to  create  socialized  medicine  was  passed  in  British 
Columbia,  They  refused  to  service  the  scheme.  The  law,  still 
not  repealed,  was  blocked  effectively.  But  some  ten  years 
later,  physicians  made  little  objection  when  the  government 
took  over  control  of  hospitals.  And  physicians  cooperated 
actively  with  government  when  the  comprehensive,  universal 
medical  care  plan  covering  all  citizens  was  adopted  in  1968. 
It  must  be  noted  that  the  fee-for-service  compensation  it  pro- 
vided for  physicians  opened  the  door  to  overutilization  and 
maldistribution  of  physicians  now  inviting  further  control  by 
government.  The  fee,  when  paid  by  the  patient  is  a deterrent 
to  overutilization  but  when  paid  by  government,  encourages 
it.  Awareness  of  what  is  happening  in  British  Columbia  should 
be  helpful  in  contemplating  the  long  range  results  of  establish- 
ing any  of  the  various  forms  of  national  health  insurance  being 
proposed  in  the  United  States.  Ed. 

* Equivalent  to  being  licensed  in  the  U.S. 


who  protested  that  Loffmark  could  use  his  new 
power  to  make  political  appointments.  He  was  accus- 
ed of  usurping  function  of  hospital  boards  and  increas- 
ing government  control  over  medical  practice  to  a 
point  good  for  neither  the  public  nor  the  profession. 
Within  a week  of  the  announcement,  the  Canadian 
Medical  Association  in  Ottawa,  the  BC  College  of 
Physicians  and  Surgeons,  the  BC  Medical  Association, 
and  Hospital  Association  were  moving  to  force  the 
third,  and  by  far  the  most  serious,  medical-political 
confrontation  in  Canada’s  nationalized  medicare  pro- 
gram. 

While  tempers  soared,  the  news  media  reported  on 
emotional  issues  which  accused  Loffmark  of  failing  to 
build  facilities  he  promised  to  build  while  campaign- 
ing, of  pressuring  hospital  boards  to  accept  members 
of  surgical  specialties  who  have  been  previously  turned 
down  and  wanting  to  force  doctors  to  staff  Riverview 
and  other  mental  hospital  facilities  at  unacceptably 
low  salaries. 

Loffmark  defended  his  new  power  as  necessary  to 
guarantee  a fair  geographic  distribution  of  doctors.  He 
was  quoted  in  the  Vancouver  Sun  as  saying  he  needs 
the  powers  because  doctors  coming  to  BC  are  “all 
applying  for  positions  in  the  major  centers  and  com- 
pletely neglecting  the  needs  of  BC  citizens  in  all  other 
areas.’’  Surgical  specialists  are  reported  to  have  com- 
plained to  the  minister  that  “hospital  cliques”  are 
denying  staff  privileges  and  therefore  denying  access 
to  facilities  necessary  for  their  livelihood. 

Premier  Bennett  would  not  comment  on  the  speci- 
fic reasons  for  the  government’s  new  regulation,  al- 
though he  said  that  he  could  wish  the  medical  profes- 
sion would  “do  more  policing”  of  its  members.  While 
he  said  he  wouldn’t  want  to  blame  doctors  for  wanting 
to  live  and  work  in  Vancouver,  Victoria  and  Kelowna 
he  said,  “I  think  the  doctors  should  care  for  the 
people  of  the  rest  of  the  province  as  well.” 

Informed  medical  spokesmen  maintain  that  while 
this  complaint  might  have  been  legitimate  three  years 
ago,  it  is  not  now.  New  physicians,  many  of  them 
foreign  graduates,  are  flocking  to  British  Columbia  at 
approximately  260  per  year.  Before  allowing  gradu- 
ates of  foreign  medical  schools  to  practice,  the  licens- 
ing body,  the  College  of  Physicians  and  Surgeons, 
issues  certificates  and  requires  them  to  practice  first  in 
rural  communities. 

If  the  government  has  been  less  than  frank  with  the 
public  regarding  the  real  issues  at  stake,  organized 
medicine  has  been  equally  self-protective  as  this  joint 
statement  issued  to  the  press  from  the  Council  of  the 
College  of  Physicians  and  Surgeons  in  British  Columbia 
and  the  Board  of  Directors  of  the  British  Columbia 
Medical  Association  would  indicate: 

The  College  of  Physicians  and  Surgeons  and  the 
BC  Medical  Association  accept  the  invitation  to  join 


609 

Northwest  Medicine,  September,  1971 


with  the  BC  Hospital  Association  in  discussing  with 
government  officials  various  areas  of  concern  outlined 
August  5 by  the  Minister  of  Health  toward  a joint 
delegation  to  Victoria.  Not  all  of  the  concerns  expres- 
sed by  the  minister  are  related  to  order-in-council  No. 
2673,  but  in  the  spirit  of  assisting  him  to  understand 
and,  if  necessary,  to  correct  those  problems  that  do 
exist,  we  will  continue  to  meet  with  him  and  his 
officials  as  he  has  suggested.  This  does  not  change 
the  position  of  the  medical  profession  and  its  unani- 
mous opposition  to  order-in-council  No.  2673  and 
their  opinion  that  it  should  be  withdrawn.  If  discus- 
sion of  various  health  problems  in  BC,  large  and  small, 
will  lead  to  the  above  decision  by  the  government,  we 
will  have  achieved  the  twin  objectives  of  correcting 
any  problems  that  may  exist  and  restoring  to  com- 
munity hospital  boards  the  essential  responsibility  on 
the  local  level  for  the  standards  of  medical  care  avail- 
able in  those  hospitals.  At  this  time  there  is  nothing 
else  to  report.  We  have  accepted  two  invitations  to 
meet  the  government  representatives  on  two  issues. 
We  will  not  make  any  further  public  statements  until 
we  know  something  definite  about  the  direction  of 
forthcoming  talks. 

Informed  sources  within  organized  medicine  priv- 
ately admit  there  are  problems  they  could  solve,  given 
enough  time.  With  medical  costs  skyrocketing,  it 
seems  unlikely  that  the  government  will  be  able  to 
wait. 

Since  medicine  in  the  United  States  may  be  well 
headed  in  the  same  direction,  it  may  be  useful  to  look 
at  the  conflicting  forces  Canadians  built  into  their 
program  by  continuing  to  use  voluntary  health  sys- 
tems for  the  production  of  services  and  trying  to 
finance  them  with  federal  funds. 

The  British  Columbia  medical  plan,  set  up  under 
the  umbrella  of  the  British  Columbia  Medical  Care 
Commission  on  July  1,  1968,  has  three  insurance  car- 
riers. The  plan  is  available  to  all  citizens  on  a volun- 
tary, monthly-premium  basis.  The  cost  is  $5.00  per 
individual,  $10.00  for  a couple,  and  $12.50  for  a 
family,  per  month.  The  balance  of  the  cost  is  picked 
up  by  the  provincial  and  the  federal  governments  on  a 
cost-sharing  basis.  The  federal  government  pays  50 
percent  of  the  cost  for  all  the  provinces  that  partici- 
pate in  the  plan;  the  provincial  government  pays  the 
balance.  Physicians  collect  on  a fee-for-service  basis 
and  are  paid  from  two  to  six  weeks  after  the  account 
is  rendered.  Patients  receive  a record  of  the  doctor’s 
charges  and  a record  of  the  payments  made  to  him. 
There  is  an  “extra-billing”  provision  which  allows  the 
doctor  to  charge  more  for  services  if  arrangements  are 
made  with  the  patient  before  care  is  started.  There  is 
also  a provision  for  physicians  to  “opt-out”  if  they 
prefer  not  to  cooperate  with  the  medicare  commis- 
sion. The  government  accepted  the  British  Columbia 
Medical  Association  minimum  fee  schedule  with  esca- 
lation clauses  tied  to  such  disposable  income  indices  as 
cost  of  living  index  for  the  city  of  Vancouver  and  the 
index  of  wages  and  salaries  for  the  province  of  British 
Columbia.  It  was  also  agreed  that  if  the  joint  indices 
rose  more  than  eight  percent,  either  side  could  ask  for 
compulsory  arbitration.  There  have  been  two  satisfac- 
tory negotiations  under  this  formula. 


In  order  to  protect  the  public  purse  against  those 
few  members  of  the  profession  who  might  sometimes 
abuse  it,  it  was  also  agreed  that  the  government  would 
not  discipline  the  profession  but  that  abuses  would  be 
referred  to  the  British  Columbia  Medical  Association 
for  action  by  a Reference  Committee. 

There  is  a pattern  of  practice  profile  assembled,  by 
the  government  computer,  on  every  physician.  His 
charges  and  the  procedures  for  which  he  charges  can 
be  compared  with  those  of  his  colleagues  engaged  in 
comparable  practice.  If  there  are  two  or  more  stand- 
ard deviations  from  the  norm,  a committee  of  the 
association  looks  at  the  profile  and  may  interview  the 
doctors  concerned  or  recommend  appropriate  action 
to  be  taken.  However,  the  authority  of  the  association 
in  this  regard  is  limited. 

Why  then,  with  these  sensitive  points  safeguarded 
by  written  agreements,  is  the  government  dissatisfied? 

In  spite  of  the  protective  secrecy  that  covers  the 
negotiations,  informed  sources  within  the  profession 
admit  that  time  is  running  out  on  the  BC  physicians. 
However  diligently  their  Reference  Committee  works 
to  discipline  its  members,  it  cannot  possibly  correct 
some  of  the  problems  revealed  by  the  relentless 
government  computer. 

The  steady  influx  of  physicians  into  the  Vancouver- 
Victoria  area  is  causing  serious  over-utilization  of  facil- 
ities, and  the  fee-for-service  schedule  encourages  over- 
servicing of  patients.  The  costs  of  patient  care  are 
much  higher  in  Vancouver  than  in  the  smaller  com- 
munities where  fewer  doctors  are  working  harder  to 
see  more  individuals,  yet  earning  disproportionately 
lower  incomes.  These  doctors  complain  they  are  over- 
worked, unable  to  take  vacations  or  to  leave  their 
practices  for  courses  in  continuing  medical  education. 

Medical  graduates  from  the  University  of  British 
Columbia  who  have  finished  their  training  have  been 
entering  practice  in  Vancouver  and  have  been  earning 
first  year  incomes  comparable  to  those  earned  by 
experienced  practitioners. 

Automated  laboratory  and  other  diagnostic  tests 
can  be  done  in  the  hospitals  with  paramedical  person- 
nel at  a small  fraction  of  the  fee  charged  for  the  same 
procedure  in  the  physician’s  office  or  private  lab. 
(Another  order-in-council  — No.  2232  — issued  along 
with  the  controversial  No.  2673  involves  licensing  by 
the  government  of  various  diagnostic  laboratories  and 
x-ray  facilities  in  an  attempt  to  control  costs.) 

The  second  publication  by  the  Medical  Services 
Commission  of  British  Columbia  of  fees  paid  to  all 
physicians  focused  attention  again  on  the  fact  that 
fees  paid  to  those  in  surgical  specialties  are  dispropor- 
tionately higher  than  fees  paid  to  those  in  other  disci- 
plines. Government  officials  have  had  no  trouble  spot- 
ting the  difference  in  costs  of  a cholecystectomy  per- 
formed by  a salaried  surgeon  in  a hospital  and  one  per- 
formed by  a private  surgeon  on  a fee-for-service  basis. 

Some  veteran  observers  of  the  medical  scene  in 
British  Columbia  speculate  that  although  health  minis- 
ters may  come  and  go.  Premier  Bennett’s  Social  Credit 
party  has  been  in  power  for  17  years  and  is  in  a strong 
position  to  continue  to  seek  effective  ways  to  control 
health  care  costs.  Next  steps  anticipated  are  govern- 
ment licensing  of  physicians  and  eventually  a salaried 
status  for  those  receiving  public  funds  for  patient  care. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION;  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
k crating  machinery  or  driving  a motor  vehicle 
I shortly  after  ingesting  the  drug. 

■ Physical  and  Psychological  Dependence:  Physical 

■ and  psychological  dependence  rarely  re- 

■ ported.  If  withdrawal  symptoms  do  occur 

■ they  may  resemble  those  associated  with 

■ withdrawal  of  barbiturates  and  should  be 

I treated  in  the  same  fashion.  Use  caution  in 

J administering  to  individuals  known  to  be 

addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy-.  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
^ bearing  age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS;  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 

(significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 
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ALFRED  A.  STRAUSS  MEMORIAL  LECTURE 


G.  THOMAS  SHIRES,  M.D. 


The  Lecture  is  presented  this  year  in  memory  of 
Dr.  Strauss  by  his  widow,  Mrs.  Hilda  Strauss,  and 
daughter  and  son-in-law,  Margery  and  Paul  Friedlander. 
Dr.  Strauss  died  in  Palm  Springs  in  April,  1971.  He 
was  90  years  old.  He  was  a graduate  of  the  University 
of  Washington  in  1904,  and  was  captain  of  the  foot- 
ball team.  One  of  his  interests  was  recruiting  football 
players  for  the  University  of  Washington. 

Dr.  Strauss  received  his  M.D.  degree  at  Rush  med- 
ical College  in  1908  and  interned  in  Chicago  at  Michael 
Reese  Hospital,  where  he  subsequently  spent  his  med- 


G.  Thomas  Shires,  M.D.,  will  deliver  the  22nd  An- 
nual Strauss  Lecture  on  Friday,  October  8,  in  the 
Health  Sciences  Center  Auditorium,  University  of 
Washington.  The  lecture  series  is  sponsored  by  the 
family  of  the  late  Alfred  A.  Strauss,  M.D.,  and  the 
Department  of  Surgery  of  the  University  of  Washing- 
ton School  of  Medicine. 

Dr.  Shires  is  Professor  and  Chairman,  Department 
of  Surgery  at  the  University  of  Texas  Southwestern 
Medical  School  at  Dallas.  His  interests  in  research 
especially  concern  the  areas  of  fluid  electrolytes,  me- 
tabolism, shock,  and  response  to  injury.  This  is  re- 
flected in  the  Strauss  Lecture  which  is  entitled  ‘Cellu- 
lar Response  to  Shock.”  Dr.  Shires  is  president-elect 
of  the  Society  of  Surgical  Chairmen  and  he  was  1970 
secretary  of  the  American  Surgical  Association  and 
past  secretary  of  the  Surgical  Biology  Club. 

ical  career,  except  for  a brief  period  of  study  under 
Enderlen  in  Heidelberg,  Germany. 

Dr.  Strauss  was  a founder  of  two  hospitals  and  an 
early  backer  of  the  University  of  Washington  School 
of  Medicine.  He  was  connected  with  numerous  “firsts” 
in  the  advance  of  medicine;  he  developed  important 
operations  and  published  significant  articles.  When 
Dr.  Strauss  was  88  years  old,  he  wrote  a book  called 
“Immunological  Resistance  to  Cancer  Produced  by 
Electrocoagulation,”  which  epitomized  his  57  years 
of  cancer  research. 


ALFRED  A.  STRAUSS,  M.D. 
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EDITORIAL 


The  Living  Library 


In  the  past,  these  columns  have  extolled  both  the 
accomplishments  and  potentials  of  the  Pacific  North- 
west Regional  Health  Sciences  Library.  A clear  break 
with  tradition,  it  is  not  simply  a collection  of  books 
and  journals;  rather  it  is  an  interlinked  network  of 
medical  librarians  and  their  colleagues  who  are  com- 
mitted to  manipulating  information  resources  for  the 
benefit  of  practicing  health  professionals— physicians, 
nurses,  dentists,  technicians,  etc.— regardless  of  their 
locations.  Be  it  for  document  delivery  service  (some 
15,500  documents  entailing  more  than  90,000  sheets 
were  distributed  throughout  Washington  alone  last 
year),  or  for  bibliographic  reference  services,  or  a 
channel  into  the  computerized  information  systems 
like  MEDLARS  or  AIM-TWX,  the  service  can  and  will 
form  the  foundation  for  our  future  health  care  pro- 
gram-service to  patients,  teaching  of  students,  self- 
education  or  research.  Access  to  information  is  no 
longer  the  dreamed  of  nirvana  impossible  to  achieve. 
It  is  instead— and  by  public  fiat  via  the  Medical  Library 
Assistance  Act— a “right”  of  each  and  every  health 
professional. 

Actually,  the  basic  concept  is  simple.  It  is  still  a 
library,  but  that  word  has  a new  meaning.  It  used  to 
mean  a building,  or  at  least  a series  of  rooms  where 
books  could  be  stored.  The  old  concept  is  largely  one 
of  structure.  Change  that  word  to  function  and  you 
have  it.  This  library  should  be  thought  of  as  a group 
of  dedicated  people  who  provide  services.  It  is  a living 
thing,  not  just  a place.  And  it  is  kept  alive  by  modern 
technologic  assistance— telephone  lines,  xeroxing  equip- 
ment and  computer  storage.  Under  this  program,  for 
example,  71  percent  of  Alaska’s  geographically  scat- 
tered physicians  now  enjoy  and  utilize  monthly  mail- 
ings of  those  index  pages  copied  from  journals  of  their 
own  choosing;  now  the  material  comes  to  them  rather 
than  vice  versa— a bonanza  in  solving  their  previous 
problem  of  isolation! 

Despite  the  foregoing,  all  of  us  ought  to  recognize 
not  simply  our  benefits  but  also  our  obligations  to 
assure  that  maximum  yields  are  derived  from  this  pro- 
gram. Certainly  all  ought  first  become  informed  of 
the  library  system  and  test  it  out— trying  out  the 
water,  so  to  speak.  The  librarians  at  the  local  level  as 
well  as  at  the  PNRHSL  stand  ready  and  willing  to 
assist  in  any  way  they  can.  Moreover,  we  all  ought  to 


do  three  specific  things.  First,  when  something  goes 
amiss  (and  as  Murphy  reminds  us,  it  always  will)  com- 
municate the  details  of  the  problem  to  the  appropriate 
party  - clearly,  concisely  and  with  candor.  Give  that 
party  a change  to  correct  it!  Second,  when  something 
goes  well  (and  it  will,  too)  communicate  that  in  like 
fashion  to  the  responsible  party— and  all  the  way  up 
the  line  to  your  representatives  or  senators  giving  them 
a reason  to  continue  to  support— or  to  oppose— appro- 
priate legislation.  Third,  remember  this  facility  can’t 
substitute  for  what  British  Columbia’s  Don  Williams 
calls  the  home  study  sanctuary.  Admittedly,  the 
journals  you  subscribe  to  or  receive  by  way  of  control- 
led circulation  probably  contain  most  of  the  answers 
to  your  information  needs  to  keep  you  updated.  Sim- 
ilarly, your  own  hospital  (or  your  collective  hospital 
as  with  Yakima,  which  has  combined  its  library  re- 
sources) ought  to  consider  the  immediate  functions 
and  long  range  possibilities  of  its  own  library.  Of  par- 
ticular interest  is  Seattle-King  County’s  venture  of 
moving  its  previous  free-standing  library  onto  the 
premises  of  the  University  of  Washington  while  retain- 
ing its  salaried  librarian  to  provide  sought-for  services; 
after  six  months  of  trial,  this  joint  activity  seems  to  be 
increasing  both  efficiency  and  economy.  Each  indi- 
vidual hospital  might  well  study  Stearns  and  Ratcliff’s 
study  of  the  core  hospital  library*  (some  eight  of 
which  have  now  been  established  within  our  region)  or 
Greenfield’s  proposed  minimal  standards  for  hospital 
library  services  as  a basis  for  converting  ideas  into 
practice— via  Joint  Commission  pressure.^ 

Finally,  and  for  emphasis,  unlike  students  of  years 
gone  by,  today’s  medical  student  can  learn  to  depend 
upon  his  medical  school  library  resources  during  his 
study  days  with  the  full  expectation  that  he’ll  be  able 
to  continue  to  utilize  such  resources  throughout  his 
professional  life.  Thus,  lifelong  learning  by  access  to 
such  resources  is  no  longer  a dream— it’s  a reality. 

W.O.R. 

REFERENCES 

1 Stearns,  N.  S.  and  Ratcliff,  W.  W.,  Health-science  core 
library  for  physicians,  nurses  and  allied  health  practitioners. 
New  Eng  J Med,  283:1489-1498,  December  31,  1970. 

2 Greenfield,  M.,  Hospital  libraries:  focal  point  in  the 
continuing  education  crisis.  Bull  Med  Libr  Assoc,  58:578- 
583  (October)  1970. 


Apology! 

In  the  July  issue,  photographs  used  with  the  report  on  S tudent  Clinic 
for  Migrant  Workers  were  published  without  acknowledgement.  They 
were  taken  by  Thelma  Wilson  of  the  Public  Affairs  Staff,  University  of 
Oregon  Medical  School,  for  the  publication  Imprint.  We  regret  that  this 
information  was  not  carried  with  the  article.  Ed. 
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Chronic  Atrial  Pacing  to  Control 

Paroxysmal  Junctional  Tachycardia 

WAYNE  R.  ROGERS,  M.D.,  ALBERT  STARR,  M.D.,  JAMES  A.  WOOD,  M.D. 
and  CHRISTOS  LOLAS,  M.D.,  Portland,  Oregon 


Medically  resistant,  repetitive,  atrioventricular  junctional  tachycardia  (PJT)  had  pro- 
gressed, in  the  patient  reported,  to  syncope,  crippling  angina  and  congestive  failure.  Con- 
trol was  established  by  chronic  atrial  pacing.  Long-term  pacing  is  recommended  only  to 
control  life-threatening  complications  when  medical  measures  have  failed.  A prerequisite 
is  demonstration  that  temporary  atrial  pacing  can  control  both  the  arrhythmia  and  the 
patient’s  symptoms. 


Paroxysmal  supraventricular  tach- 
ycardia usually  can  be  treated  suc- 
cessfully by  medical  means.  Some 
refractory  cases,  particularly  those 
complicated  by  atrioventricular 
block,  have  been  better  managed  by 
the  addition  of  permanent  ventricu- 
lar pacing.*”^  Atrial  pacing  can  also 
stop  such  paroxysms'*”^  and  in  a few 
instances  chronic  atrial  pacing  seems 
to  have  been  used  justifiably.*’^ 
Failures  of  the  technique  have  oc- 
curred.'* The  following  report  de- 
scribes an  unusual  patient  who  had 
medically  resistant  repetitive  atrio- 
ventricular junctional  tachycardia 
(PJT)  who  was  rehabilitated  by  the 
aid  of  long-term  atrial  pacing. 


CASE  REPORT 

In  1955,  a 45-year-old  white  house- 
wife developed  paroxysms  of  tachycardia 
associated  with  cannon  waves  (giant 
atrial-ventricular  waves)  in  the  jugular 
veins.  These  were  satisfactorily  managed 
with  sedatives  and  quinidine  until  1966, 
when  a prolonged  bout  of  documented 
PJT,  rate  160  per  minute,  led  to  con- 
gestive failure.  This  responded  to  digoxin 
which  was  continued,  usually  in  dose  of 
0.25  mg  daily.  In  1967,  angina  pectoris 
developed  on  effort  during  attacks  of 
PJT.  In  1968,  the  first  of  six  syncopal 
episodes  occurred  and  a pulse  rate  of  170 
was  observed  during  the  last  of  these  in 
May,  1969.  By  this  time  trials  of  diphen- 
ylhydantoin,  procainamide,  propanthel- 
ine, and  propranalol  had  been  carried  out 
singly  and  in  combination  without  materi- 
ally affecting  the  now  prevailing  PJT. 

Therefore,  in  May  a 17-day  test  per- 
iod of  atrial  pacing  with  an  external 
pacemaker  was  carried  out.  The  effective- 
ness of  this  method  in  abolishing  PJT  is 
shown  in  Figure  1.  Recurrences  of  PJT 
were  introduced  by  single  or  multiple 
premature  ventricular  beats  which  were 
suppressed  by  the  addition  of  procaine 
amide  0.5  gm  four  times  daily.  The  time 
of  the  pacer  impulses  that  abolished  PJT 
on  five  documented  occasions  is  shown 
in  Figure  2. 


Fig.  1.  Electrocardiographic  studies  done  at  institution  of  temporary  pacing. 
A.  Intra-atrial  electrocardiogram  showing  large  biphasic  P waves  indicative  of  a 
mid-atrial  position  of  the  cable  tip.  B.  Same  as  A during  junctional  tachycardia. 
C.  Lead  II  electrocardiogram  showing  prompt  reversion  of  the  tachycardia  by 
atrial  pacing.  The  first  pacer  artifact  (A)  falls  in  the  atrial  refractory  period  hence 
is  ineffective.  The  second  artifact  captures  the  atrium,  as  indicated  by  a change  in 
P wave  configuration.  It  apparently  affects  the  AV  node  as  well  as  there  is  no  fur- 
ther electrical  activity  until  regular  atrial  pacing  after  the  third  artifact.  Sinus 
rhythm  followed  when  the  pacer  was  shut  off.  The  paper  speed  is  25  mm  per  sec- 
ond in  all  records. 


O.Z  »et. 


Fig.  2.  Facsimile  of  an  electrocardiographic  complex  during  junctional  tachy- 
cardia, showing  the  site  in  or  immediately  after  the  QRS  complex  at  which  tbe 
temporary  pacemaker  stimulus  produced  reversion  on  each  of  five  occasions  (See 
Discussion). 
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In  early  June,  a transvenous  bipolar 
right  atrial  constant  pacing  system  was 
implanted  and  medical  therapy  was  cont- 
inued: but  atrial  capture  was  erratic. 
Symptoms  persisted,  thus  denying  pace- 
maker placebo  effect  in  subsequent  im- 
provement. 

On  July  3,  the  transvenous  system 
was  removed  and  the  pacemaker  was 
connected  to  the  right  atrium  by  direct 
myocardial  wires,  the  cathode  being  im- 
planted just  below  the  sinus  node.  The 
presence  of  hydrothorax,  edematous 
lungs  and  a tense  right  atrium  confirmed 
the  diagnosis  of  congestive  failure.  A rate 
of  95  per  minute  was  used  since  this  had 
been  found  optimal  during  the  test  per- 
iod. An  output  of  10  milliampercs  (5 
volts  across  500  ohms)  was  employed,  al- 
though the  initial  rheobase  was  less  than 
3 milliamperes.  For  one  week  postoper- 
atively,  PJT  continued  at  a rate  averaging 
140  to  150  per  minute.  Atrial  pacing 
then  became  dominant,  and  well-marked 
clinical  benefit  has  followed  gradually. 
In  May,  1971,  she  had  Class  II  effort  tol- 
erance.” infrequent  mild  angina,  no  fur- 
ther syncope,  and  only  brief,  mild  PJT. 
Figures  3 and  4A  and  B show  the  chest 
x-rays  and  electrocardiograms  made  two 
months  postoperatively.  Figure  4C  pre- 
sents a more  recent  electrocardiogram  to 
demonstrate  pacer  abolition  of  PJT,  in 
this  instance  induced  by  traversing  the 
Masters  2-steps  35  trips  in  3 minutes. 


discussion 

This  appears  to  be  the  first  re- 
ported instance  of  long-term  (over 
22  months)  control  of  paroxysmal 
junctional  tachycardia  (PJT)  by 
atrial  pacing.  Hunt  and  colleagues 
achieved  temporary  reversion  in  one 
similar  patient.^ 

The  mechanism  of  reversion  was 
found  to  involve  atrial  capture  by 
the  pacing  stimulus  during  or  im- 
mediately following  the  QRS  com- 
plex with  consequent  depolarization 
of  the  nodal  focus  (Figures  1,2). 
In  this  way,  nodal  automaticity  was 
reduced,  or  re-entry  from  the  ven- 
tricle was  blocked,  or  both.  A 
similar  reversion  mechanism  w'as 
described  in  Hunt’s  atrially-paced 
case  and  in  Zeft  and  McGowan’s 
patient  whose  junctional  tachycar- 
dia W'as  reverted  by  ventricular  but 
not  by  atrial  pacing.^ 

Recurrences  of  PJT  in  our  pa- 
tient tend  to  be  introduced  by  one 
or  two  ventricular  premature  beats. 


*Classificatio>i  developed  by  the  New 
York  Heart  Association,  subsequently 
adopted  by  the  American  Heart  Associ- 
ation. 


Fig.  3.  Frontal  and  lateral  chest  roentgenograms  made  two  months  after  right 
atrial  implantation  of  the  permanent  pacing  system.  Signs  of  congestive  failure 
have  disappeared,  although  cardiomegaly  has  regressed  only  moderately. 
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Fig.  4.  Postoperative  electrocardiograms.  A.  The  prevailing  rhythm  is  an  atrial- 
ly  paced  one,  rate  95  per  minute,  with  a few  ventricular  premature  beats.  There 
are  QRST  changes  indicative  of  myocardial  disease.  B.  A brief  run  of  junctional 
tachycardia  was  not  interrupted  by  atrial  capture  during  the  ST  segment,  marked 
by  asterisk  in  Lead  II  and  AVG.  C.  A continuous  Lead  II  tracing  shows  the  intro- 
duction of  a run  of  PJT  by  two  ventricular  premature  beats  and  the  termination 
of  the  paroxysm  by  the  first  pacing  artifact  arriving  during  the  QRS  complex. 


Figure  4C,  but  the  latter  are  sup- 
pressed by  procaine  amide  pro- 
phylaxis. Recurrences  are  abolished 
by  the  next  pacer  impulse  that  falls 
in  the  QRS  complex,  so  that  she 


experiences  only  a few  minutes  of 
PJT  per  day  and  is  in  an  atrially- 
paced  rhythm  almost  constantly. 
These  observations  have  been  veri- 
fied by  repeated  electrocardiograms 


and  have  been  substantiated  by  the 
patient’s  consistent  ability  to  de- 
tect the  presence  of  PJT. 

While  a ventricular  pacing  site 
might  control  the  PJT,  its  use  would 
forfeit  most  of  the  atrial  contribu- 
tion to  ventricular  filling  which  this 
woman  probably  needs.  Nor  would 
electrical  stimulation  of  the  carotid 
sinus®  seen  suitable  for  management 
of  this  patient’s  tachycardia  since 
the  frequent  recurrences  prior  to 
pacing  caused  the  arrhythmia  to  be 
present  most  of  the  time. 


conclusion 


Chronic  atrial  pacing  produced 
substantial  clinical  improvement  in 
a 59-year-old  woman  who  was  de- 
bilitated by  paroxysmal  junctional 
tachycardia  (PJT)  refractory  to  med- 
ical management.  The  mechanism 
appeared  to  be  atrial  capture  with 
interruption  of  the  junetional  focus 
or  junctional  re-entry.  At  present, 
the  method  is  recommended  for  use 
in  PJT  only  when  medical  therapy 
has  failed  to  eontrol  dangerous 
symptoms,  and  when  temporary 
atrial  pacing  has  been  shown  to  sup- 
press the  symptoms  as  well  as  the 
arrhythmia. 

1014  Medical  Dental  Building 
(97205) 
(Dr.  Rogers) 


Chemical  Nomenclature 
generic  trade 


diphenylhydantoin 

procainamide 

propantheline 

propranolol 


Dilantin 
Prone  sty  I 
Pro-Ban  thine 
Inderal 
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Ocular  Hazards  of  Visible  Light 

GARY  L.  FORREST,  M.D.,  ROBERT  E.  KALINA,  M.D.  and  RICHARD  P.  WENNBERG,  M.D. 

S_eattle,  Washington 

Thermal  burns  of  the  retina  result  from  direct  viewing  of  high  intensity  light  sources 
and  may  be  therapeutic,  accidental,  or  volitional.  In  addition,  irreversible  retinal  changes 
have  been  induced  in  animals  by  low  intensity  light  sources.  Caution  is  warranted  for  pre- 
vention of  solar  retinal  burns  and  in  the  clinical  use  of  light,  as  in  phototherapy  of  hyper- 
bilirubinemia. 


This  review  is  prompted  not  only 
by  the  clinical  importance  of  retinal 
burns,  but  also  by  the  potential  haz- 
ards of  a new  clinical  use  for  light 
therapy  in  the  newborn  infant  as 
reported  in  this  journal.*  Retinal 
burns  result  from  direct  viewing  of 
high  intensity  light  sources;  in  addi- 
tion, recent  evidence  indicates  that 
relatively  low  levels  of  illumina- 
tion may  cause  irreversible  retinal 
changes.  Deleterious  ocular  effects 
have  been  documented^  as  well  for 
wave  lengths  outside  the  visible 
spectrum,  but  these  will  not  be  con- 
sidered here. 

thermal  retinal  coagulation 

Light  in  the  visible  spectrum  nor- 
mally is  transmitted  through  the  oc- 
ular media  to  stimulate  the  rods  and 
cones  which  lie  in  the  outermost 
layer  of  the  sensory'  retina.  Light  is 
absorbed  finally  by  the  adjacent  pig- 
ment epithelium  of  the  retina  and 
converted  into  heat.  Under  ordinary 
levels  of  illumination,  overheating  is 
prevented  by  the  cooling  of  the 
choroidal  circulation.  However,  if 
light  from  an  exceptionally  intense 
source  is  directed  to  a focus  on  the 
retina,  overheating  will  occur  with 
resultant  coagulation  of  the  protein 
of  the  retinal  pigment  epithelium 
and  the  adjacent  photoreceptors. 
The  end  result  is  a pigmented  scar 
and  permanent  loss  of  visual  func- 
tion at  that  site  in  the  retina. 

Therapeutic  light  coagulation  of 
the  retina  with  light  from  a xenon 
arc  source  was  introduced  by  Meyer- 
Schwickerath  in  1949.^  Since  that 
time,  the  popularity  of  light  coagula- 


tion for  the  treatment  of  retinal  de- 
generative and  vascular  diseases  has 
increased  steadily.  The  available 
light  sources  have  expanded  to  in- 
clude the  ruby  and  argon  lasers,  but 
the  therapeutic  principles  remain 
unchanged. 

Accidental  retinal  burns  have  oc- 
curred in  modern  times  from  nuclear 
blasts'*  and  from  exposure  to  artifi- 
cial light  sources  used  in  industry 
and  science. * 


sun-gazing 

Although  the  retina  is  insensitive 
to  pain,  exposure  to  very  high  levels 
of  illumination  (such  as  direct  view- 
ing of  the  sun)  normally  produces 
the  sensation  of  pain  in  the  cornea 
and  iris,  thereby  causing  the  gaze  to 
be  averted  or  stimulating  the  blink 
reflex  and  protecting  the  retina  from 
coagulation.  During  a partial  eclipse 
of  the  sun  enough  surface  area  of 
the  sun  may  be  obscured  by  the 
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moon  to  create  a situation  in  which 
retinal  coagulation  may  occur  in  the 
absence  of  discomfort  sufficient  to 
quench  curiosity.  Although  recog- 
nized since  ancient  times,  eclipse 
burns  continue  to  be  associated  with 
each  eclipse  of  the  sun  in  spite  of 
saturation  warning  attempts  by  the 
news  media  and  the  National  Soci- 
ety for  the  Prevention  of  Blindness.^ 
Because  of  the  associated  pain, 
volitional  sun-gazing  in  the  absence 
of  a partial  eclipse  has  occurred 
relatively  rarely,  although  it  is  an 
established  cause  of  visual  disability 
in  psychotic  patients.^  However,  a 
recent  report  documents  solar  ret- 
inal burns  in  47  patients  at  a single 
military  installation  over  a two- 
year  period.*  The  admitted  cases  of 
sun-gazing  were  goal-oriented  (relief 
from  military  duty)  or  associated 
with  the  use  of  hallucinogenic  drugs. 
One  of  us  (REK)  has  seen  solar  ret- 
inal burns  in  eight  young  individuals 
in  the  military  and  civilian  popula- 
tion during  the  past  year  alone.  Fig- 
ures 1 and  2 illustrate  the  typical 
late  appearance  of  solar  retinal  burns 


in  the  maculae  of  a 15-year-old  girl. 

The  societal  significance  of  such 
retinal  burns  is  not  to  be  under- 
estimated. But  burns  are  often  bi- 
lateral, are  always  in  the  macula 
and,  although  some  recovery  of  vi- 
sion takes  place  during  the  first  few 
weeks,  permanent  reduction  of  visu- 
al acuity  is  the  rule.  In  many  cases, 
visual  acuity  is  reduced  below  the 
level  required  for  reading,  and  in 
some  cases  legal  blindness  may  re- 
sult. The  onset  of  the  disability  is 
often  at  an  age  when  an  individual 
might  be  expected  to  enter  into  his 
most  productive  years.  The  increas- 
ing frequency  of  retinal  burns  ap- 
pears to  parallel  the  increasing  use 
of  hallucinogenic  drugs,  although 
this  relationship  has  not  been  proven 
conclusively. 

non-thermal  light  effects 

While  the  increased  time  required 
for  dark  adaptation  in  man  immedi- 
ately following  prolonged  exposure 
to  high  levels  of  illumination  (e.g., 
following  a day  at  the  beach)  is  well- 
known,  only  recently  have  exper- 


imental studies  shown  that  expo- 
sure to  commonly  encountered  light 
sources  may  be  associated  with  ret- 
inal changes  that  are  initially  revers- 
ible but  later  become  irreversible. 
In  1966,  Noell  reported  exposure  of 
a large  population  of  albino  and  pig- 
mented rats  to  750  foot-candles  of 
illumination  from  ordinary  fluores- 
cent lights  for  periods  of  time  rang- 
ing from  one  to  48  hours. ^ Destruc- 
tion of  the  outer  retinal  layers  (ret- 
inal pigment  epithelium  and  rods 
and  cones)  was  observed.  Retinal 
changes  were  related  directly  to 
light  intensity,  exposure  time,  and 
body  temperature. 

The  studies  of  Noell  were  ex- 
panded by  other  investigators,  and 
the  primary  effects  of  light  upon 
the  photoreceptors  again  have  been 
documented  by  electrophysiology’® 
and  by  light  and  electron  microsco- 
py.’ ’ Physical  studies  have  elimina- 
ted thermal  effects  as  the  cause  of 
the  retinal  degenerative  changes  due 
to  low  intensity  light  exposure.’® 
The  deleterious  effects  of  light  ap- 
pear to  be  mediated  through  con- 
tinuous bleaching  without  oppor- 
tunity for  regeneration  of  the  photo- 
sensitive pigments  in  the  visual  cells. 
More  exact  definition  of  the  mech- 
anism of  action  of  light  awaits  fur- 
ther study. 

Dowling  has  shown  that  rats  with 
an  inherited  progressive  retinal  dys- 
trophy, resembling  retinitis  pigment- 
osa in  man,  retain  visual  function 
appreciably  longer  when  raised  un- 
der low  levels  of  illumination.’  ^ Al- 
though no  comparable  human  mod- 
el has  been  recognized  as  yet,  the 
possibility  exists  that  light  may  ini- 
tiate or  accelerate  retinal  disease  in 
an  individual  with  hereditary  or 
other  predisposition. 

No  definite  recommendations  re- 
garding desirable  limits  of  artificial 
illumination  for  man  are  warranted 
presently,  but  physicians  and  light- 
ing engineers  alike  should  be  aware 
that  increasing  levels  of  illumination 
may  not  be  without  risk. 

phototherapy  of  hyperbilirubinemia 

The  studies  cited  above  suggest  a 
potential  hazard  associated  with  the 
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increasingly  popular  clinical  use  of 
light  therapy  in  hyperbilirubinemia. 
Phototherapy,  utilizing  a bank  of 
daylight  fluorescent  tubes,  reduces 
serum  levels  of  potentially  toxic  bili- 
rubin in  jaundiced  infants,  probably 
by  photo-oxidation  of  bilirubin  de- 
posited in  skin  and  subcutaneous 
tissues.'  The  clinical  effectiveness 
of  phototherapy  has  been  documen- 
ted and  no  harmful  side  effects 
have  been  noted.'  ^ 

In  an  attempt  to  duplicate  exact- 
ly the  clinical  situation  experienced 
in  phototherapy,  Sisson' placed 
newborn  piglets  under  a photother- 
apy unit  delivering  300  foot-candles 


of  illumination.  Although  oph- 
thalmoscopic changes  were  not  ob- 
served, light  and  electron  micros- 
copy after  12  to  72  hours  of  light 
exposure  demonstrated  irreversible 
changes  in  the  outer  retinal  layers 
similar  to  those  described  in  the  ani- 
mal studies  cited  previously.  Phar- 
macologic dilation  of  the  pupil  was 
not  required  in  order  for  retinal 
changes  to  occur. 

Infants  exposed  to  phototherapy 
for  hyperbilirubinemia  uniformly 
have  been  blindfolded  in  order  to 
protect  the  eyes  against  possible 
retinal  and  other  damage,  although 
studies  demonstrating  irreversible 


retinal  changes  due  to  non-thermal 
effects  of  light  in  man  are  not  avail- 
able. While  neither  the  requirement 
for,  nor  the  efficacy  of,  prophylac- 
tic blindfolding  has  been  demonstra- 
ted conclusively,  the  cited  studies 
suggest  a potential  threat  to  the  ret- 
ina and  provide  a rational  basis  for 
continuation  of  meticulous  blind- 
folding of  infants  undergoing  treat- 
ment. 


University  of  Washington 
School  of  Medicine 
Seattle,  Washington  98105 
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Notes  on  Digestive  Diseases 

I.  Duodenal  Ulcer 


MARTIN  D.  GELFAND,  M.D.,  Seattle,  Washington 


The  diagnosis  of  duodenal  ulcer 
disease,  like  angina  pectoris,  is  based 
on  the  history  of  a characteristic 
symptom  complex.  Unlike  angina, 
however,  the  patient  with  a duoden- 
al ulcer  locates  his  distress  with  only 
one  finger  pointing  to  the  epigastri- 
um or  just  to  the  right  of  the  mid- 
line. The  pain,  described  as  burning 
or  gnawing,  typically  is  worse  when 
the  stomach  is  empty  and  better 
after  meals.  Coffee  and  orange  juice 
may  aggravate  the  pain.  Temporary 
relief  may  have  been  found  with 
antacids.  The  pain  frequently  awak- 
ens the  patient  after  approximately 
two  hours  of  sleep,  but  is  never  pres- 
ent in  the  morning  on  arising,  when 
basal  acid  secretion  is  lowest.  Its 
pattern  is  episodic,  lasting  for  several 
days  with  pain-free  intervals  between 
attacks.  These  episodes  may  appear 
at  regular  intervals,  such  as  yearly  or 
each  spring  and  fall.  The  patient 
who  has  pain  every  day  for  many 
months  does  not  have  uncomplica- 
ted duodenal  ulcer  disease.  The  pa- 
tient who  gets  pain  one  day  a week 
is  also  unlikely  to  have  this  disease. 

x-ray  examination 

An  upper  gastrointestinal  x-ray 
examination  serves  to  confirm  the 
clinical  diagnosis  of  duodenal  ulcer 
disease.  Although  a large  ulcer  crater 
with  radiating  folds  is  unmistakable, 
flecks  of  barium  which  do  not  per- 
sist on  multiple  films  frequently 
cause  unfounded  alarm  among  phy- 
sicians and  patients.  These  may  be 
caught  between  duodenal  folds.  X- 
ray  findings  should  not  establish  this 
diagnosis  unless  the  patient’s  com- 
plaints are  compatible  with  it.  An 
occasional  “silent”  duodenal  ulcer 
bleeds,  but  this  cannot  be  prevented 
by  treating  an  atypical  niche  of  bari- 
um in  the  duodenum  in  a patient 
with  vague,  chronic  complaints.  In 
contrast,  a patient  with  ulcer  symp- 


toms may  initially  have  a normal 
upper  gastrointestinal  x-ray.  Inten- 
sive treatment,  as  for  an  active  duo- 
denal ulcer,  may  still  be  indicated. 
A markedly  deformed  bulb  is  radio- 
logic  evidence  of  previous  ulcer  dis- 
ease and  may  hide  an  active  ulcer. 
Once  the  diagnosis  of  duodenal  ul- 
cer is  confirmed  by  x-ray  repeated 
radiologic  studies  are  unnecessary. 
An  ulcerating  malignancy  does  not 
occur  in  this  location,  as  it  might  in 
the  stomach,  so  that  x-ray  evidence 
of  healing  is  not  essential.  Although 
pain  should  be  eliminated  and  indi- 
vidual ulcers  healed,  ulcer  disease 
cannot  be  cured  permanently.  Re- 
current symptoms  indicate  recurrent 
ulcer  activity.  Treatment  is  guided 
by  symptoms,  not  x-rays. 

laboratory  studies 

Gastric  analysis  is  rarely  neces- 
sary in  a patient  with  complaints 
typical  of  an  uncomplicated  duode- 
nal ulcer,  but  may  be  helpful  in  the 
management  of  certain  problems. 
The  most  reliable  and  informative 
procedure  is  a two-hour  test.  The 
initial  hour  measures  basal  acid  pro- 
duction, and  the  second  hour’s  col- 
lection follows  a maximal  dose  of 
histamine.  A gastric  analysis  can 
suggest  the  Zollinger-Ellison  syn- 
drome, in  which  a tumor  produces 
an  excessive  amount  of  gastrin, 
which  markedly  stimulates  basal 
acid  secretion.  This  should  be  sus- 
pected in  a patient  with  a particu- 
larly intractable  ulcer,  multiple  ul- 
cers, associated  chronic  diarrhea, 
hypercalcemia,  or  a strong  family 
history  of  severe  peptic  ulcer  dis- 
ease. When  a patient’s  history  and  x- 
ray  are  equivocal  for  an  ulcer,  the 
secretion  of  excessive  acid  strength- 
ens the  belief  that  the  symptoms 
may  be  due  to  ulceration  of  hyper- 
acidity. If  acid  secretion  is  lower 
than  normal,  it  is  unlikely  that  these 


are  true  peptic  complaints.  Duoden- 
oscopy  may  in  the  future  also  be 
helpful  in  diagnostic  problems. 

Serum  calcium  level  should  be  de- 
termined in  every  patient  with  ulcer 
disease,  as  hypercalcemia  second- 
ary toprimary  hyperparathyroidism 
may  be  found  occasionally.  Hyper- 
calcemia increases  the  release  of 
gastrin  from  the  antrum  of  the  stom- 
ach, raising  acid  secretion.  The  ulcer 
in  this  situation  may  be  uniquely 
curable  by  attacking  the  primary 
disease. 

treatment 

The  basic  aims  in  the  treatment 
of  peptic  ulcer  disease  are  easily 
agreed  upon,  but  the  means  and 
duration  of  treatment  vary  among 
experienced,  knowledgeable  practi- 
tioners. The  following  treatment  is 
recommended  as  practical,  reason- 
able, and  generally  successful. 

Neutralization  of  acid  is  the  ma- 
jor objective  in  the  treatment  of  an 
ulcer,  for  without  acid  there  can  be 
no  ulcer.  The  appropriate  dose  of 
antacid  should  be  taken  hourly,  ex- 
cept at  mealtime.  If  the  antacid 
contains  calcium,  the  serum  calcium 
level  should  be  checked  two  weeks 
after  the  onset  of  treatment  to  be 
certain  hypercalcemia  has  not  resul- 
ted from  a rare  unexplained  exces- 
sive absorption.  Diet  is  not  empha- 
sized, so  as  not  to  detract  from  ant- 
acid use.  Milk  is  not  a suitable  sub- 
stitute for  antacids,  nor  are  frequent 
feedings.  It  is  sufficient  to  admonish 
the  patient  to  avoid  aspirin  in  any 
form,  citric  acids  such  as  orange 
juice  and  grapefruit,  spices,  and  cof- 
fee. Alcohol  intake  should  be  stop- 
ped, and  cigarette  smoking  curtailed. 
The  patient  need  not  be  awakened 
during  the  night  to  take  antacids. 
Gastric  acid  secretion  can  be  sup- 
pressed during  the  early  hours  of 
sleep  by  an  anticholinergic  agent  ad- 
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ministered  at  bedtime  at  a dose  suf- 
ficient to  produce  a slightly  dry 
mouth  on  arising.  This  medication 
usually  is  not  necessary  during  the 
day,  if  antacids  are  taken  faithfully. 

On  this  program,  the  patient 
should  become  asymptomatic  with- 
in five  days.  However,  ulcers  take 
longer  to  heal  completely,  so  that 
antacids  should  be  continued  hourly 
for  three  weeks  and  then  taken  every 
two  hours  for  an  additional  month. 
These  periods  of  treatment,  admit- 
tedly, are  arbitrary.  After  ulcer  pain 
has  been  absent  for  four  to  six 


weeks,  all  therapy  is  stopped  except 
for  the  avoidance  of  aspirin  and  only 
the  moderate  use  of  coffee,  spices, 
and  alcohol.  Acetaminophen  can  be 
substituted  in  the  case  of  chronic 
musculoskeletal  complaints  or  an 
occasional  headache.  There  is  no 
evidence  that  anything  else  will  pre- 
vent or  delay  a new  attack  of  ulcer 
pain.  To  deprive  patients  of  foods 
they  enjoy  or  to  continue  antacids 
indefinitely  is  valueless  and  punitive. 
When  symptoms  recur  they  should 
be  recognized  as  another  ulcer  and 
treated  promptly  and  vigorously. 


conclusion 

This  discussion  has  concerned 
the  patient  with  an  uncomplicated 
peptic  ulcer.  Understanding  the 
symptoms,  role  of  x-ray  examina- 
tion, and  aim  of  treatment  will  allow 
for  better  management  of  the  acute 
ulcer  and  the  many  problems  that 
can  arise  during  the  course  of  this 
disease. 


1118  Ninth  Avenue 
(98101) 


COMPULSORY  BLOOD  TRANSFUSION? 

May  a person  refuse  a blood  transfusion  on  which  bis  very  life  depends?  May  the  law 
force  him  to  submit?  These  grim  questions,  testing  the  vitals  of  freedom,  law  and  moral- 
ity, have  already  confronted  a number  of  our  courts. 

To  begin  with,  this  is  not  the  same  as  the  problem  of  suicide  (which  some  states  still  con- 
sider a crime).  Here,  the  person  is  not  claiming  a right  to  take  his  life.  He  is  merely  claim- 
ing the  right  to  refuse  a life-saving  transfusion,  usually  on  grounds  of  religious  freedom. 

But  religious  freedom,  as  guaranteed  by  the  Constitution,  is  not  without  limits.  Al- 
though the  state  must  not  interfere  with  a person’s  religious  beliefs,  it  may  indeed  inter- 
fere with  his  religious  practices  if  they  are  sufficiently  harmful.  On  this  basis,  one  court 
did  order  a compulsory  blood  transfusion  for  the  dying  mother  of  an  infant.  The  court 
said  her  act  of  refusing  the  blood,  in  these  circumstances,  was  an  act  of  irresponsibility  to- 
ward the  child. 

“The  state  will  not  allow  a parent  to  abandon  a child,”  said  the  court,  ‘‘so  it  should  not 
allow  this  most  ultimate  of  abandonments.  ” 

Another  justification  for  a compulsory  transfusion  may  be  that  the  patient  is  too  far 
gone  to  make  a rational  decision.  In  one  such  case,  the  judge  said  it  was  part  of  a hospital’s 
duty  to  take  the  initiative  when  the  patient  was  no  longer  competent  to  decide  for  himself. 
But  in  a third  case,  the  court  faced  a different  set  of  facts.  This  time,  the  dying  man  had 
no  dependent  children  to  leave  behind.  Furthermore,  he  was  in  full  control  of  bis  faculties. 
In  this  situation,  the  court  refused  to  order  a transfusion  that  the  man  did  not  want.  The 
judge  commented,  ‘‘It  is  the  individual  who  is  the  subject  of  a medical  decision  wbo  has 
the  final  say.  ” 

Were  these  decisions  right  or  wrong?  They  have  been  debated  passionately  by  legal 
authorities,  who  have  reached  sharply  differing  conclusioiis.  But  that  isn’t  surprising.  On 
such  momentous  issues,  unanimity  would  be  too  much  to  expect. 

(A  Washington  State  and  American  Bar  Association  public  service  feature  by  Will  Bernard, 
provided  only  to  inform;  facts  may  change  the  application  of  the  law.) 
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Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  300,  Campbell  Place, 
Camden,  N.J.  08101. 


CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


• These  recommentiations  are  ba.sefi 
according  to.  directions  on  the  label 
use  part  of  your  daily  requirement. 


Exchange  Substitution  for 
I Bread  and  '/a  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 

Exchange  Substitution  for 
Va  Bread  and  Va  Fat 
Asparagus,  Cream  of 


on  a one  cup  portion  when  prepared 
. ff  milk  is  used  in  the  pi'eparation, 


Exchange  Substitution  lor 
1 Meat  and  IVa  Bread 
Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
Va  Meat  and  Va  Bread 
Chicken  Gumbo 
Chicken  Noodle 


"here’s  a 

for  almost  every  patient  and  diet 
..for  every  meal 
and,  it’s  made  by 


OREGON  Medical  Association 


2164  S.  W.  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Demedde 

EXECUTIVE  DIRECTOR 
PRESIDENT 

Robert  L.  Hare,  M.D.,  Portland 


SECRETARY-TREASURER 

Donald  F.  Kelly,  M.D.,  Portland 
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ROBERT  L.  R,\RE,  M.D. 

Some  Reflections  on  an  Eventful  Year 

In  these  times  when  the  changes  that  are  occurring 
are  of  such  magnitude  that  it  is  almost  impossible  even 
to  grasp  their  nature  and  scope,  I find  it  very  difficult 
to  evaluate  objectively  how  well  we  as  an  Association 
are  responding  to  these  monumental  challenges. 

Certainly  there  is  much  on  the  encouraging  side. 
To  me,  of  greatest  import  is  the  mounting  interest  in 
our  membership  in  participating  in  making  important 
decisions.  Visits  with  many  component  societies  have 
convinced  me  that  this  interest  is  probably  at  an  all 
time  high.  There  is  no  question  that  one  of  our  most 
important  tasks  is  to  continue  to  improve  lines  of 
communication  in  all  directions  to  insure  that  the 
wishes  of  our  members  are  clearly  heard. 

Despite  some  losses,  we  can  feel  encouraged  that 
our  membership  in  the  AMA  remains  at  one  of  the 
highest  levels  in  the  country.  It  is  only  with  this  par- 
ticipation that  we  can  effectively  influence  the  orga- 
nization that  should  “speak  for  us  all.”  While  I person- 
ally have  the  highest  respect  for  many  of  the  top  AMA 
leaders,  including  our  own  Max  Parrott,  I fear  that  its 
political  structure  is  such  that  those  who  w'ould  re- 
spond constructively  to  the  challenges  of  the  times 
are  probably  underrepresented.  This  situation  may 


very  well  make  it  difficult  for  the  AMA  to  fill  the  role 
that  our  profession  needs  today  so  very  much,  unless 
changes  in  the  near  future  make  possible  involvement 
of  more  “younger  and  new”  faces  in  setting  AMA 
policy. 

There  can  be  no  question  but  that  the  OMA  is  at- 
tempting to  face  squarely  the  problems  of  the  day  and 
of  the  future.  The  broad  policies  proposed  by  our 
Long  Range  Planning  Committee,  if  adopted  by  the 
House,  represent  important  declarations  of  general 
policy  that  can  serve  as  guideposts  for  years  to  come. 

We  are  giving  intensive  study  to  the  problem  of 
improving  the  supply  of  physicians  and  allied  health 
personnel.  Under  our  encouragement  the  Legislature 
has  just  effected  a change  in  the  Basic  Science  Law 
which  should  pay  off  in  the  near  future.  Consideration 
is  being  given  to  other  possible  changes  aimed  at  facil- 
itating licensing  procedures  without  sacrificing  safe- 
guards to  insure  quality  of  our  practitioners. 

Of  great  import  to  the  Association  are  the  broad 
changes  in  committee  structure  proposed  by  the  Com- 
mittee on  Committees  under  the  chairmanship  of  our 
President-elect,  Dr.  Gus  Tanaka.  If  adopted,  these 
changes  will  reduce  the  number  of  standing  commit- 
tees from  more  than  fifty  to  a more  manageable  and 
hopefully  more  efficient  thirty.  All  in  all  — despite 
the  grave  concerns  that  we  all  must  feel  in  these  chal- 
lenging times  — the  feeling  of  optimism  with  which  I 
began  this  most  enjoyable  year  has  been  fortified  by  a 
growing  awareness  of  the  dedication  and  interest  of 
our  membership  and  our  truly  outstanding  staff. 


624 

Northwest  Medicine,  September,  1971 


MEET  GUS  TANAKA,  M.D. 

A candid  interview  with  the  next  President 
of  the  Oregon  Medical  Association 

CANDACE  NAYLOR,  Portland,  Oregon 


The  dapper  Oriental  lounged  behind  his  desk,  crisp 
in  a navy  and  white  herringbone  knit  blazer,  despite 
temperatures  outside  guaranteed  to  wilt  the  most- 
resilient  wonder  fabrics.  After  a busy  morning  of  sur- 
gery and  rounds  on  the  surgical  floor  at  Ontario ’s  Holy 
Rosary  Hospital,  Augustus  Tanaka’s  face  was  wreathed 
with  smiles,  his  eyes  bright  and  alert. 

After  he  had  described  his  last  weekend,  in  1 00-plus 
temperatures,  being  called  to  the  hospital  on  emer- 
gency after  emergency  and  totaling  three  hours  of 
sleep  in  as  many  days,  this  reporter  asked  him  how  he 
managed  to  stay  so  cheerful  and  energetic  on  such  a 
schedule. 

“I  have  to,  ” he  grinned,  “I  have  no  choice.  ” 

This  President-Elect  of  the  Oregon  Medical  Associa- 
tion is  sure  to  add  some  life  to  the  activities  of  the 
organization  this  next  year.  His  spirit  is  infectious; 
his  energy  seems  to  know  no  bounds. 

One  knows  somehow  that  he  has  always  been  as 
pleasant  and  modest  a person  as  he  is  today,  even 
through  the  forced  internment  that  yanked  him  from 
his  first  year  at  Reed  College  in  1942,  at  the  age  of  18. 
Being  of  Japanese  heritage,  Gus  Tanaka  and  his  family 
(and  virtually  all  other  Japanese-Americans  within  400 
miles  of  the  Pacific  Ocean)  were  herded  into  a make- 
shift relocation  camp  at  what  was  then  the  Pacific 
International  Livestock  Exposition  in  Portland.  Planks 
were  laid  over  the  dirt  floor  to  make  barracks  out  of 
livestock  stalls  for  some  of  Portland’s  finest  families. 

Gus  was  released  six  months  later,  after  he  had  won 
acceptance  at  Haverford  College  in  Pennsylvania, 
which  would  remove  him  from  the  West  Coast  and 
prevent  him  from  being  under  suspicion  of  trying  to 
contact  Japanese  ships  off  the  Oregon  Coast. 

Being  Japanese-American  was  not  much  easier  else- 
where in  the  country  during  World  War  II.  One  col- 
lege that  turned  Gus  down  was  the  University  of 
Minnesota.  The  president  himself  wrote  to  the  young 
student  and  explained  that  they  would  have  been 
happy  to  have  him  but  for  the  existence  of  a top- 
secret  military  project  at  the  University;  they  could 
not  afford  to  harbor  any  potential  spies  or  saboteurs 
on  campus. 

At  Haverford,  Gus  was  classified  as  an  enemy  alien 
until  his  junior  year,  when  he  was  reclassified  with  a 
TA  draft  status.  The  very  next  day  he  received  his 
induction  notice.  After  basic  training  in  Florida,  his 
orders  for  the  first  assignment  arrived:  Attend  Japan- 
aese  language  school  at  the  University  of  Minnesota. 
As  if  it  weren’t  ironic  enough  to  be  assigned  to  the 
same  school  that  had  rejected  him  as  a potentially 
dangerous  alien,  he  arrived  on  campus  a week  before 
classes  began  and  was  assigned  to  guard  duty  at  the 
site  of  the  same  top  secret  installation  which  bad  pre- 
vented his  acceptance  just  one  year  before.  Dr. 
Tanaka  chuckles  as  he  relates  that  he  never  got  around 


to  letting  the  president  of  the  university  know  he  was 
in  town. 

There  is  seemingly  no  end  to  the  irony  of  Gus’ 
military  experiences.  In  1946,  he  was  stationed  with 
the  25th  Infantry  Division  at  Osaka,  Japan.  Principal 
assignment:  teaching  remedial  English  to  American 

G.I.  ’s.  That  was  just  the  morning  duty.  In  the  after- 
noons, it  was  his  improbable  responsibility  to  visit 
and  give  pep  talks  to  the  American  troops  about  why 
the  U.S.  had  to  occupy  Japan  after  winning  the  war. 
Needless  to  say,  the  American  soldiers  were  not  too 
receptive  to  a Japanese  in  that  particular  role. 

After  what  must  have  been  a rather  uncomfortable 
military  hitch.  Dr.  Tanaka  returned  to  the  East  and 
was  accepted  at  Downstate  University  of  New  York 
College  of  Medicine  in  Brooklyn,  graduating  in  1951 
and  completing  his  internship  and  residency  at  Kings 
County  Hospital.  Following  an  additional  residency 
in  general  surgery , Dr.  Tanaka  moved  bis  wife,  Teruko, 
and  their  two  small  children  to  Ontario,  Oregon.  His 
father,  Benjamin  Tanaka,  was  already  established  in 
general  practice  there.  Thirteen  years  later,  the  83- 
year-old  physician  still  sees  patients  to  help  carry  the 
weight  of  the  medical  load  in  that  community. 

Dr.  Tanaka  and  bis  wife,  Teddy,  have  three  teenage 
children,  Maya,  John  and  Susan,  all  attending  Ontario 
High  School. 

As  one  of  the  only  two  surgeons  in  Ontario,  Dr. 
Tanaka’s  professional  services  are  constantly  in  de- 
mand. As  he  describes  it,  “it’s  a seven-day-a-week 
proposition.  ’’  Like  most  other  small  Oregon  commu- 
nities, Ontario  has  no  answering  service  to  act  as  a buf- 
fer between  patient  demand  and  a physician’s  privacy. 
The  doctor’s  home  phone  number  is  listed,  and  when 
he’s  not  at  his  office,  he’s  considered  fair  game  wher- 
ever a patient  might  find  him  — at  home,  driving  down 
the  street,  or  on  the  sixth  tee  at  the  golf  course. 

Dr.  Tanaka’s  13  years  in  Ontario  have  involved  him 
in  an  advisory  capacity  at  a local  nursing  home;  on 
the  Board  of  the  Treasure  Valley  Comprehensive 
Health  Planning  Commission;  in  the  Treasure  Valley 
Community  College  Practical  Nurse  program;  on  the 
City  of  Ontario  Budget  Board,  and  at  the  Mountain 
States  Tumor  Institute,  to  name  a few  organizations 
for  which  he  still  finds  time. 

Despite  this  impossible  schedule.  Dr.  Tanaka  has 
committed  himself  to  serve  as  the  next  President  of 
the  Oregon  Medical  Association,  at  a certain  loss  of 
income,  and  even  more  important,  a drain  on  his  scant 
leisure  time.  Somehow,  you  know  he’ll  handle  it  with 
ease  and  a certain  zest.  Any  man  who  enjoys  a game 
of  golf  in  108-degree  weather  can  stay  cool  in  any  situ- 
ation, including  an  afternoon  of  thought-provoking 
conversation  which  comprises  the  following  interview 
with  an  OMA  staff  member. 

continued  on  page  628 
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when 

^■1  symptoms 
lemand 

El  potent 
ynthetic 
inticholinergic 


move  up  to 
“the 

response” 

In  treating  hypersecretion  and  hypermotiiity 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotiiity. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul2mg. 

FOI*tC  (glycopyrrolate) 


NDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
icated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
Jte  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
[liable,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
nded  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
icreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
idrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
y be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
1,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PFI 
1e  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
ucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
0 32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this, 
irred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
igs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
>s,  and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PFI  Forte  is  one 
let  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
ient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
uired  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
R/2  in  bottles  of  100  and  500.  ■ Robinul-PFI  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
lets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va. 
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“I’ve  always  been  in  the  habit  of  opening 
my  month,  and  when  yon  open  yonr 
mouth,  you  get  appointed  to  commit- 
tees!” 


“In  Ontario,  where  I practice,  some  of 
the  physicians  tvork  80-100  hours  a week. 
Even  if  you're  not  on  duty  patients  will 
seek  you  out.  It’s  a seven  day  a week 
proposition.  ” 


“The  close  cooperative  effort  a physician 
has  with  his  assistants  is  something  that 
can’t  be  legislated  and  enacted  into  law.” 


Q.  Dr.  Tanaka,  soon  you  will  have  been  inaugur- 
ated as  President  of  the  Oregon  Medical  Association, 
which  professes  to  be  a service  for  physicians  and  for 
the  general  public  on  the  physician’s  behalf.  Some 
physicians  have  become  disenchanted  with  organized 
medicine.  What  sort  of  incentive  has  convinced  you  to 
take  the  establishment  route  and  work  with  organized 
medicine? 

A.  I got  started  about  10  years  ago  because  I 
was  unhappy  about  a relatively  minor  point  in  the 
practice  of  medicine  — some  inequities  involving  the 
care  of  welfare  patients.  I’ve  always  been  in  the  habit 
of  opening  my  mouth,  and  when  you  open  your 
mouth  you  get  appointed  to  committees.  My  involve- 
ment just  gradually  expanded  until  now  I’m  President- 
Elect,  it  seems. 

Q.  How  do  you  feel  doctors  are  treating  welfare 
patients?  Certainly  the  problem  is  a much  greater 
one  now  than  it  was  ten  years  ago. 

A.  I think  the  problem  is  one  of  numbers.  His- 
torically, physicians  have  always  taken  care  of  the 
poor,  not  expecting  any  compensation  to  be  had. 
However,  as  the  government  has  assumed  responsibil- 
ity, many  physicians  feel  that  the  charitable  aspect  of 
care  in  terms  of  finances  no  longer  applies  in  the 
traditional  sense  of  the  past.  Physicians  feel  that  by 
and  large  the  compensation  should  be  fair  and  reason- 
able for  services  rendered.  Also,  in  rural  communities 
especially,  where  there  are  fewer  health  care  facilities 
to  refer  welfare  patients  to,  the  numbers  in  terms  of 
patients  seen  per  day  becomes  quite  significant.  In 
the  past,  it  was  a relatively  sometimes  thing,  and  it 
never  had  an  impact.  Today  in  many  areas  10  and 
1 5 percent  of  the  population  of  a given  community 
are  on  various  assistance  programs.  This  has  an  impact 
not  only  on  physicians,  but  on  hospitals,  nursing 
homes  and  other  health  related  facilities.  Curiously 
enough,  health  care  is  about  the  only  service  for 
which  government  agencies  do  not  pay  the  going  rate. 
We  feel  that  it  is  less  than  fair  to  pay  the  going  rates 
for  public  utilities,  clothing,  food,  and  so  forth,  and 
yet  stick  to  paying  doctors  a cut  rate  for  their  services. 

The  photographs  of  Dr.  Tanaka  used  with  this  article  were 
taken  by  Charles  J.  Smith,  Co-Administrator,  Holy  Rosary 
Hospital,  Ontario,  Oregon. 


Q.  A number  of  physicians  have  become  disen- 
chanted with  the  AMA.  What  is  your  response  to  the 
guy  who  comes  to  you  and  asks  for  a defense  of  the 
organization? 

A.  1 think  it’s  a problem  of  hostility  and  non- 
involvement . . . both  with  AMA  and  the  OMA.  Very 
few  physicians  actually  have  a good  understanding  of 
what  the  AMA  does.  They  see  an  occasional  bulletin, 
maybe  the  AMA  Journal,  or  a few  service  brochures, 
but  beyond  that  they’re  not  really  aware  of  the  depth 
and  scope  of  AMA  activities.  Investigation  of  drugs, 
practice  problems,  manpower,  unscientific  practices. . . 
all  these  things  represent  a very  significant  activity  on 
the  part  of  the  AMA.  Unfortunately  the  average  phy- 
sician in  practice  really  has  little  opportunity  to  be  ex- 
posed to  these  outlets. 

Q.  One  of  the  main  criticisms,  then,  is  that 
members  have  almost  no  communication  with  the 
AMA  beyond  receiving  a bill  for  their  annual  dues. 
What  advice  do  you  have  for  the  physician  who  wants 
to  know  how  to  get  more  personal  results  for  his 
money? 

A.  Well,  I think  the  AMA  has  been  aware  of  the 
problem  of  communications,  and  they  have  made 
greater  efforts  to  bring  about  a narrowing  of  the  com- 
munications gap.  The  “American  Medical  News,” 
which  is  a very  readable  publication,  goes  weekly  to 
all  physicians,  and  is  a very  good  capsulized  form  of 
disseminating  information.  Generally,  the  Journal  of 
the  AMA  has  sections  which  report  on  the  activities  of 
the  national  organization.  So,  I kind  of  encourage 
members  to  take  a look  at  these  publications  often 
and  acquaint  themselves  with  what’s  going  on  in  the 
field  of  organized  medicine. 

Q.  The  AMA’s  been  working  for  years  to  combat 
an  unfavorable  public  image  with  laymen  and  physi- 
cians, who’ve  long  been  accused  of  being  money- 
hungty’,  motivated  by  self-interest,  and  putting  huge 
amounts  of  money  and  influence  into  legislation  with- 
out the  public  interest  at  heart.  There  are  doctors 
who  have  come  to  resent  this  image  because  it  reflects 
on  them  as  individuals,  both  professionally  and  per- 
sonally. This  has  led  to  a recent  rash  of  publicity  con- 
cerning the  resignations  of  some  disgruntled  members. 
The  AMA  says  they  have  taken  many  of  the  necessary 
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steps  to  change  that  image  and  eventually  the  public 
should  become  aware  of  the  changes.  Do  you  feel 
that  the  AMA  is  progressing  toward  its  goal  of  public 
acceptance? 

A.  One  of  the  so-called  crisis  situations  which 
served  to  polarize  physicians  was  the  AMA’s  stand 
favoring  abortion.  This  alienated  a lot  of  very  sincere, 
dedicated  physicians  who  thought  that  this  issue  was 
just  cause  for  them  to  re-evaluate  their  relationships 
with  the  AMA.  Personally,  my  feeling  is  that  while 
this  might  be  an  unpopular  position  for  the  AMA  to 
have  taken,  it  is  only  one  of  many  positions  that  it 
does  take.  I think  we  must  be  fair  and  look  at  the 
larger  picture  to  determine  whether  the  association  is 
looking  after  the  best  interests  of  the  practice  of  med- 
icine, the  physicians  and  the  public.  You  know,  you 
can’t  belong  to  a political  party  and  still  expect  to 
agree  with  individual  positions  taken  on  some  points. 
I think  that  if  one  looks  rationally  at  the  entire  pro- 
gram of  AMA  official  stands,  while  he  may  disagree 
with  a point  or  two,  this  still  should  not  be  reason  or 
even  an  excuse  for  disaffiliating  with  the  organization. 


“I  don’t  see  peer  review  as  a punitive  mechanism  but  largely 
an  educational  one.  ” 


for  a number  of  years,  and  I have  been  impressed  with 
the  broad  range  of  the  opinions  and  thinking.  We’re 
not  a monolithic  organization  by  any  means,  and  the 
impact  of  dedicated  individuals  has  been  very  impres- 
sive. Those  who  feel  that  the  state  organization  is  run 
by  a few  individuals  in  a power  block  have  been  mis- 
led. Whatever  the  leadership  is,  nothing  gets  past  the 
trustees  and  the  House  of  Delegates,  and  these  groups 
are  very  “back-home”  oriented. 

Q.  Isn’t  it  true  that  every  member  has  the  option 
to  make  his  opinions  heard? 

A.  Right.  All  sorts  of  opportunities  are  present. 
First  of  all,  committee  reports  are  made  available 
throughout  the  year.  Most  of  the  committee  reports 
are  made  to  the  Board  of  Trustees  and  made  ready  for 
presentation,  and  certainly  there  is  every  opportunity 
to  get  them  back  home  to  the  component  societies. 

The  House  of  Delegates  itself  has  reference  commit- 
tees in  which  all  members  are  invited  to  participate. 
We  have  one  communications  gap,  immediately  before 
a meeting  of  a House  of  Delegates,  all  the  reports  are 
not  made  available  in  sufficient  time  so  that  all  com- 


"It  is  ironic  that  in  the  presence  of  such  good  quality  care  we 
should  have  evidence  of.  . . increased  malpractice  actions.” 


Q.  What  are  the  points  you  would  bring  up  to 
encourage  a prospective  member  to  join  the  Oregon 
Medical  Association? 

A.  For  one  thing,  I think  our  interests  in  the 
legislative  area  are  of  sufficient  importance  to  all  phy- 
sicians that  this  alone  is  reason  for  giving  support  to 
the  OMA.  The  Association  has  a program  to  promote 
and  stimulate  personal  education  to  advance  the  qual- 
ity of  medical  practice  by  each  individual;  it  has  serv- 
ice activities  which  relate  to  insurance  programs,  in 
terms  of  personal  health  and  retirement,  and  mal- 
practice protection.  The  state  association  has  become 
more  sensitive  to  community  needs.  We  are  expanding 
in  the  areas  of  helping  to  promote  physicians’  entry 
into  the  state  to  help  provide  more  medical  care  and 
ease  the  shortage. 

In  short,  without  a statewide  organization  working 
to  these  ends,  there  would  be  nothing  but  an  unorgan- 
ized hodge-podge  facing  anyone  trying  to  accomplish 
them  individually.  The  OMA  is  the  only  broadbased 
professional  organization  within  the  state  that  can 
speak  for  all  physieians.  I think  that  here  again,  when 
you  hear  criticisms  of  the  OMA,  it’s  really  amazing. 
Half  of  the  critics  complain  because  we  are  too  liberal; 
the  other  half  insist  we  are  too  conservative. 

I have  been  sitting  in  on  the  House  of  Delegates 


ponent  societies  can  look  them  over  and  decide  on  a 
position.  Our  efforts  to  have  a deadline  by  which  all 
reports  should  be  submitted  for  consideration  by  the 
House  of  Delegates  may  help  close  this  gap. 

Q.  Speaking  of  the  number  of  committees  which 

are  in  operation,  what  is  your  opinion  of  the  present 
committee  structure?  What  plans  have  you  for  utiliz- 
ing that  structure? 

A.  Well,  the  OMA  has  had  approximately  65 
committees  meeting  over  the  year,  and  we  have  found 
this  to  be  cumbersome.  There  have  been  overlapping 
fields  of  study  and  even  conflicting  areas,  so  that  even 
the  full-time  executive  staff  has  trouble  keeping  track 
of  the  various  committees  and  what  they’re  doing. 

Our  Committee  on  Committees  sounds  like  the 
ultimate  in  bureaucracy,  but  actually  we  have  been 
working  to  streamline  the  structure,  and  we’ve  now 
got  it  down  to  about  35  committees,  in  which  we  have 
consolidated  the  many  closely  related  areas  of  con- 
cern. We  have  made  certain  that  no  existing  area  of 
responsibility  is  being  ignored.  We  feel  that  this  way 
we  will  get  a more  concentrated  attention  to  the  prob- 
lems which  arise. 

Q.  Most  people  that  we  hear  publicly  are  fright- 
ened and  concerned  about  the  shortage  of  doctors. 
Occasionally  someone  will  come  out  and  say  there  are 
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enough  doctors  to  go  around,  but  it’s  just  a matter  of 
geographical  maldistribution.  Which  way  does  your 
thinking  tend? 

A.  1 think  we  do  have  a very  definite  mal- 
distribution. There  seems  to  be  a better  ratio  of  phy- 
sicians to  population  in  the  Portland  and  Tri-County 
areas.  While  some  of  the  smaller  communities  are  bet- 
ter staffed  than  others,  there  is  no  question  that  most 
of  the  communities  could  very  well  stand  having  more 
physicians  than  they  do.  The  average  physician  is 
working  far  too  many  hours.  In  Ontario,  where  1 
practice,  some  of  the  physicians  work  80-100  hours  a 
week.  I think  we  could  work  out  better  systems  than 
we  have  presently,  with  a little  more  coordination 
among  physicians,  so  they  could  plan  on  a little  more 
rest  and  time  for  their  families. 

Q.  How  would  you  advise  a community  to  lure 
a young  physician  to  a rural  area  to  practice? 

A.  To  tell  you  the  truth,  if  we  had  the  answer  to 
that,  we  wouldn’t  be  looking  so  desperately  for  physi- 
cians, we’d  have  them  now. 

Q.  You  might  have  some  ideas,  though. 

A.  Yes.  For  one  thing,  we  are  learning  that  it  is 
important  to  have  a facility  on  hand  in  which  they  can 
begin  practice  immediately.  Just  holding  out  the  pros- 
pect that  an  office  facility  would  be  built  for  them,  or 
would  expand  if  they  should  decide  to  come,  seems  to 
frighten  off  many  new  physicians.  They  seem  to  want 
instant  security,  a guaranteed  level  of  income,  and  so 
forth.  Little  do  they  realize  that  before  they  know  it, 
they’ll  be  far  too  busy  for  their  own  physical  and 
mental  health. 

Q.  Okay,  so  there’s  a geographical  maldistribu- 
tion. That’s  pretty  obvious.  But  beyond  that,  does 
the  physician  shortage  still  exist?  Do  we  need  to  train 
more  doctors  per  capita? 

A.  Nationwide,  we  do  need  more  physicians. 
But  we  need  to  look  at  what  types  of  physicians  we 
are  training.  There  are  definite  shortages  of  certain 
types  of  physicians,  such  as  family  practitioners.  And 
there  are  too  many  specialists  in  other  areas,  such  as  in 
some  communities,  general  surgeons,  orthopods  and 
internists.  Most  areas  seem  to  be  short  of  pediatri- 
cians. You  see,  we  have  to  look  at  total  numbers,  of 
course,  but  not  without  breaking  them  down  into 
specialty  interest  areas  as  well. 

Q.  Can  a medical  training  center  cut  off  pro- 
grams in  certain  fields  if  the  specialty  becomes  glutted? 

A.  At  the  present  time,  no.  For  one  reason, 
every  medical  center  has  established  all  the  depart- 
ments, with  service  departments  geared  to  having  so 
many  residents  participating.  It’s  primarily  a training 
program,  but  it  doubles  to  provide  medical  services 
which  are  desperately  needed. 

Q.  Do  you  feel  that  perhaps  a Federal  civilian 
medical  corps  is  a possible  solution  to  the  shortage  of 
rural  health  manpower? 

A.  1 imagine  you’re  thinking  of  the  programs 
such  as  public  health  officers  who  are  assigned  to 
serve.  In  certain  circumstances,  this  may  be  the  only 
way  to  solve  the  problem  in  such  areas  as  ghettoes  and 
slums,  where  for  a number  of  reasons  physicians  seem 
to  be  reluctant  to  practice  voluntarily.  Then  it  may  be 
necessary  to  develop  a kind  of  government  service 


through  which  men  could  be  assigned  to  provide 
health  care  in  such  depressed  areas. 

Q.  How  are  you  going  to  entice  a man  to  join 
this  type  of  service  when  it  is  so  much  more  lucrative 
to  go  into  private  practice? 

A.  I think  we  have  a principle  involved  here  as 
to  whether,  in  order  to  provide  any  kind  of  service,  we 
as  a nation  want  to  empower  the  government  to  con- 
script individuals  against  their  wishes  and  desires  to 
serve.  If,  however,  one  can  provide  enough  incentive, 
financially  and  otherwise,  then  it  might  be  possible  to 
develop  a voluntary  corps  of  people  who  choose  to  go 
this  route. 

A doctor  in  private  practice,  naturally,  sort  of  has 
to  choose  an  area  where  he  can  make  enough  to  pay 
for  the  overhead  of  setting  up  an  office,  hiring  person- 
nel, etc.  But  if  the  government  takes  care  of  the  ex- 
penses, they  might  see  fit  to  expedite  a program  which 
could  be  subsidized  to  the  point  where  it  might  be- 
come attractive  for  some  physicians  to  enter  into  it 
voluntarily. 

I’d  hate  to  see  the  time  we  would  all  be  subject  to 
a conscription.  I’d  certainly  be  unhappy  to  be  drafted 
into  military  service,  war  or  no  war. 

Q.  The  concept  of  the  physician’s  assistant  has 
turned  out  to  be  pretty  controversial.  What  at  first 
seemed  double-pronged  aid  to  the  busy  physician  and 
the  unemployment  problem  too,  has  now  gotten  out 
of  hand  so  that  no  one  knows  how  to  set  up  a training 
program.  How  far  does  the  training  of  a physician’s 
assistant  go? 

A.  For  one  thing,  no  one  has  a clear  idea  of  just 
what  a physician’s  assistant  will  be,  and  1 think  the 
position  taken  by  our  Oregon  State  Board  of  Medical 
Examiners  reflects  that.  The  regulations  now  permit 
a variety  of  approaches  to  the  certification  of  physi- 
cian’s assistants,  and  1 think  they  are  keeping  an  open 
mind  to  the  fact  that  a physician’s  assistant’s  responsi- 
bilities will  vary  according  to  what  kind  of  doctor  he 
works  for  — GP,  pediatrician,  etc.  — and  whether  it  is 
in  the  city  or  a rural  area.  In  defense  of  the  program, 
it  must  be  acknowledged  that  reasonably  good  medi- 
cal care  is  better  than  no  medical  care  at  all.  On  the 
other  hand,  we  as  providers  must  assure  the  public 
that  they  can  be  treated  by  a physician’s  assistant  with 
the  reasonable  assurance  that  they  will  get  good  med- 
ical care. 

The  very  fact  that  the  physician’s  assistant  program 
has  come  about  indicates  that  we  need  more  help;  and, 
at  least  at  its  inception,  pointed  out  that  there  are 
people  with  certain  acquired  medical  skills  (military 
corpsmen)  whose  talents  are  just  going  to  waste. 

One  of  the  apprehensions  that  we  have  about  phy- 
sicians’ assistants  is  that  after  several  years  some  may 
begin  to  feel  that  they  are  equipped  to  function  inde- 
pendently, when  in  fact  they  are  not.  It  will  be  up  to 
the  legislators  and  medical  examining  boards  to  ensure 
that  such  abuses  of  the  position  do  not  occur. 

I think  that  we  have  perhaps  overlooked  other  op- 
tions, such  as  expanding  the  role  of  the  nurse.  Over 
the  years  my  office  nurse  has  performed  many  of  the 
routine  office  call  duties  when  I am  in  surgery  or  tied 
up  somehow.  She’s  worked  many  years  for  me,  she 
understands  my  approach  to  problems,  and  she  reports 
everything  she’s  done  with  patients  in  my  absence. 
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The  gut  reactor. 


BELAP 

is  for  him. 

He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains:  No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30^g. 

(Warning:  May  be  habit  forming) 

Belladonna  Extract  8 mg.  8 mg.  emg. 

Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic  hypertrophy. 


Belap  Elixir 

Each  teaspwnful  (5  ml.)  contains: 
Phenobarbital 

(Warning.  May  be  habd  forming) 

Belladonna  Leaf  Fluidextract 
Alcohol 


15  mg. 

0.033  mg. 
22% 


(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 


BELAP 

Brand  of  phenobarbital  and  belladonna  extract 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warn  ng  May  be  hab  l forming) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med'  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


While  I call  her  my  office  nurse,  in  many  respects  she 
is  my  physician’s  assistant.  Whether  she  should  be  con- 
sidered one,  or  recognized  as  one,  remains  to  be  seen. 
But  the  close  cooperative  effort  between  a physician 
and  his  assistants  is  something  that  can’t  be  legislated 
and  enacted  into  law,  or  controlled  by  regulations. 

Q.  Perhaps  one  of  the  greatest  economic  issues 
facing  medicine  today  is  the  skyrocketing  cost  of  mal- 
practice insurance  premiums,  caused  by  the  increasing 
number  of  claims.  Do  you  see  a solution  to  this 
vicious  circle? 

A.  I really  don’t,  at  the  present  time.  Certain 
legislative  steps  have  been  taken  to  blunt  the  impact, 
but  so  far  I don’t  think  any  significant  deterrents  have 
been  found  that  will  turn  this  thing  around. 

Generally  speaking,  the  quality  of  medical  care  in 
this  country  has  never  been  better.  It  is  ironic,  then, 
that  in  the  presence  of  such  good  quality  care  we 
should  have  evidence  of  rising  dissatisfaction  as  re- 
flected in  increased  malpractice  actions. 

What  we  have  to  recognize  is  that  the  injured  party 
has  a right  to  redress  when  there  is  malpractice.  The 
part  that  bothers  us  is  that  so  many  malpractice  ac- 
tions are  undertaken  for  reasons  other  than  what  we 
would  regard  as  honest-to-goodness  malpractice.  We 
get  hung  up  on  legal  technicalities,  definitions  and 
court  decisions  which  put  us  in  an  unfavorable  light. 

Frankly,  my  feeling  is  that  if  there  has  been  genuine 
malpractice,  regardless  of  the  interval  of  time  between 
the  original  action  and  the  realization  that  a mal- 
practice situation  may  have  existed,  it  seems  unfair 
that  the  injured  party  should  be  denied  redress  be- 
cause a certain  arbitrary  period  of  time  has  passed. 
True,  from  an  actuarial  and  a practical  point  of  view, 
there  should  be  some  limitations  placed  on  this. 

Perhaps  the  biggest  problem  is  the  unrealistically 
high  sums  that  have  resulted  in  satisfaction  of  the  so- 
called  injured  party.  Claimants  are  often  awarded 
settlements  far  in  excess  of  what  would  seem  appro- 
priate. 

Q.  Doesn’t  it  seem  that  there  could  be  some  sort 
of  legal  solution  to  put  a ceiling  on  that? 

A.  I shy  away  from  arbitrary  ceilings.  I know 
that  people  in  the  legal  profession  feel  that  one  man’s 
injury  should  be  good  for  more  than  another  man’s 
injury  simply  because  the  first  man  comes  from  a 
higher  station  of  life,  or  because  the  injury  represents 
a greater  loss  of  income.  I would  certainly  hate  to  be 
the  one  to  try  to  establish  these  arbitrary  ceilings. 
How  does  one  value  the  loss  of  an  eye  if  it  prevents  a 
person  from  participating  in  recreational  activities  that 
are  important  to  him? 

You  can  see  I don’t  have  a solution  to  the  mal- 
practice situation.  I think  our  efforts  to  encourage 
fellow  physicians  to  practice  the  very  best  care,  to 
maintain  their  skills  and  upgrade  their  education  are 
important  steps.  If  physicians  make  sure  their  patients 
are  well-cared  for  from  the  humanistic  as  well  as  scien- 
tific points  of  view,  hopefully  we’ll  reduce  the  number 
of  dissatisfied  patients. 

Q.  Along  the  same  lines,  what  effect  do  you  feel 
that  peer  review  will  have  on  the  future  of  the  medical 
profession?  Is  the  concept  of  peer  review  valid? 

A.  Oh,  I think  that  the  concept  is  certainly  valid. 
It  is  incumbent  upon  the  profession  itself  to  evaluate 


its  performance.  I don’t  view  peer  review  as  a puni- 
tive mechanism,  but  largely  an  educational  one.  Any 
one  of  us  might  be  engaging  in  certain  practices  which 
should  be  given  up,  but  perhaps  the  message  hasn’t 
come  across  for  some  reason.  If  these  inadequacies 
appear  as  a pattern  in  the  practice  of  a physician,  they 
should  be  pointed  out  to  that  physician  in  hopes  that 
he  will  take  steps  to  make  whatever  corrections  are 
indicated  by  the  review. 

Q.  How  do  you  account  for  the  fact  that  the 
cost  of  medical  care  has  increased  out  of  proportion 
with  the  cost  of  living? 

A.  Certainly  the  cost  of  health  care  has  gone  up, 
and  physicians  have  been  the  primary  targets  for 
blame.  I submit  we  are  only  a part  of  it.  The  larger 
items  of  expense  involved  are  outside  of  the  responsi- 
bilities of  physicians.  Take  the  cost  of  hospital  care. 
Administrators  are  caught  in  an  inflationary  spiral. 
They  have  had  to  increase  the  salaries  of  hospital  per- 
sonnel at  a faster  rate  than  the  economy  as  a whole  is 
moving,  but  this  merely  reflects  the  fact  that  they’ve 
been  far  behind  in  their  salary  scale,  and  there’s  been 
some  catching  up  involved  in  those  increases. 

Also,  the  progress  of  medical  science  has  taken  on 
much  sophistication,  which  results  in  more  expensive 
equipment  and  more  highly  trained  personnel.  Be- 
cause of  this  inevitable  rise,  the  cost  of  medical  care 
has  reached  proportions  which  are  financially  burden- 
some even  to  a well-paid  working  individual.  The  an- 
swer to  relieving  this  burden  has  been  private  insur- 
ance for  those  who  can  afford  it,  and  various  govern- 
ment agencies  for  those  who  can’t.  However,  this  has 
left  a gap  for  those  people  who  have  been  marginally 
employed  or  who  are  victims  of  economic  hardship. 
Therefore,  some  form  of  national  health  insurance  is 
necessary,  and  it  will  come. 

Q.  It  will  come  within  the  next  couple  of  years, 
no  doubt,  as  provided  by  Congress.  What  features 
should  such  an  insurance  program  contain  to  best 
serve  the  people? 

A.  Well,  I can  tell  you  some  of  the  things  I 
would  like  to  see  it  contain.  It  will  need  some  fea- 
tures of  comprehensiveness,  and  I think  it  certainly 
must  make  provisions  to  cover  the  economic  impact 
of  very  serious,  protracted  and  perhaps  permanent 
types  of  diseases  and  disability. 

However,  I hope  the  nation  doesn’t  lose  sight  of 
the  concept  that  health  care  is  still  basically  a personal 
responsibility  and  that  those  who  can  afford  to  shoul- 
der at  least  part  of  the  cost  should  still  be  responsible 
for  as  much  as  they  can  handle.  To  the  extent  that  an 
individual  is  unable  to  assume  his  medical  costs,  let 
this  then  become  the  government’s  role  to  assist  him. 

Q.  Now  that  abortion  is  legal  in  Oregon,  the 
controversy  continues  over  more  specialized  abortion- 
related  issues.  The  OMA  Committee  on  Therapeutic 
Abortion  has  been  charged  with  the  responsibility  of 
establishing  standards  of  what  constitutes  a therapeu- 
tic abortion  in  this  state,  and  at  what  point  in  a preg- 
nancy should  abortion  be  considered  not  good  medical 
practice.  But  first,  what  is  your  personal  opinion 
about  abortion? 

A.  Well,  frankly,  1 don’t  perform  abortions,  but 
I have  referred  a number  of  patients  who  have  had 
health-related  problems  in  which  abortion  seems  to  be 

continued  on  page  636 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 
OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 
announces  an  interdepartmental  course  on 
INTENSIVE  CARE 
November  1-5,  1971 

at  the 

STANFORD  MEDICAL  CENTER 


This  course,  including  lectures  and  practical  demonstrations,  is  designed  to  review  in  detail  the 
practical  aspects  of  the  management  of  the  critically  ill  patient.  Subjects  to  be  covered  include: 

Resuscitation;  shock;  monitoring;  arrhythmias;  vein  bypass  for  impending  myocardial  infarction; 
hypertensive  crises;  surgical  treatment  of  the  complications  of  myocardial  infarction. 

Thromboembolism;  applied  pulmonary  physiology;  respiratory  failure;  mechanical  ventilators; 
intractable  asthma. 

Acute  renal  failure;  diabetic  ketoacidosis  and  hyperosmolar  coma;  lactic  acidosis;  adrenal  crisis; 
hyper-  and  hypokalemia;  hyper-  and  hypocalcemia. 

Mechanisms  of  hemostasis;  laboratory  tests  of  coagulation;  replacement  and  component  therapy; 
congenital  and  acquired  coagulation  disorders;  platelet  disorders;  defibrination  and  fibrinolysis;  acute 
hemolyses;  transfusion  reactions. 

Gram-negative  sepsis;  meningitis;  upper  gastrointestinal  hemorrhage;  drug  ingestion;  cerebral 
death;  management  of  the  cerebrally-dead  donor. 

The  course  will  be  presented  by  the  following  members  of  the  faculty  of  the  School  of  Medicine: 


Edwin  Alderman,  M.D. 
Roy  B.  Cohn,  M.D. 

William  P.  Creger,  M.D. 
Frederic  L.  Eldridge,  M.D. 
Grant  Fletcher,  M.D. 
Robert  H.  Goldman,  M.D. 
Peter  L.  Greenberg,  M.D. 
Peter  B.  Gregory,  M.D. 
Randall  B.  Griepp,  M.D. 
John  W.  Hanbery,  M.D. 


Donald  C.  Harrison,  M.D. 
Laurence  H.  Kedes,  M.D. 
Jack  Lazerson,  M.D. 

Glen  A.  Lillington,  M.D. 
John  A.  Luetscher,  M.D. 
Roy  H.  Maffly,  M.D. 
Thomas  C.  Merigan,  M.D. 
Mark  G.  Perlroth,  M.D. 
Judith  G.  Pool,  Ph.D. 
Richard  L.  Popp,  M.D. 


Gerald  M.  Reaven,  M.D. 
Eugene  D.  Robin,  M.D. 
Edward  Rubenstein,  M.D. 
Stanley  L.  Schrier,  M.D. 
John  S.  Schroeder,  M.D. 
Alfred  P.  Spivack,  M.D. 
Norman  E.  Shumway,  M.D, 
James  Theodore,  M.D. 
Kenneth  L.  Vosti,  M.D. 


APPLICATION  FORM 


INTENSIVE  CARE 


November  1-5,  1971 
Fee:  $200 
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ADDRESS 

Street 

MEDICAL  SCHOOL 

TYPE  OF  PRACTICE 


First 


Middle 


City 


State 


Zip  Code 


Degree 


Year. 


Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office 
of  Postgraduate  Medical  Education,  Stanford  University  School  of  Medicine,  M-12I,  Stanford,  California  94305. 

Attendance  Limited  — Advance  Registration  Required. 
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continued  from  page  633 

medically  indicated.  Therefore,  I would  have  to  state 
that  I am  not  blindly  against  abortions.  I still  feel 
that  it  has  many  implications,  morally  and  medically. 
However,  these  are  questions  which  must  be  answered 
both  in  terms  of  the  patient’s  own  conscience  and'the 
physician’s  feelings. 

Q.  What  about  setting  a limit  on  how  late  in  a 
pregnancy  an  abortion  can  be  performed? 

A.  I think  this  is  an  issue  that  has  to  be  faced. 
I’m  not  an  obstetrician;  (I  don’t  even  practice  any 
type  of  pediatrics)  so  I don’t  know  what  these  limits 
should  be,  but  I certainly  think  that  this  issue  has  to 
be  looked  at  much  more  closely  than  it  has  been.  This 
is  why  we  have  this  committee  studying  it. 

Q.  Chiropractic  continues  to  be  a major  contro- 
versy among  medical  doctors.  In  your  opinion,  should 
chiropractic  be  abolished  in  Oregon,  should  its  scope 
be  severely  limited,  or  what? 

A.  The  manipulative  modalities  that  chiroprac- 
tors use  must  ease  certain  painful  conditions,  because 
1 have  seen  patients  who  were  helped  by  them.  But 
the  biggest  danger  in  chiropractic  is  that  to  use  manip- 
ulative modalities  in  the  treatment  of  a vast  variety  of 
conditions  creates  definite  hazards.  Often,  serious  con- 
ditions are  mistreated,  sometimes  compounding  the 
effects  of  the  original  malady,  and  almost  always  de- 
laying the  start  of  proper  treatment  and  making  an 
eventual  cure  more  difficult.  The  point  1 take  issue 
with  is  the  total  irrationality  of  the  original  premise 
of  chiropractic. 

Q.  Are  chiropractors  trained  to  abide  by  this 
same  premise  now? 

A.  It  appears  that  there  are  basically  two  groups 
of  chiropractors.  One  group  confines  itself  to  certain 
disorders  of  the  muscular-skeletal  system;  in  effect 
they  are  practicing  physiotherapy.  The  other  group 
feels  that  manipulative  techniques  have  a place  in  the 
treatment  of  other  disorders  such  as  heart  disease, 
diabetes,  and  a host  of  other  organic  diseases.  This  is 
totally  irrational,  and  that  is  where  the  hazards  lie  for 
the  uninformed  public. 

Q.  What  action  can  be  taken  to  limit  their  scope? 

A.  I think  the  state  association  has  a moral  obli- 
gation to  take  a position  of  advocacy  in  the  limiting  of 
chiropractic.  I know  we  are  often  accused  of  being 


motivated  primarily  by  self-interest.  This  is  a terrible 
misunderstanding.  But  we  do  feel  that  the  public 
should  be  informed.  Public  information  and  the  de- 
mand from  the  public  for  more  legislative  control  and 
perhaps  ultimate  elimination  of  chiropractic  must  take 
place.  1 don’t  think  that  the  OMA  as  a professional 
organization  has  nearly  the  clout  to  accomplish  this, 
nor  should  we.  I have  enough  faith  in  the  intelligence 
of  the  American  people;  ultimately  they’ll  understand 
what  we’re  talking  about.  Only  then  can  they  bring 
pressure  on  the  legislature  for  better  control  of  chiro- 
practic. 

Q.  Speaking  of  legislation,  what  sort  of  legisla- 
tion do  you  see  to  be  the  most  prominent  for  your 
year  of  office?  1 realize  you  will  be  serving  in  an  inter- 
im year,  but  that  period  of  time  is  very  important  in 
helping  to  draft  the  legislation  that  will  be  considered 
when  the  Legislature  convenes  again. 

A.  I think  there’ll  be  several  areas.  One  is  relat- 
ing to  the  question  of  protecting  malpractice  rights 
from  abuse.  Another  is  perhaps  cleaning  up  manpow- 
er legislation,  particularly  regarding  the  physician’s 
assistant. 

Q.  At  the  annual  AMA  meeting  in  Atlantic  City 
in  June,  President  Nixon  issued  a challenge  to  physi- 
cians to  take  a more  active  political  interest  in  their 
communities,  since  physicians  are  generally  looked  to 
as  real  leaders.  What  is  your  response  to  his  challenge? 

A.  I think  that  individual  physicians  over  the 
years  have  served  their  communities  quite  well.  Phy- 
sicians increasingly  have  been  active  in  the  political 
sphere,  both  as  individuals  and  through  the  various 
medically-related  political  organizations  such  as  the 
OMPAC  and  AMP  AC.  I agree  whole-heartedly  with 
President  Nixon  that  we  should  have  more  participa- 
tion. Oregon  has  been  very  successful  in  convincing 
our  member  physicians  of  the  importance  of  political 
activity.  They  could  certainly  be  doing  a better  job  of 
community  involvement.  It’s  the  only  direct  input 
physicians  have  into  the  political  and  governmental 
process. 

Q.  How  did  you  get  into  the  medical  profession? 

A.  My  father  was  a physician,  still  is;  1 regarded 
him  as  being  dedicated  to  his  work  and  I was  always 
proud  of  him  because  he  was  helping  people  with  their 
problems.  That’s  what  interested  me  in  medicine. 


Drug  Research  Fund  Established 


A memorial  fund  for  research  in  drug  dependence 
has  been  established  through  the  Medical  Research 
Foundation  of  Oregon.  The  fund  was  initiated  by  con- 
tributions in  the  memory  of  John  Donnelly,  Jr.,  son 
of  John  H.  Donnelly,  M.D.,  of  the  Oregon  State  Board 
of  Health. 

The  research  funds  provided  by  the  Foundation 
will  be  used  to  initiate  pilot  projects  and  innovative 
studies  where  the  projects  are  too  small  to  attract 
federal  funding,  or  as  background  for  more  extensive 
grant  applications.  As  such,  they  can  be  used  much 
more  rapidly  and  flexibly  than  is  ordinarily  possible 
with  regular  grants. 


Presently  this  fund  is  being  used  to  support  research 
on  just  two  projects:  1)  Can  the  success  of  a poten- 
tial methadone  candidate  be  predicted  on  the  basis  of 
standard  psychological  tests?  and  2)  what  are  the 
effects  of  starting  methadone  treatment  for  addicts 
just  prior  to  release  from  jail  or  as  a condition  of  pa- 
role or  probation? 

The  research  of  similar  projects  involving  drug  de- 
pendence can  be  added  to  the  current  list  if  additional 
contributors  send  donations  to  the  Fund.  Address 
checks  to  Memorial  Fund  for  Research  in  Drug  De- 
pendence, Medical  Research  Foundation  of  Oregon, 
6415  S.W.  Canyon  Court,  Portland,  Oregon. 
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444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 

PRESIDENT  SECRETARY 

Richard  C.  Greenleaf,  M.D.,  Seattle  J.  Walfred  Wallen,  M.D.,  Burlington 


HERBERT  S.  RIPLEY  LECTURESHIP 

The  first  in  an  annual  lecture  series  honoring  Dr. 
Herbert  S.  Ripley,  long-time  chairman  of  the  Depart- 
ment of  Psychiatry,  University  of  Washington  School 
of  Medicine,  will  be  held  in  the  Health  Sciences  Center 
Auditorium  at  8 p.m.  on  September  14. 

The  speaker  will  be  Ewald 
Busse,  M.D.,  president  of 
the  American  Psychiatric 
Association,  professor  of 
psychiatry  and  chairman  of 
the  Department  of  Psychi- 
atry at  Duke  University 
School  of  Medicine,  Dur- 
ham, N.C.  His  topic  will 
be  “Age  Changes,  Health 
and  Adjustment.”  While  in 
Seattle,  Dr.  Busse  will  at- 
tend the  23rd  Institute  on 
Hospital  and  Community 
Psychiatry  at  the  Olympic 
Hotel,  and  deliver  the  Pres- 
idential Address. 

The  Ripley  Lectureship  was  established  last  year  by 
a committee  of  faculty,  staff  members,  residents  and 
practicing  psychiatrists  to  honor  Dr.  Ripley,  who  re- 
signed in  1969  as  chairman  of  the  Department  of 
Psychiatry.  He  had  been  the  department  chairman 
since  its  inception  in  1949.  During  his  20  years  of 
leadership,  the  department  grew  from  a faculty  of 
three  full-time  and  1 3 clinical  members  to  more  than 
40  regular  and  130  clinical  members.  According  to 
the  committee  who  established  the  lectureship,  the 
“department  under  Dr.  Ripley  has  achieved  a reputa- 
tion for  excellence  in  its  teaching,  service  and  research 
programs.” 

Dr.  Ripley  has  just  completed  a year’s  sabbatical  at 
the  University  of  Edinburgh  in  Scotland.  He  has  re- 
turned to  his  post  as  professor  of  psychiatry  at  the 
University  of  Washington. 


FRANK  K.  WOOLLEY 


Dangers  of  Peer  Review  and  Foundations 

Mr.  Frank  K.  Woolley,  Executive  Director  of  the 
Association  of  American  Physicians  and  Surgeons,  will 
speak  at  a luncheon  meeting  of  the  local  chapter 
of  AAPS,  at  the  Hilton  Hotel,  Seattle,  Monday, 
September  20.  His  subject  will  be  “The  Dangers  of 
Peer  Review  and  Foundations.”  Mr.  Woolley  has  had 
long  experience  in  governmental  bureaus  and  has  wide 
acquaintance  with  members  of  the  Congress.  In  1961 
he  became  a member  of  the  staff  of  the  American 
Medical  Association  and  in  1968  was  appointed  to  his 
present  position  with  the  Association  of  American 
Physicians  and  Surgeons.  The  luncheon  will  be  at 
12:30.  A no-host  bar  will  be  open  at  12:00. 

Grant  Awarded 

A grant  of  $370,157  has  recently  been  awarded  to 
John  Butler,  M.D.,  of  the  University  of  Washington. 
The  grant,  from  the  National  Heart  and  Lung  Institute, 
will  be  used  for  pulmonary  disease  research,  and  is 
part  of  $16,400,000  awarded  for  the  establishment  of 
Specialized  Centers  of  Research  (SCORs)  at  29  univer- 
sities and  hospitals  throughout  the  country. 
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As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  Bi)  15  mg 

Riboflavin  (Vit.  B^)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  BJ  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 

Ascorbic  acid  (Vit.  C)  300  mg 


bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  B5  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon ! This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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There  is  never  a time  for  complacency  in  organized 
medicine.  We  are  living  in  an  era  when  changes  are 
occurring  rapidly.  I am  speaking,  not  only  of  the 
social  revolution,  but  also  of  the  changes  that  are  be- 
ing proposed  involving  organized  medicine. 

It  is  interesting  to  pon- 
der the  origin  of  change.  I 
was  privileged  to  hear  a 
speaker  discuss  this  about 
a year  ago  and  came  away 
with  some  new  insights.  He 
believed  that  World  War  II 
was  the  catalyst.  The  war 
uprooted  millions  of  peo- 
ple all  over  the  world.  They 
were  torn  from  the  secur- 
ity and  isolation  of  their 
towns  or  villages,  and  thrust 
into  a world  in  which  the 
under-privileged  saw  and 
felt  for  the  first  time  what 
GEORGE  W.  WARNER,  M.D.  •'^^t  of  the  world  had 

been  enjoying. 

Sweeping  social  changes  have  ensued.  However, 
society  has  a great  tendency  to  hold  to  the  past,  as  we 
feel  more  secure  with  our  traditions  than  with  the  un- 
knowns of  the  future.  The  most  important  conse- 
quence of  this  has  been  our  failure  to  anticipate 
change  and,  as  a result,  we  have  found  ourselves  reac- 
ting violently  to  the  changes  that  are  imposed,  changes 
that  we  try  to  repair  with  too  little  and  too  late. 

political  power 

In  the  first  half  of  this  century  there  were  three 
main  power  blocs.  They  were  government,  labor,  and 
business,  with  the  professions  included  in  business.  In 
the  second  half  of  this  century,  we  have  added  a 
fourth  — education. 

In  our  country  we  have  created  one  of  the  greatest 


educational  systems  man  has  known.  We  have  financ- 
ed it  through  taxes  from  successful  business  enter- 
prise, personal  taxes  of  successful  professional  people, 
gifts,  endowments,  and  grants.  The  paradox  is  that  it 
has  now  started  to  cannibalize  the  society  that  sup- 
ports it.  Only  two  of  the  four  power  blocs  consider 
themselves  objective.  These  are  government  and  edu- 
cation. It  has  been  predicted  that  for  the  rest  of  our 
lifetime  government  and  education  will  play  a con- 
tinually greater  role  in  the  control  of  our  lives. 

With  passage  of  the  Medicare  legislation  in  1966, 
the  voter  and  the  consumer  were  focused  into  a single 
image,  and  the  politician  suddenly  realized  they  were 
the  same  person.  Since  then  the  consumer  of  health 
services,  whom  we  call  the  patient,  has  exerted  a rising 
influence  in  policy  decisions  on  a federal  level.  We  are 
certainly  feeling  the  effect  of  the  role  of  government 
in  its  impact  on  medical  practice.  The  last  two  years 
we  have  heard  an  increasing  vocal  crescendo  about 
antiquated  health  care  delivery,  inadequate  health 
care  and,  most  recently,  coinage  of  a new  term, 
“health  care  crisis.”  The  press  has  dubbed  this  year  as 
“the  year  of  the  patient.”  These  are  the  voices  of  the 
liberals  attempting  to  produce  a revolution  in  medical 
care.  We  are  not  totally  to  blame,  nor  are  we  comple- 
tely immaculate.  One  thing  we  are  is  vulnerable! 

schemes  and  more  schemes 

Health  measures  have  been  introduced  in  the  Con- 
gress by  the  American  Medical  Association,  the  Nixon 
administration,  the  American  Hospital  Association, 
the  health  insurance  industry,  and  by  Kennedy  and  his 
compulsory  national  health  insurance  bill,  which  is 
really  the  produtt  of  the  late  Walter  Reuther  and  the 
Committee  of  One  Hundred.  Each  of  these  measures 
will  hold  a certain  amount  of  appeal  and  will  attract 
some  support. 

The  result  could  be  to  divert  some  of  the  potential 

continued  on  page  644 
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“Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit.”* 


“The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful."* 


He  was  overwhelmed  by 
“paralyzing  horror”  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  “. . .the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period ”* 


*Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might  hi 
own  family.  His  full-time  job  is  as  a “human 
laboratory,”  and  throughout  the  13-year  pe' 
of  the  study,  he  has  taken  great  personal  pr 
in  his  own  participation. 


[l  story  charged  with  emotion 

he  graphs  on  the  facing  page  are  intestinal  motility 
adings  on  a human  subject  experiencing  the 
otions  of  rage,  contentment  and  horror  (see 
ackground”  below  left).  This  “intestinal 
tobiography”  dramatizes  the  point  that  certain 
otions  correlate  with  specific  patterns  of 
.1.  motility. 

I Tie  visceral  clutch 

|nd  functional  G.I.  disorders 

I he  gut  response  to  stress  has  been  amply 
f ;monstrated  in  many  functional  G.I.  disorders. 

»ervous  diarrhea  and  irritable  colon  syndrome,  for 
ample,  are  disorders  associated  with  abnormal  G.I. 
otility.  And  these  disorders  are  commonest  among 
itients  sensitive  to  life-stress  situations  productive 
: conflict  and  excessive  anxiety. 

jbrax"‘calms  anxiety, 
alms  the  gut 

. 1 these  areas  of  G.I.  pathology,  Librax  has  become 
■mainstay  of  adjunctive  therapy.  Reason?  Effective 
I vo-way  calming  action.  Librax,  by  relieving 
ccessive  anxiety,  not  only  helps  calm  emotional 
• verreaction  to  stress,  it  controls  intestinal 
vpermotility,  too.  Depend  on  Librax— the  only  drug 
lat  combines  the  well-known  antianxiety  action  of 
ibrium®  (chlordiazepoxide  HCl)  and  the  potent, 
ependable  antisecretory/antispasmodic  action  of 
luarzan®  (clidinium  Br). 


< 


or  2 capsules,  3 or  4 times  daily 
jn  the  treatment  of 
ervous  diarrhea  and 
rritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 

In  functional  G.I.  disorders, 

‘i  * j * 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mgclidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Strength  in  our  free  enterprise  opposition  to  them. 
The  free  enterprise  forces  in  this  legislative  fight  do 
not  seem  to  be  nearly  so  unified  as  are  the  liberals.  We 
need  to  mount  a formidable  defense  against  those 
measures  which  are  not  in  the  best  interest  of  medi- 
cine as  we  would  like  to  see  it  practiced  in  the  United 
States. 

Graham  Hutton,  in  1961,  writing  about  the  British 
Welfare  State  said,  “Our  welfare  state  has  been  shock- 
ingly costly.  It  has  had  a debilitating  effect  on  individ- 
ual initiative;  it  has  been  extremely  unfair  to  large  sec- 
tions of  the  population,  and  it  has  been  used  un- 
ashamedly by  politicians  to  buy  votes.  I suggest  that 
this  unfortunate  experience  may  serve  today  as  an  ob- 
ject lesson  to  the  United  States,  or  any  other  nation, 
that  may  be  tempted  to  go  and  do  likewise.” 

He  further  suggested  that  the  proper  function  of 
the  welfare  state  was  to  raise  the  health,  education 
and  performance  standards  of  the  less  gifted,  less 
healthy,  less  able  one-third  of  the  people.  Once  that 
is  done,  the  citizens  themselves  should  take  over  the 
responsibilities  from  the  state.  He  further  suggested 
that  if  a nation  is  to  get  richer,  more  dynamic,  it  must 
offer  bigger  material  rewards  to  the  creative,  enter- 
prising, skilled  and  technical  minorities.  In  my  opinion 
it  ought  to  make  Americans  think  twice  about  encour- 
aging anything  resembling  what  they  have  in  England! 

1 think  that  we  all  need  to  be  reminded  of  these 
thoughtful  w’ords  written  more  than  ten  years  ago,  as 
we  approach  the  changes  in  health  care  delivery  being 
proposed  in  Congress.  We  need  to  remind  our  legisla- 
tors of  our  feelings. 

change  is  unavoidable 

Change  is  coming  — make  no  mistake  about  this. 

We  must  anticipate  change  and  provide  solutions  to 
the  problems  that  change  engenders,  else  government 
will  provide  the  solution.  Physicians  must  play  a lead- 
ership role  in  the  planning  committees  that  will  deter- 
mine the  type  of  change  to  be  instituted.  We  cannot 
walk  away  from  our  problems.  We  must  live  with 
them,  adjust  to  them,  manage  them  and  mold  them. 

We  must  resolve  our  minor  differences  and  mount  a 
formidable  defense  to  preserve  those  portions  of  medi- 
cal practice  which  we  know  to  be  sound  and  good. 
We  must  preserv’e  the  free  enterprise  system  in  the 
practice  of  medicine.  It  certainly  is  imminent  that 
changes  in  health  care  will  be  among  the  major  issues 
in  the  1972  elections.  Our  campaign  must  start  now 
and  we  must  become  involved  as  individual  practition- 
ers, as  component  medical  societies,  as  the  Idaho  jMed- 
ical  Association,  as  our  American  Medical  Association. 

We  have  the  vehicle  to  do  this  — it  is  called  The 
Idaho  Medical  Political  Action  Committee  part  of 
national  organization,  the  American  Medical  Political 
Action  Committee. 

James  j.  Coughlin,  Boise,  has  accepted  the  respon- 
sibility to  serve  as  the  Chairman,  and  he  has  appointed 
a 50-member  Board  of  Directors  to  assist  him  in  en- 
couraging your  participation  in  both  organizations. 
We  implore  you  to  participate  now! 

professional  liability  program 

During  the  March  meeting  of  the  Winter  Clinics  in 


McCall,  1 urged  full  participation  by  all  members  in 
the  Argonaut  Insurance  Company’s  program  of  pro- 
fessional liability  insurance  being  administered  for  us 
by  the  James  W.  Perry  Agency  in  Boise. 

I should  like  to  request  each  of  you  to  encourage 
your  colleagues  to  join  in  this  most  important  activity. 
We’ve  heard  a few  comments  from  some  sources  that 
the  program  is  not  in  the  best  interest  of  members  of 
the  association.  1 think  this  has  been  created  as  sort 
of  a “sour  grapes”  reaction  by  some  local  insurance 
agents  who  feel  they  will  lose  a few  premium  dollars 
by  not  writing  this  program  for  you. 

I propose  that  the  malpractice  insurance  roulette 
be  ended  as  soon  as  possible,  and  that  we  support 
the  Argonaut  program  100  percent. 

The  Argonaut  proposal,  as  endorsed  by  the  House 
of  Delegates  during  the  Interim  Session  in  Boise,  has 
been  specifically  designed  to  make  available  to  all 
members  of  the  Idaho  Medical  Association  the  best 
professional  liability  coverage  with  adequate  limits  at 
the  lowest  possible  cost  and  of  a long  term  nature. 

We  cannot  over-emphasize  the  tremendous  signifi- 
cance of  a company  agreeing  to  underwrite  the  Associ- 
ation’s membership  during  which  period  it  will  be 
bound  to  uphold  the  provisions  of  the  individual  con- 
tracts unless  individual  cancellation  or  non-renewal  is 
concurred  in  by  the  Association  through  its  Special 
Insurance  Committee. 

No  matter  how  much  longevity  a physician  has 
built  up  with  his  present  carrier,  or  how  trouble-free 
that  relationship  has  been,  the  fact  remains  that  every 
12  months  his  professional  liability  coverage  is  again 
subject  to  the  whims  of  his  company’s  underwriter, 
based  on  the  success  or  misfortunes  of  the  insurance 
business  in  general. 

To  the  hapless  physician,  this  perennial  and  invol- 
untary exposure  to  the  vagaries  of  a situation  which  at 
times  appears  to  be  analogous  to  a bout  with  “mal- 
practice roulette”  is  untenable,  and  it  can  become  a 
thing  of  the  past  for  those  members  of  the  Association 
who  choose  to  be  insured  by  Argonaut  under  the 
Idaho  Medical  Association’s  Program. 

Once  a member’s  application  is  accepted,  he  can 
relax  — secure  in  the  knowledge  that  the  company 
cannot  cancel  or  refuse  to  renew  his  policy  annually 
without  his  having  the  right  to  appeal  such  action  to 
the  Association  for  its  review  on  his  behalf. 

Some  members  have  questioned  Argonaut’s  record. 
Here  is  some  comforting  information:  Argonaut  is  a re- 
liable, well-established,  general-liability-insurance  car- 
rier with  considerable  experience  in  providing  medical 
liability  coverage  through  its  involvement  at  the 
present  time  with  the  underwriting  of  twenty  state 
hospital  associations,  including  the  Idaho  Hospital 
Association. 

In  addition,  the  company  has  recently  entered  into 
similar  physician  coverage  programs  with  the  state 
medical  associations  of  Hawaii  and  Pennsylvania. 

The  A.  M.  Best  Company,  which  annually  rates 
firms  in  the  insurance  industry,  gave  Argonaut  an  “A 
+ AAAA”  rating.  I asked  an  insurance  agent  what 
this  means,  and  was  told  that  it  is  an  excellent  rating 
not  enjoyed  by  all  companies  in  the  United  States. 

Argonaut  is  owned  by  Teledyne  which,  if  you  will 
check  the  financial  pages  of  your  newspaper,  you  will 
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find  is  basically  an  electronics  corporation.  Argonaut’s 
surplus  is  reported  to  be  in  excess  of  $60,000,000.  1 
believe  this  financial  picture  should  provide  you  with 
the  necessary  information  to  confirm  their  stability 
and  integrity. 

Of  course,  malpractice  programs  for  members  of 
the  Idaho  Medical  Association  will  not  automatically 
result  in  an  improved  quality  of  medical  care  being 
provided  to  our  patients.  The  heart  of  anegligence 
case,  as  1 interpret  the  situation,  is  the  question  of 
standards  of  care.  Once  a physician  accepts  a patient, 
he  is  obligated  to  provide  care  that  meets  approved 
standards.  1 truly  believe  that  Idaho’s  standards  of 
care  are  high  indeed,  yet  one  threat  of  a malpractice 
suit  is  too  many. 

The  circumstances  under  which  medical  treatment 
may  be  given  are  not  always  tbe  same.  Obviously,  as 
circumstances  vary,  the  standards  of  care  required  of 
the  physician  may  also  vary.  In  general,  a physician 
is  judged  by  the  standards  of  his  peers.  A general 
practitioner,  for  instance,  is  expected  to  conform  to 
the  standards  of  other  general  practitioners  in  his  own 
or  in  a comparable  community. 

A general  practitioner  who  does  not  refer  his  pa- 
tient to  a specialist  where,  under  the  circumstances  a 
reasonably  careful  and  skilled  general  practitioner 
could  and  would  do  so,  may  be  held  to  the  standards 
of  a specialist  in  that  field. 

1 point  this  out  merely  to  emphasize  that  under 
the  Argonaut  program  we  will  be  expected  to  exercise 
more  than  what  many  of  our  colleagues  may  hurriedly 
refer  to  as  “a  good  standard  of  care”  — we  are  going 
to  have  to  prove  beyond  any  reason  of  doubt  that  the 
Idaho  physician  is  providing  better  than  a reasonable 
interpretation  of  the  standard  of  care  for  his  patients  — 
regardless  of  whether  they  are  under  medicare,  medic- 
aid, insurance  programs,  or  paying  for  that  care  out  of 
their  own  pockets. 

It  is  our  duty  and  responsibility  to  make  the  Argo- 
naut program  work.  It  certainly  is  to  our  advantage  to 
do  so,  and  if  we  are  successful  in  our  endeavors  all  of 
us  will  reap  the  benefits  of  the  program.  If  we  do  not 


accomplish  this  goal,  you  will  be  paying  for  it  out  of 
your  pocket. 

continuing  medical  education 

Many  of  our  component  societies  have  programs  of 
continuing  medical  education  underway  and  I extend 
my  compliments  to  them.  However,  I believe  our  ac- 
tivities on  a state  level  should  be  broadened  to  encom- 
pass the  full  sphere  of  education  for  our  members.  We 
do  have  a Medical  Education  Committee  in  the  State 
Association,  but  this  committee  has  not  been  as  active 
as  it  could  be,  and  I should  like  to  propose  a program 
that  would  affect  all  of  the  members  of  our  compon- 
ent societies  and  the  State  Association. 

I should  like  to  propose  that  we  adopt  a plan  simi- 
lar to  the  one  adopted  by  the  Arizona  Medical  Associ- 
ation which  calls  for  each  member  to  complete  a mini- 
mum of  1 50  credit  hours  of  continuing  medical  educa- 
tion over  a continuous  three  year  qualifying  period, 
and  that  each  member  be  required  to  submit  a report 
of  those  educational  activities  to  our  Medical  Educa- 
tion Committee  every  three  years. 

The  American  Academy  of  General  Practice  has 
had  a similar  program  underway  for  a number  of  years 
with  a remarkable  degree  of  success,  and  I think  our 
Association  should  create  a comparable  program.  It 
would  be  no  problem  for  the  family  practitioners  to 
comply,  and  1 feel  it  would  be  extremely  beneficial 
for  the  other  practitioners  too. 

The  Arizona  program  contains  10  categories  of 
credit  ranging  from  formal  training  to  attendance  at 
component  society,  state  and  specialty  society  semin- 
ars and  meetings  and  even  the  development  of  scien- 
tific displays. 

I hope  to  further  this  proposal,  and  will  have  a de- 
tailed outline  of  the  activities  including  the  establish- 
ment of  the  Medical  Education  Committee  as  a Stand- 
ing Committee  with  appropriate  amendments  to  the 
Bylaws  ready  for  presentation  and  consideration  at 
the  Interim  Session  of  the  House  of  Delegates  in 
February,  1972. 


Officers  and  Councilors 

officers  of  tbe  Idaho  Medical  Association  for  the 
coming  year  will  be: 

President:  George  W.  Warner,  Twin  Falls 

President-Elect:  John  E.  Comstock,  Pocatello 

Immediate  Past-President:  William  R.  Tregoning, 
Boise 

Secretary -Treasurer:  J.  Gordon  Daines,  Boise 

Councilor,  District  No.  1:  E.  R.  W.  Fox,  Coeur 
d’Alene 

Councilor,  District  No.  2:  R.  George  Wolff, 
Caldwell 

Councilor,  District  No.  3:  Royal  G.  Neher, 
Shoshone 

Councilor,  District  No.  4:  Ronald  K.  Lechelt, 
Idaho  Falls  (to  complete  the  unexpired  term  of 
John  Comstock) 

A.M.A.  Delegate:  Donald  K.  Worden,  Lewiston 

A.M.A.  Alternate  Delegate:  A.  Curtis  Jones,  Boise 

Officers  of  the  Woman’s  Auxiliary  for  the  coming 
year  will  be: 


President:  Mrs.  H.  Don  Moseley,  Coeur  d’Alene 
President-Elect:  Mrs.  Frank  L.  Harms,  American 
Falls 

1st  Vice-President:  Mrs.  Roy  O.  Shaub,  Twin  Falls 
2nd  Vice-President:  Mrs.  Quentin  L.  Quickstad, 
Boise 

3rd  Vice-President:  Mrs.  Walter  G.  Hoge,  Blackfoot 
4th  Vice-President:  Mrs.  A1  H.  Kuykendall,  Boise 
Secretary:  Mrs.  R.  Bruce  Moody,  Boise 
Treasurer:  Mrs.  Paul  F.  Miner,  Boise 

Medical  Service  Bureau  Meets 

The  South  Idaho  Medical  Service  Bureau,  Inc.,  con- 
ducted its  annual  meeting  at  Sun  Valley,  July  3,  1971, 
during  the  annual  meeting  of  the  Idaho  Medical  As- 
sociation. 

Officers  elected  during  the  meeting  were: 

President:  H.  Kent  Staheli,  Pocatello 
Vice-President:  Allen  H.  Tigert,  Soda  Springs 
Secretary-Treasurer:  Reuben  C.  Matson,  Jerome 

continued  on  page  648 
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THE  NIGHT  SH  FT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem 
and  disturbed  sleep 
is  often  its  nocturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression 


VHEI\1  THE  DIAGNOSIS 
S DEPRESSION 

iLAVIL”"" 

\MITRIPTYLINE  HCI  | MSD] 

BLETS:  10  mg,  25  mg,  and  50  mg 
JECTION:  10  mg/cc 


len  depression  is  serious  enough  to  warrant  medication, 
AVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
ergizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
ibodies  a mild  antianxiety  action  which  manifests  itself 
en  before  the  fundamental  antidepressant  activity  of  the 
jg  becomes  evident.  Daytime  drowsiness  occurs  in  some 
tients,  usually  within  the  first  few  days  of  therapy. 

)TE:  Not  recommended  during  the  acute  recovery  phase 
lowing  myocardial  infarction.  Patients  with  cardiovascular 
iorders  should  be  watched  closely;  arrhythmias,  sinus 
:hycardia,  and  prolongation  of  the  conduction  time  have 
en  reported,  particularly  with  high  doses;  myocardial 
arction  and  stroke  have  been  reported  with  drugs  of  this 
iss.  Close  supervision  is  required  for  hyperthyroid  patients 
those  receiving  thyroid  medication.  Concurrent 
ictroshock  therapy  may  increase  the  hazards  of  therapy; 
ch  treatment  should  be  limited  to  patients  for  whom  it  is 
sential.  Discontinue  the  drug  several  days  before  elective 
rgery  if  possible.  Should  not  be  given  to  patients  who 
ve  received  an  MAOl  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEC  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 

MSD  MERCK  SHARP  & DOHME 
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Physicians  elected  to  the  Board  of  Directors  were 
Robert  E.  Rush,  Pocatello;  A.  Lloyd  Barrott,  St.  An- 
thony; Robert  H.  Morrell,  Boise,  and  H.  Kent  Staheli. 

Other  members  of  the  Board  are  B.  L.  Kreilkamp, 
Sun  Valley;  Droston  H.  Baker,  Idaho  Falls;  Gerald  C. 
Bauman,  Caldwell,  and  F.  W.  Cottrell,  Nampa.  In  ad- 
dition, there  are  three  lay  members  of  the  Board:  Mr. 
Russell  Fogg,  Idaho  Falls;  Mr.  Martin  C.  Warberg, 
Boise,  and  Mr.  James  A.  Sinclair,  Twin  Falls. 


State  Board  of  Medicine  Section 

The  regular  meeting  of  the  Idaho  State  Board  of 
Medicine  was  held  in  Boise  July  11-13,  1971.  Attend- 
ing were  Dan  E.  Stipe,  Lewiston,  who  was  elected 
Chairman;  G.  Curtis  Waid,  Idaho  Falls,  Vice-Chairman; 
Fred  H.  Helpenstell,  Nampa;  Ben  E.  Katz,  Twin  Falls, 
and  Arthur  S.  Cudmore,  Boise.  Meeting  with  the 
Board  for  the  first  time  were  two  new  appointees: 
Quentin  L.  Quickstad,  Boise,  and  John  E.  Rockwell, 
Grangeville. 

Fifty-five  physicians  received  permanent  licenses 
to  practice  medicine  and  surgery  in  Idaho  during  the 
session,  bringing  to  84  the  number  of  licenses  issued 
to  date  in  1971.  Licensure  is  pending  receipt  of  pass- 
ing scores  for  three  additional  physicians  who  wrote 
the  examination  for  licensure. 

Physicians  licensed,  their  locations  of  practice  and 
specialties  are  as  follows: 

Boise 

Jerald  F.  Baker,  M.D.,  Dermatology;  Joseph  J. 
Callanan,  M.D.,  Internal  Medicine  and  Allergy; 
Clyde  Gerhard,  M.D.,  Obstetrics  and  Gynecology; 
J.  Edward  Hayes,  M.D.,  Plastic  Surgery  and  Hand 
Surger}';  Mary  Lynn  O’Brien,  M.D.,  Pediatrics; 
Michael  O’Brien,  M.D.,  Neurology;  George  B. 
Pfoertner,  M.D.,  Internal  Medicine;  Garry  L.  Snod- 
grass, M.D.,  Anesthesiology,  and  James  R.  Sw’artley, 
.M.D.,  General  Practice  (Military  duty). 

Bonners  Ferry 

Robert  E.  Rust,  M.D.,  General  Practice. 

Burley 

Karl  R.  Kelly  Nicholes,  M.D.,  General  Practice. 
Caldwell 

Thomas  M.  Ashby,  M.D.,  Internal  Medicine;  George 
D.  Chen,  M.D.,  Ophthalmolog)';  Sidney  J.  Garber, 
M.D.,  Orthopedic  Surgery,  and  Roy  A. McLaughlin, 
M.D.,  Pathology. 

Coettr  d’Alene 

Thomas  G.  Colmey,  M.D.,  Orthopedic  Surgery; 
John  T.  Giesen,  M.D.,  Orthopedic  Surgery,  and 
William  H.  Slaughter,  M.D.,  Orthopedic  Surgery. 

Cottonwood 

George  E.  Imhoff,  M.D.,  General  Practice. 

Harrison 

William  F.  Finzer,  M.D.,  Psychiatry. 

Idaho  Falls 

Charles  P.  Kuhn,  M.D.,  Psychiatry  (Child);  George 


A.  Williams,  M.D.,  Pediatrics;  William  B.  York,  M. 
D.,  Pathology;  Ronald  S.  Rankin,  M.D.,  Salt  Lake 
City,  Emergency  Room  Service;  Galen  J.  Schmit, 
M.D.,  Salt  Lake  City,  Emergency  Room  Service, 
and  Norman  E.  Snyder,  M.D.,  Salt  Lake  City, 
Emergency  Room  Service. 

Moscow 

Charles  E.  Guess,  M.D.,  Radiology 
Nampa 

James  J.  McCabe,  M.D.,  Internal  Medicine 
Pocatello 

Theodore  J.  Albertowicz,  M.D.,  ISU,  Student 
Health  Service;  J.  Michael  Bateman,  M.D.,  Urology; 
Daniel  A.  Dotson,  M.D.,  Anesthesiology;  Robert  E. 
Evans,  M.D.,  Radiology;  Glenn  M.  Haluska,  M.D., 
Radiation  Therapy;  Robert  W.  Musetti,  M.D., 
Pediatrics,  and  Gene  D.  Ratcliff,  M.D.,  Internal 
Medicine  and  Hematology. 

Rupert 

Don  C.  Pates,  M.D.,  General  Practice. 

Sandpoint 

Philip  L.  Monroe,  M.D.,  General  Practice  (military 
duty). 

Twin  Falls 

Bruce  A.  Buck,  M.D.,  Surgery;  Harold  R.  Geist,  M. 

D. ,  Pediatrics;  Charles  R.  Hahn,  M.D.,  Dermatol- 
ogy, and  Miles  E.  Humphrey,  M.D.,  General  Prac- 
tice. 

Out-of-State 

Herman  Schreiber,  M.D.,  Pensacola,  Florida,  Ortho- 
pedic Surgery;  Thomas  A.  Hodge,  M.D.,  San  Jose, 
California,  Radiology;  James  C.  Jay,  M.D.,  Los 
Angeles,  California,  Surgery;  Lloyd  G.  Carnahan, 
M.D.,  Fullerton,  California,  Pediatrics;  William  E. 
Crisp,  M.D.,  Phoenix,  Arizona,  Obstetrics  and  Gyn- 
ecology-; Hem-)'  Ritter,  Jr.,  M.D.,  Atherton,  Califor- 
nia, Urolog)’;  Robert  England,  M.D.,  Jackson, 
Wyoming,  Orthopedic  Surgery;  Robert  R.  Green- 
heck,  M.D.,  Denver,  Colorado,  General  Practice; 
Russell  L.  Bell,  M.D.,  Tiburon,  California,  Radiol- 
ogy';T.  Richardson  Hill,M.D.,  Pullman,  Washington, 
Anesthesiology;  Paul  G.  Winquest,  M.D.,  Logan, 
Utah,  Pathology;  Thurl  E.  Andrews,  M.D.,  Scotts- 
dale, Arizona,  Internal  Medicine  and  Cardiology, 
and  Robert  M.  Souda,  M.D.,  Dallas,  Texas,  Psy- 
chiatry. 

Elections 

E.  V.  Simison,  Pocatello,  Dean  of  the  Idaho  State 
University  College  of  Medical  Arts,  has  been  elected  to 
his  second  three-year  term  on  the  Regional  Advisory 
Group  to  the  Intermountain  Regional  Medical  Pro- 
gram. 

Fen  H.  Covington,  Twin  Falls,  has  been  elected 
Chairman,  and  Mary  L.  Holdren,  Boise,  has  been  elec- 
ted Vice-Chairman  of  the  Idaho  Section  of  the 
American  College  of  Obstetricians  and  Gynecologists. 

L/ 
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HIGHLIGHTS 

• WAMI  underway  at  U of 
Alaska  in  Fairbanks 

• Government,  physicians  in 
dispute  over  new  ruling  in 
British  Columbia 

• WSMA  Medical  Audit 
program  outlined— Editorial 


SEPTEMBER,  1971 


. MARGULIES,  RMP 
RECTOR  TO  VISIT 

arold  Margulies,  MD,  director  of 
Regional  Medical  Programs,  will 
Seattle  Sept.  18-21  to  speak  to 
Regional  Advisory  Committee, 
tinuing  Education  Coordinators, 
hington  State  Society  of  Internal 
icine  and  the  Washington  Chap- 
if  American  College  of  Physicians, 
r.  Margulies  will  discuss  “New  Di- 
ions in  Health  Care— The  View 
I HEW’’  with  the  latter  two  groups 
their  luncheon  meeting  during 
WSMA  annual  session,  Tuesday, 
t.  21. 

ie  Coordinators  will  also  convene 
ng  the  WSMA  meeting  Monday 
moon  at  the  Clympic  Hotel, 
ighlight  of  the  RAC  meeting  Satur- 
morning  at  the  University  Towers 
be  Dr.  Margulies’  description  of 
RMP  mission  and  the  responsibili- 
of  RACs.  Headquarters  for  the 
’S  (Regional  Medical  Programs 
'ice)  is  in  Bethesda,  Md. 


Harold  Margulies,  MD 


A VARIETY  OF  MEDICAL  TV  programs  will  be  available  for  study  and  viewing 
at  the  W/ARMP  exhibit  in  the  Queen’s  Room  of  the  Olympic  Hotei  during  the 
WSMA  meeting  this  month  in  Seattle.  Local  physicians  who  presented  several 
of  the  programs  will  discuss  them  following  special  showings.  Check  the  WSMA 
program  for  the  schedule.  Special  feature  will  be  a demonstration  of  a recent 
advance  in  communications  technology,  called  Electronic  Video  Recording 
(EVR),  or  cartridge  TV. 


CONGRESS  BACKS  RMP;  PRESIDENT  SIGNS  BILL 


Strong  congressional  support  of 
the  Regional  Medical  Program  was  re- 
flected in  the  $102.7  million  appropria- 
tion voted  for  the  coming  year.  The 
President  signed  the  House-Senate 
Conference  Committee  budget  appro- 
priations on  Aug.  12. 

Both  Houses  agreed  on  the  sub- 
stantial increase  above  the  Adminis- 
tration’s request  for  RMP  and  ex- 
pressed support  for  adequate  funding 
for  its  programs. 

The  Appropriations  Bill  placed  spe- 
cial emphasis  on  kidney  disease  pro- 


grams, early  detection  and  treatment 
of  chronic  respiratory  disease  in  chil- 
dren and  on  preventive  and  “health 
maintenance”  care  as  distinct  from 
crisis  care.  Ambulatory  care  and 
emergency  services  were  also 
mentioned. 

The  Senate  committee  felt  that  RMP 
was  perhaps  in  the  best  position  to 
contribute  effectively  to  “proving  out” 
Health  Maintenance  Crganizations 
(HMC’s)  and  other  adaptations  of  pre- 
paid health  care. 


WARMP  SPOTLIGHT 


Dr.  Roy  Schwarz  is  a “traveling 
salesman”  with  only  one  story.  His 
travel  mileage  in  four  states  would 
reach  around  the  world— his  story,  the 
WAMI  story,  undoubtedly  will. 

As  Director  of  WAMI  (short  for 
Washington,  Alas- 
ka, Montana  and 
Idaho),  he  visits 
medical  societies, 
state  legislatures 
and  staffs  of 
health  care  and 
educational  facili- 
ties to  explain  the 
mechanics  of  this 
bold,  new  pioneer- 
ing effort  which 
aims  to  provide  more  physicians  for 
these  states. 

Dr.  Schwarz  directs  a plan  which 
has  never  been  tried  before  in  the  na- 
tion—that  of  crossing  state  bounda- 
ries with  a medical  school.  The  strate- 
gy of  the  pilot  program  is  to  utilize 
existing  colleges,  universities,  hos- 
pitals, clinics  and  physicians’  offices 
in  the  four  states  as  teaching  and 
training  components  of  the  UW  Medi- 
cal School.  This  will  enable  more  stu- 

dents  to  enter  

Medical  School. 

Besides  outlin- 
ing the  goals  of 
WAMI  to  people  in 
this  region,  Dr. 

Schwarz  has  car- 
ried his  message 
back  to  Washing- 
ton and  presented 
the  merits  of  WA- 
MI to  the  Senate 
HEW  Appropriations  Committee  this 


spring. 

His  goal,  in  part,  was  to  convince 
lawmakers  to  restore  a $400,000  cut 
facing  the  U of  Alaska  for  the  Arctic 
Health  Research  Center,  one  of  the 
teaching  institutions  to  be  used  for 
WAMI  medical  students.  Dr.  Schwarz 
and  others  were  successful  and  the 
money  for  contin- 
ued support  of  the 
Center’s  faculty 
and  facilities  was 
restored. 

One  would  think 
that  the  task  of  co- 
ordinating and  in- 
terpreting WAMI 
to  potential  partic- 
ipants and  inter- 
ested observers 
would  be  full  time,  and  in  terms  of 
hours  spent,  it  is  for  Dr.  Schwarz.  But, 
in  addition,  he  serves  as  Associate 
Professor  of  the  Department  of  Bio- 


U OF  ALASKA 
ACCEPTS  FIRST 
MEDICAL  STUDENTS 

Ten  freshmen  medical  students, 
seven  men  and  three  women,  will  en- 
ter the  U of  Alaska  at  Fairbanks  this 
month  to  initiate  Alaska’s  participa- 
tion in  WAMI. 

The  Alaska  university  will  be  the 
first  non-medical  school  to  admit  stu- 
dents in  the  WAMI  plan,  which  is  a 
move  to  decentralize  the  UW  Medical 
School’s  curriculum  to  institutions  and 
health  care  facilities  in  Washington, 
Alaska,  Montana  and  Idaho  commu- 
nities. 

Already  10  students  have  com- 
peted six-week  preceptorships  in  the 
Family  Medical  Center  in  Omak  (four- 
man  family  practice  clinic)  and  the 
Yakima  Valley  Clinic  in  Grandview. 

Dr.  M.  Roy  Schwarz,  WAMI  director, 
is  hopeful  that  Washington  State  U 
will  be  included  in  the  teaching  pro- 
gram next  fall  as  well  as  six  commu- 
nity clinical  units  in  Washington,  two 
in  Idaho  and  two  in  Montana. 

These  off-campus  teaching  units 
will  be  based  at  clinics,  hospitals  or 
physicians’  offices  and  will  be  staffed 
by  qualified  private  practitioners  who 
will  augment  the  UW  teaching  staff. 

Residents,  as  well  as  medical  stu- 
dents, will  rotate  to  these  clinical 
units.  Their  presence  in  local  commu- 
nities is  expected  to  provide  addi- 
tional manpower  in  many  Northwest 
areas,  plus  stimulate  interest  in  con- 
tinuing medical  education. 

When  WAMI  is  fully  underway  in  all 
four  states  it  is  anticipated  that  the 
UW  Medical  School  graduating  class 
can  be  increased  from  85  or  90  to  as 
many  as  130. 


logical  Structure,  teaches  a course  in 
anatomy,  supervises  five  graduate 
students  and  does  lab  research  in  his 
specialty  of  transplantation  biology. 

Last  year  he  delivered  56  speeches 
about  WAMI,  plus  28  other  lectures  in 
his  medical  field. 

With  all  this,  he  “made  time”  to  ad- 
dress his  home  town  high  school  and 
alma  mater  graduating  class  in  Ameri- 
can Falls,  Idaho. 

The  35-year-old  physician  has  an 
impressive  record  of  achievement. 
Eight  years  ago  he  graduated  from  the 
UW  Medical  School.  Last  fall  he  was 
appointed  Associate  Dean  and  Direc- 
tor of  WAMI. 

During  his  meteoric  rise  up  the 
academic  ladder  he  published  31 
major  articles  and  23  abstracts  and 
spent  a year  as  anatomy  lecturer  at 
McGill  U in  Montreal. 

His  memberships  include  American 


RAC  APPROVES  NEV  1 
ONGOING  PROJECTJ,  j 

The  RAC  approved  seven  new 
ects  and  eight  other  ongoing  acti  les  V 
which  had  requested  funds  fol-e-v 
newal  or  continuation. 

Action  was  taken  at  its  June  r ji- . 
ing;  the  next  step  will  be  made  rly 
next  year  by  the  Office  of  Mar|^ 
ment  and  Budget  in  Washingtonpc 
for  the  release  of  funds. 


Two  new  projects  were  ok’ei  or 
Alaska.  One  will  establish  a coopa- 
tive  system  of  providing  physlan 
assistants  for  areas  of  need,  Ind 
another  is  aimed  at  promoting  jte 
use  of  allied  health  personnel  t in- 
crease  the  capabilities  of  proviU 
and  to  encourage  joint  continhg 
education  projects  among  all  nn- 
bers  of  the  health  care  team.  I 


Other  new  projects  are  the  St  <e 
Specialist  Nurse,  which  is  an  ex  n- 
sion  of  the  current  program  dire^ 
by  Dr.  David  Fryer,  Seattle  neuii> 
gist;  Urban  Indian  Health  prop^ 
(see  photo,  pg.  4);  and  a supplerV 
tary  kidney  proposal  which  util|=s 
money  earmarked  a year  ago  tone 
Kidney  Disease  Control  Program  jt 
released  only  recently. 

Two  short-term  projects  won  >• 
proval  for  “developmental  mon  i" 
for  a limited  time.  These  are  a c i- 
puter  program  which  will  assist  (/* 
sicians  with  acid-base  electro  e 
problems  run  in  cooperation  > h 
Boeing  Computer  Services,  Inc.,  d 
an  evaluation  program  for  a c«* 
puterized  medical  information  ilt- 
tem  being  tested  at  Holy  Family  ht* 
pital  in  Spokane. 

Projects  which  received  go-ahid 
for  continuing  or  renewing  their  bi- 
gets  were:  Alaska  Health  Sciences  - 
brary,  Centralia  Stroke,  Automal 
Tumor  Registry,  Central  Washing  i 
Continuing  Education,  Postgradub 
Preceptorships,  Information  / Edu - 
tion  Resource  Support  Unit,  Conti  - 
ing  Education  of  Laboratory  Pers  - 
nel  and  Stroke  Rehabilitation  atGd 


Samaritan  Hospital,  Puyallup. 


and  Canadian  Assns.  of  Anatomis., 
Reticuloendothelial  Society,  Americi 
Assn,  of  Immunologists,  Alpha  Ome  i 
Alpha,  Sigma  Xi,  UW  Medical  F- 
search  Society  and  the  W/ARMP  F|- 
gional  Advisory  Committee. 

Dr.  Schwarz  is  married  and  hasi 
boy,  4 and  a girl,  11  months.  In  t 
“Little  Known  Facts  Department,” 
is  the  cousin  of  Angie  Dickinsc 
Hollywood  actress  and  wife  of  Bt 
Bacharach,  popular  composer  ai 
musician. 


U MEDICAL  STUDENTS  Barry  Weled,  front,  and  Steve  Luther,  middle  discuss 
XiJys  with  Philip  Cleveland,  MD  at  the  Family  Medical  Center  in  Omak,  ash- 
men. The  third-year  medical  students  completed  a six-week  preceptorship 
th  month  with  Dr.  Cleveland  and  his  colleagues  in  the  family  practice  clinic 
#|c/J  is  serving  as  a teaching  unit  for  the  UW  Medical  School  in  the  WAMI  pro- 
g}m.  Ten  students  have  rotated  to  the  Omak  clinic  as  part  of  their  education 
the  WAMI  program  began  this  spring. 


GOVERNMENT,  PHYSICIANS  CLASH 
ER  HOSPITAL  APPOINTMENT  ORDER 


C doctors  and  the  provincial  gov- 
nent  recently  clashed  head-on  this 
silimer  in  another  test  of  a govern- 
irjit- administered  health  services 
sylem. 

ecause  of  the  trend  tovyards  some 
fen  of  national  health  insurance  in 
fr  US,  the  dispute  is  of  interest  to 
prsicians  on  both  sides  of  the  border. 

'hrough  a cabinet  order-in-coun- 
d BC  Health  Minister  Ralph  Loff- 
iri'k  now  has  the  power  to  order 
hpital  boards  to  accept  or  reject 
a individual  physician  for  practice 
ii|i  hospital. 

|n  effect,  this  allows  him  to  manipu- 
lil!  the  physician’s  place  of  practice, 
a'i  residence.  , 

,-offmark  cites  the  unbalanced  dis- 
til ution  of  physicians  throughout  the 
C'vince  as  a reason  for  the  order.  He 
sI's  too  many  doctors  practice  in  Vic- 
tiiia,  Vancouver  and  the  interior  town 
c Kelowna,  leaving  the  rest  of  the 
i'vince  depleted.  He  also  claims 
jcialists  have  complained  to  him 
tli,t  cliques  on  hospital  boards  keep 
ti  m from  practicing  their  specialty 
i he  hospital. 

Doctors,  hospital  administrators 
4 j their  associations  — Canadian 
f dical  Association,  BC  College  of 
Fysicians  and  Surgeons,  BC  Medi- 
c Association  and  the  Hospital  As- 
X:iation  — are  unanimous  in  their 
c'position  to  the  order. 


They  not  only  fear  that  Loffmark 
will  make  political  appointments,  but 
object  strenuously  to  taking  hospital 
appointments  out  of  the  hands  of  the 
boards.  Community  hospital  boards, 
they  declare,  should  have  the  essen- 
tial responsibility  on  the  local  level  for 
standards  of  medical  care  in  their  in- 
stitutions. Otherwise,  they  feel,  the 
standards  will  decline. 

Loffmark’s  latest  order  is  not  the 
only  one  disturbing  the  medical  com- 
munity. 

Another  recent  order-in-council  in- 
volves licensing  by  the  government 
of  diagnostic  laboratories  and  x-ray 
facilities  and  limiting  the  number  of 
such  tests  that  a physician  may  per- 
form in  his  office  or  private  lab. 
Some  doctors,  the  government  ar- 
gues, have  been  ordering  too  many 
office  lab  tests  at  higher  fees  than 
hospitals  charge. 

Doctors  maintain  they  can  work  out 
the  difficulties  in  the  voluntary  com- 
mittees if  given  time.  At  press  date, 
conferences  are  scheduled  between 
the  doctors,  hospitals  and  BC  govern- 
ment to  try  to  settle  these  and  other 
problems. 
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SICKLE  CELL  ANEMIA 
CAMPAIGN  TO  BEGIN 

“A  simple  and  inexpensive  blood 
test  can  identify  those  who  carry  the 
sickle  cell  hemoglobin  trait  and  possi- 
bly help  to  reduce  the  number  of  fu- 
ture victims  of  this  painful  and  fatal 
disease,”  said  Dr.  George  Tanbara, 
Tacoma  pediatrician. 

He  urged  physicians  to  encourage 
all  their  black  patients  to  have  their 
blood  tested  routinely. 

“We  feel  people  have  the  right  to 
know  if  they  carry  the  sickle  cell 
hemoglobin,”  said  Dr.  Tanbara,  who 
is  chairman  of  the  medical  advisory 
committee  of  a Tacoma  program  at- 
tacking the  problem. 

Victims  of  the  disease,  which  is 
confined  almost  exclusively  to  black 
people,  rarely  live  beyond  30. 

If  two  people  who  carry  the  trait 
produce  children,  one  out  of  every  four 
of  their  children  will  have  the  disease, 
two  will  carry  the  trait,  and  one  will 
escape  it. 

Blood  cells  in  a person  having  the 
disease  show  “sickling”  characteris- 
tics which  change  the  shape  of  the 
blood  cell  and  prevent  the  flow  of 
blood  through  the  body,  resulting  in 
extremely  painful  and  crippling  dis- 
abilities. 

“The  right  to  know”  i;s  the  focal 
point  of  a public  education  cam- 
paign in  the  Puget  Sound  area  co- 
ordinated by  W/ARMP’s  Community 
Health  Services  Program. 

A general  meeting  will  be  held  in 
Seattle  in  late  September  for  physi- 
cians, nurses,  health  officials  and 
others,  including  the  Black  Panther 
party. 

Tacoma  will  start  an  information, 
testing  and  counseling  program  in 
four  selected  high  schools  this  fall, 
which,  if  successful,  will  be  extended 
to  all  of  Pierce  County  in  January. 

TV  TUESDAYS 

(After  a summer  recess,  the  medical 
TV  programs  produced  by  W/ARMP 
resume  the  regular  weekly  schedule 
this  month.) 

SEPT.  28-“WAMI”-Doctors  M.  Roy 
Schwarz  and  John  N.  Lein,  UW 
School  of  Medicine. 

OCT.  5— “Obstructive  Jaundice”— (UW 
Surgical  Grand  Rounds)  — Loren 
C.  Winterscheid,  MD 
OCT.  12— “Placebos”— U of  Western 
Ontario 

OCT.  19— “Hemodynamic  Monitoring, 
Intra-Arterial  Catheters”  — Medi- 
cal Media  Network-UCLA 

Seattle,  Channel  9;  Spokane  Chan- 
nel 7;  Yakima,  Channel  47;  Pullman, 
Channel  10;  Portland,  Channel  10. 
Tuesdays  at  7:35  and  8:05  AM,  re- 
peated at  10:30  or  11  PM. 


EDITORIAL 

by  \N.  0.  Robertson,  MD,  Director,  Medi- 
cal Education,  Children’s  Orthopedic  Hos- 
pital and  Medical  Center;  Associate  Dean, 
UW  School  of  Medicine. 

At  its  annual  meeting  last  year,  the 
WSMA  accepted  its  Committee  on  Medical 
Education's  recommendation  to  increase 
each  member’s  annual  dues  $10  for  the 
specific  purpose  of  undertaking  innovative 
approaches  to  continuing  education. 

Thus,  the  WSMA  joined  with  other  “pro- 
gressive elements”  in  the  “medical  estab- 
lishment” (including  in  this  instance,  the 
AMA)  in  reiterating  what  has,  in  fact,  been 
its  position  over  the  years.  Life-long  learn- 
ing for  physicians  had  already  been  ac- 
cepted as  a way  of  life  before  certain  po- 
litical and  medical  pundits  began  to  push 
and  publicize  the  purported  need  for  such 
in  the  mid-sixties.  Nonetheless,  innova- 
tions are  called  for— it  can  be  done  better. 

Communication  technology  has  come  so 
far  in  making  Bush’s  1945  prophecy  of 
personalized  information  services  for  in- 
dividual health  professionals  a reality;  that 
potential  is  now  a fact. 

The  Wisconsin  RMP  via  its  “Physician 
Profile,”  the  “Patient  Care”  journal,  by  its 
personalized  testing  format,  and  more  re- 
cently our  colleagues  in  the  Oregon  State 
Medical  Association  are  all  using  modifi- 
cations of  this  concept  of  educational  diag- 
nosis, yet  another  basis  for  program. 

Here  in  Washingtori  and  led  by  Dr.  Tom 
Sheehy,  those  responsible  in  WSMA  for 
the  called-for  innovation  are  approaching 
it  by  undertaking  support  of  hospital- 
based  medical  audit  programs. 

The  technique  is  disarmingly  simple. 
Each  hospital’s  medical  staff  agrees  to 
some  standard  of  care  or  range  thereof 
for  one  or  another  diagnosis  seen  fre- 
quently at  their  hospital.  Subsequently,  the 
performance  of  the  staff  in  complying  with 
that  standard  is  measured  by  analyzing 
the  medical  records  themselves.  Detected 
deficits  are  subjected  to  appropriate  edu- 
cational remedial  action.  Thus,  physicians’ 
performances  in  patient  care  serve  to  build 
education  programs— which  can’t  help,  in 
turn,  but  upgrade  care  itself. 

State,  county  and  national  medical  or- 
ganizations’ and  specialty  societies’  sup- 
port of  journals  and  meetings  aimed  at 
updating  the  competencies  of  individual 
members  have  also  burgeoned.  In  recent 
years  our  medical  school,  as  with  others 
across  the  country,  has  become  a signifi- 
cant contributor  to  the  educational  smor- 
gasbord available  to  the  individual.  And 
the  W/ARMP  has  made  its  significant  con- 
tribution, too.  In  recent  times,  however,  all 
groups  have  begun  to  go  beyond  simply 
making  “educational  medicine”  available; 
now  they’re  first  undertaking  an  “educa- 
tional diagnosis”  and  for  the  group  as  well 
as  the  individual. 


DR.  DAVID  RUDO,  SEATTLE  DENTIST,  is  one  of  the  regular  volunteers  ai 
free  Indian  Clinic,  which  cares  for  12,000  urban  Indians  like  six-year-old 
mond  Jorgensen.  Lanelle  Runningbear  assists.  The  Clinic  received  RAC  f 
proval  for  a $44,000  grant  next  year  to  employ  a small  administrative  std 
coordinate  social,  medical  and  dental  services.  Eighty-one  per  cent  of  the 
Indians  live  off  reservations  and  do  not  have  third-party  coverage,  and  /] 
experience  extreme  difficulty  in  obtaining  benefits  available  to  them.  ’ 


For  example,  internists,  pediatricians, 
and  psychiatrists  have  made  “self-assess- 
ment examinations”  available  to  their  re- 
spective members  to  identify  both  individ- 
ual and  group  areas  of  weakness  and 
strength  in  knowledge  and  certain  skills. 
Areas  of  weakness  are  then  able  to  serve 
as  focal  points  for  both  individual  and 
group  continuing  education  efforts. 

Being  concrete,  a staff  can  agree,  and 
most  already  have,  that  single-unit  blood 
transfusions  are  “no  no’s.”  Then  they 
monitor  their  blood  bank  performance  and 
attack  any  deficiency  which  becomes 
obvious. 

Several  years  ago,  we  used  this  ap- 
proach in  looking  at  our  physicians’  per- 
formance in  King  County  in  using  a “Rho 
Gam”— Rh-immunoglobulin.  Contrary  to  all 
expectations,  we  found  that  within  the  first 
three  months  after  its  commercial  intro- 
duction, 88%  of  women  who  should  have 
received  the  substance  had  done  so.  Thus, 
no  education  program  seemed  called  for. 

Somewhat  in  the  way  of  contrast  was 
the  recent  measurement  of  performance  in 
two  of  our  teaching  hospitals,  where  de- 
spite agreement  to  the  contrary,  half  of 
the  female  patients  over  40  had  neither 
pelvic  exams  nor  Pap  smears  recorded  in 
their  chart.  Here  “education”  seems  criti- 
cal—for  performance  doesn’t  measure  up 
to  expectations. 

One  final  point  for  emphasis!  Self  as- 
sessment exams,  medical  audit  programs 
and  the  like  can  be  valuable  tools  in  foster- 
ing better  care  as  well  as  care-related  edu- 
cation programs.  But  don’t  be  deceived  by 
the  salesman  of  this  year’s  catch  phrase— 
the  nostrum  for  all  medical  woes.  No  ex- 
clusive route  to  medical  competency  exists 
nor  is  any  likely. 


HOSPITALS  PLAN  WORKSHOP 

Five  Spokane  hospitals  will  pahjf 
pate  in  a medical  audit  works 
Nov.  4,  5 in  Coeur  d’Alene. 

Speakers  will  be  Clement  Bro 
MD,  director  of  medical  educatiorjt 
Chestnut  Hill  Hospital,  Philadelp 
his  medical  record  librarian,  and  D 
iel  Fleisher,  MD,  director  of  the  Cer 
for  Health  Education  Studies,  Tern 
U,  Philadelphia. 

The  UW  Office  of  Research  in  Me 
cal  Education  is  presenting  the  m 
ing  to  introduce  Dr.  Brown’s  aj 
system  to  Spokane  hospitals  and  C 
tinuing  Education  Coordinators 
the  Inland  Empire. 

Hospitals  supporting  the  meet 
Deaconess,  Holy  Family,  Sacr 
Heart,  St.  Luke’s  and  Spokane  Val 
General. 

RAC  ELECTS  NINE  MEMBERS 

Robert  C.  Ogden  was  re-elected 
chairman  of  the  Regional  Advisi 
Committee  for  a one-year  term^i  t 
June  26  meeting  in  Seattle. 

Nine  new  Washington  state  mei 
bers  were  elected  to  the  RAC  at  tf 
time,  representing  a wide  range 
interests. 

New  members  are:  Arthur  Cleve 
ger,  DO,  Sunnyside;  David  Fryer,  M 
ChB,  Seattle;  Harold  Henderso 
Equal  Opportunity  Officer  at  Ft.  Lewi 
Robert  Johnson,  MD,  Tacoma;  Thor 
as  A.  Marr,  MD,  Spokane;  Willia 
Richardson,  PhD,  School  of  PubI 
Health,  UW;  William  C.  Richter,  Ml 
Spokane;  Gordon  Sandison,  Sta 
Senator,  Port  Angeles;  and  Louit 
Shores,  MN,  Seattle. 


with  vitamins^  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with ; arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


CONTIMC 

Compiled  by  Washington/Alaska  Regional  aI 


SUBJECT 


SPONSOR 


LOCATION 


FOR 


Training  Program 
in  Diabetes 

Good  Samaritan  Hospital  staff 
members;  University  of  Oregon 
Medical  School  faculty  members 

Oregon  Regional  Medical 
Program 

Good  Samaritan  Hospital 
Portland,  Oregon 

Physicians  H 

Population  and 
Birth  Control  - 
Before  and  After 
the  Fact 

George  F.  Brown,M.D., International 
Development  Research  Centre, Ottowa 

Family  Planning  Assoc,  of 
B.C.JDepartments  of  Health 
Care  & Epidemiology  and 
Obstetrics  &'  Gynaecology, 

Faculty  of  Medicine,The  U.  of  B.C. 

Christmas  Seal  Auditorium 
10th  Avenue  & Willow  Street, 
Vancouver,  9 

Physicians  ant  J 
health  profess  H 

Annual  meeting, 

Mental  Health  Assoc, 
of  Oregon  — Theme: 

Happiness  is as  it 

relates  to  thinking,  feel- 
ing,being  and  adjustive 
techniques  in  happy  living 

Herbert  A.  Otto,  Ph.D., 

National  Center  for  the  Exploration 
of  the  Human  Potential,  La  Jolla, 
California 

Mental  Health  Association 
of  Oregon 

Memorial  Coliseum,  Portland, 
Oregon 

Physicians,  Ge  H 
Public.  OAGP.B 
credit  applied  iH 

Coronary  Care 

Stephen  R.  Yarnall,  M.D.,  and 
Werner  E.  Samson,  M.D.,  co- 
directors 

Div.  of  Continuing  Medical 
Education,  U.  of  W.  School 
of  Medicine;  Washington/ 
Alaska  Reg.Medical  Program 

Samuels  Wing  Lounge, 
University  of  Washington 
Hospital 

Physicians  H 

AAGP  Credit:  H 

Let’sTalk  About  This: 
Role  of  the  health  care 
team  in  meeting  the  needs 
of  the  dying  patient  and 
his  family 

Mrs.  Audrey  Martin,  R.N.,  Coordinator, 
and  Chaplain  William  Voris 

College  of  Medical  Education, 
Pierce  County  Medical 
Society 

Thompson  Hall,  Science 
Room  148,  University  of 
Puget  Sound.  Tacoma 

Physicians,  nursH 
allied  health.  th>l 
clergy  ■ 

Aphasia  Management 
of  Post-brain-damaged 
Patients 

University  of  Oregon  Medical  School 
faculty  members;McKenzie  Buck,Ph.D., 
Portland  Center  for  Hearing  &:  Speech 

Oregon  Regional  Medical 
Program 

Emanuel  Hospital 
Portland,  Oregon 

Physicians,  nurst  1 
and  allied  health  ■ 

Antibiotics  and 
Infectious  Diseases 

U.of  O.  Medical  School 
fulltime  and  clinical  faculty 

University  of  Oregon 
Medical  School  Circuit 
Course  Programs 

October  7 - Twin  Falls,  Idaho 
Magic  Valley  Memorial  Hosp. 
October  8 - Boise,  Idaho 
Rodeway  Inn 

Physicians  ■ 

OAGP  Credit:  4'  1 

Office  Orthopedics 

Robert  Stack,  M.D.,  Chairman 

Virginia  Mason  Medical 
Center 

The  Mason  Clinic 
1111  Terry  Ave.,  Seattle 

Physicians  1 

Pot  Pourri.  Topics 
include:  Thyroid 
fundamental  tests;  warts; 
dermatitis  and  acne;  wound 
repairs;  present  day  syphilis; 
ear,  nose  and  throat 

Robert  P.  Crabill,  M.D.,  Coordinator 

College  of  Medical  Educa- 
tion, Pierce  County 
Medical  Society 

Thompson  Hall.  Rm.  330, 
University  of  Puget  Sound 
Tacoma 

Physicians 

Annual  General 
Practice  Course 
Symposium  on 
Diabetes 

Vincent  C.  DiRaimondo,  M.D., 
Maurice  Galente,  M.D.,  both  of  the 
University  of  California;  Jack  Duller, 
M.D.,  Letterman  Hosp.,San  Francisco 

Medical  Staff  of  the  Presby- 
terian Community  Hospital; 
Klamath  Dist.  Academy  of 
General  Practice 

Presbyterian  Community 
Hospital,  Klamath  Falls, 
Oregon 

Physicians 
AAGP  Credit:  5’i 

Coronary  Artery 
Disease 

Frank  E.  Kloster,  M.D. 
Manuel  R.  Malinow,  M.D. 

University  of  Oregon 
Medical  School 
Circuit  Course  Programs 

October  20:  Bend,  Oregon 
St.  Charles  Memorial  Hospital 
October  21:  The  Dalles,  Oregon 
The  Recreation  Cafe 

Physicians 
OAGP  Credit;  4’/2l 

Fluids  and 
Electrolytes 

Belding  H.  Scribner,  M.D.,  Chm. 

Division  of  Continuing 
Medical  Education,  Univ. 
of  Washington,  Sch.  of  Med. 

Rm.  150,  Child  Development  & 
Mental  Retardation  Center, 
Health  Sciences  Complex,U. of  W. 

Physicians 
AAGP  Credit 

General  Practice 
Course  in  Medicine 
and  Surgery 

Portland  physicians  and  surgeons 

General  Practice  Depart- 
ment, Providence  Hospital 

Providence  Hospital,  Portland, 
Oregon 

Physicians 
AAGP  Credit:  12  hr 

Postgraduate  Precep- 
torships:  Individual- 
ized refresher  courses 
are  arranged  in  most 
medical  specialties 

Practicing  physicians 

Washington/Alaska  Regional 
Medical  Program;  Div.  of 
Continuing  Medical  Education, 
U.  of  W.  School  of  Medicine; 
Washington  State  Med.  Assoc. 

Hospitals  in  Seattle,  Spokane, 
Tacoma,  Yakima 

Physicians 
AAGP  Credit 

Physicians’  In- 
residence Course  in 
Techniques  of 
Cardiology 

Cardiologist  Preceptors  at  Good 
Samaritan  Hospitai  & St.  Vincent 
Hospital,  Portland,  Oregon 

Oregon  Regional  Medical 
Program 

Good  Samaritan  Hospital, 
Saint  Vincent  Hospital, 
Portland,  Oregon 

Internists  & General 
Practitioners  fromO 
and  contingent  areas 

Medical  Television: 

WAMI  (September  281 

Surgical  Grand  Rounas:  Obstructive  Jaundice  (October  5) 
Placebos  (October  12) 

Hemodynamic  Monitoring  — Intra-Arterial  Catheters: 
Interpretation  and  Blood  Sampling  (October  19) 

Washington/Alaska  Regional 
Medical  Program 

Channels  9,  Seattle; 
47,  Yakima; 

7 Spokane; 

10,  Pullman; 

10,  Portland 

Primarily  for  physic 

□ 
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OlCAL  EDUCATION 

t;lonal  Medical  Program,  Mountain  States  Regional  Medical  Program. 


ENROLLMENT  LIMIT 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Five  days 

September  20-24 

Session.s:  8 a.m.  to  5 p.m. 

$10  (refundable) 

Requests  to:  Mrs.  Susan  Levin 
Good  Samaritan  Hospital 
1015  NW  22nd  Avenue,  Portland, 
Oregon  97210  (503)  229-7006 

No  limit 

One  day 

September  30 

Session:  8;  1 5 a.m. 

$30 

Division  of  Continuing  Education 
in  the  Health  Sciences,  Task  Force 
Building,  The  University  of  British 
Columbia,  Vancouver  8 B.C., 
Canada  (604)  228-2626 

One  day 

October  2 

To  be  decided 

Requests  to:  Mr.  Jack  Spaulding 
Mental  Health  Assoc,  of  Oregon 
718  West  Burnside,  Portland, 
Oregon  97209  (503)  228-6571 

21 

Five  days 

October  4-8 
October  4 - 

Registration:  8 a.m. 
Session:  9 a.m.  - 5 p.m. 
October  5-8  - 

Sessions:  9 a.m.  • 5 p.m. 

$75 

Preregistration  requested.  Contact 
Stephen  R.  Yarnall,  M.D. 

103  Health  Sciences  Annex  2, 
University  of  Washington,  Seattle 
98195  (206)  543-7340 

Limited 

Eight  Tuesday 
evenings 

October  5,  12.  19,  26  $25 

November  2,  9,  16,  23 

Sessions:  7:30  p.m.  • 9:30  p.m. 

Preregistration  requested.  Contact 
College  of  Medical  Education, 
1500  N.  Warner,  University  of 
Puget  Sound,  Tacoma  98416 
(206)  SK  9-3521,  ext.  748 

Three  hours  each 
day  for  six  days 

October  6.  8,  13,  15,  20,  22 
Sessions:  12  noon  to  3 p.m. 

$5 

Requests  to:McKenzie  Buck,  Ph.D., 
Portland  Center  for  Hearing  and 
Speech,  3515  SW  U.S,  Veterans 
Hospital  Road,  Portland,  Oregon 
97201  (503)  228-6479 

One-half  day 

October  7,  8 

Sessions:  1:30  - 6 p.m. 

$10 

Requests  to:  Director,  Circuit 
Course  Program,  University  of 
Oregon  Medical  School, 

3191  SW  Sam  Jackson  Park  Road, 
Portland,  Oregon  97201 

V/2  days 

October  8,  9 
October  8 - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
October  9 - 

Session:  9 a.m.  - 12  noon 

$35 

Preregistration  requested.  Contact 
Kenneth  R.  Wilske,  M.D.,  Director 
of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center, 
1111  Terry  Avenue,  Seattle  98101 
(206)  MA  3-3700,  ext.  343,  470 

Limited 

Five  Tuesday 
evenings 

October  12,  19,  26  $25 

November  2,  9 

Sessions:  7:30  p.m.  - 9:30  p.m. 

Preregistration  requested.  Contact 
College  of  Medical  Education, 
1500  N.  Warner,  University  of 
Puget  Sound,  Tacoma  98416 
(206)  SK  9-3521,  ext.  748 

One  day 

October  15 

Session:  1 p.m.  to  9 p.m. 

To  be  decided 

Requests  to:  John  D.  Merryman,  M.D., 
Presbyterian  Community  Hospital 
Klamath  Falls,  Oregon  97601 

One-half  day 

October  20,  21 
1:30-  6 p.m. 

$10 

Requests  to:  Director,  Circuit 
Course  Program,  University  of 
Oregon  Medical  School,  3181  SW 
Sam  Jackson  Park  Road,  Portland, 
Oregon  97201 

100 

Three  days 

October  20-22 
October  20  - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
October  21-22 

Sessions:  9 a.m.  - 5 p.m. 

$85 

Preregistration  requested.  Contact 
the  Division  of  Continuing  Medical 
Education,  University  of  Washington 
School  of  Medicine,  Seattle  98195 
(206)  543-1050 

Two  days 

October  28,  29 

Sessions:  9 a.m.  - 4 p.m. 

$15 

Requests  to:  Miss  Roberta  Jeffrey, 
Medical  Staff  Secretary 
Providence  Hospital,  700  NE  47th 
Avenue,  Portland,  Oregon  97213 
(503)  234-8211 

None 

To  be  individually 
arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorship  Project, 
Washington/Alaska  Regional 
Medical  Program,  530  “U”  District 
Building,  Seattle  98 1 05 
(206)  543-8525 

One  week  in- 
residence 

To  be  arranged  with  Dr. 
Leonard  Rose,  Project  Director 

None 

Requests  to:  Leonard  Rose,  M.D., 
Suite  207,  2311  NW  Northrup 
Portland,  Oregon  97210 
(503)  224-1818 

25  minutes 

September  28,  October  5,  12,  19 

Telecasts  are  every  Tuesday  at  7:35  a.m,; 
repeat  programs  at  8:05  a.m.  and  at 
10:30  p.m.  or  11  p.m.  (check  local  listing) 
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Meetings  OF  MEDICAL  SOCIETIES 


/lA/.-l  Annual  — June  18-22,  1972,  San 
Francisco 

AM  A Clinical  - Nov.  28-Dec.  1,  1971, 
New  Orleans 

American  College  of  Obstetricians  and 
Gynecologists  — Dist.  VIII,  Annual 
Meeting,  Sept.  29-Oct.  2,  1971,  Hilton 
Hotel,  Portland 

Oregon  Medical  Association  — Annual 
Meeting,  Sept.  22-26,  1971,  Hilton 
Hotel,  Portland 

Washington  State  Medical  Association  — 
.-Annual  Meeting,  Sept.  19-22,  1971, 
Seattle 

Idaho  Medical  Association  — Annual 
.Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

American  Gastroenterological  Associa- 
tion — Regional  Postgraduate  Day, 
Oct.  23,  1971,  Portland 
Chairman,  John  A.  Benson,  Portland 

Northwest  Physical  Medicine  and  Reha- 
bilitation — Annual  Meeting,  May, 
1972,  Monterey,  California 
Pres.  George  Peirson,  Portland 
Sec.  Yukio  Kumasaka,  Seattle 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.  Gilbert  Fade,  Seattle 
Sec.  William  C.  S.  Graham,  New  West- 
minster, B.  C. 

Northwest  Rheumatism  Society  — Joint 
Meeting,  tentative  date,  Oct.  21-23, 

1971,  San  Francisco 

Pres.  Kenneth  R.  Wilskie,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton.  Ore. 

West  Coast  Allergy  Society  — Annual 
.Meeting,  Oct.  28-30,  1971,  Sheraton 
Motor  Inn,  Portland 
Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  Phoenix 

OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 

1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kage.  Portland 

Oregon  .Academy  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan. -Nov. 
Pres.  Richard  A.  Lalli.  Portland 
Sec.  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-.Apr.,  Oct., Nov.). 

Pres.  Joyle  Dahl,  Portland 

Sec.  Richard  A.  Romaine,  Portland 


Oregon  District  Branch  of  A merican  Psy- 
chiatric Association— (Jan.,  Apr., Oct.). 
Pres.  William  Thompson,  Portland 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical .Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
meeting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 

Oregon  Radiological  Society  — 2nd  Wed. 
(Oct. -Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct., Nov., Jan.,  through 
May),  Heath  man,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy  — Northwest 
Forum,  Annual  Meeting,  Sept.  24, 
1971,  Hilton  Hotel,  Portland 
Pres.  John  L.  Stevenson,  Jr.,  Portland 
Sec.  Robert  L.  Cutter,  Bend 

Oregon  Society  of  Anesthesiologists,  Inc. 
—3rd  Fri.  (Oct.- April)  Portland.  A/U3', 
Salishan,  Sept.,  Village  Green. 

Pres.  Bruce  A.  Peters,  Portland 
Sec.  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis  — Con- 
gress Hotel,  Fourth  Fri.,  Sept.-May, 
except  Nov.  , Third  Friday. 

Pres.  Oloff  Hansen,  Vancouver 
Sec.  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Academy  of  Psychiatry  — 4th 
Tues.  (Jan.-May,  Sept. -Nov.). 

Pres.  Ira  Pauly,  Portland 

Sec.  Rocca  Garofalo,  Wilsonville,  Ore. 

WASHINGTON 

King  Gounty  Academy  General  Practice— 
4th  Mon.  (except  June,  July,  Aug., 


Dec.)  6:30  P.M.,  College  Club 
Pres.  James  Dahlen,  Seattle 
Sec.  Robert  McClean,  Auburn 

Puget  Sound  Academy  of  Ophthalmology 
—3rd  Tues.  (Oct.-April)  Annual  Meet- 
14-15,  1972,  Washington  Pla- 
za Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept.,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Gynecological  Society— 3rd  Wed., 
(except  June,  Jtdy,  Aug.,  Sept.,  Dec.). 
Pres.  Joe  Griffin,  Seattle 
Sec.  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept.-May)  Annual  Meeting,  Jan.  21 
-22,  Seattle 

Pres.  Dean  Parker,  Seattle 
Sec.  Karl  J.  May,  Seattle 

Spokane  Surgical  Society  — Quarterly. 
Pres.  Edward  Johnson,  Spokane 
Sec.  John  Sonneland,  Spokane 

Tacoma  A cademy  of  In  ternal  Medicine  — 
4th  Tues. 

Pres.  James  Billingley,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept.- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  Thurs.  (Sept.-June).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  State  Radiological  Society  — 
Sept.,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle' 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.  Edward  C.  Smith,  Spokane 
Sec.  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar., June, Sept.,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept.-May). 

Pres.  Paul  Rider,  Yakima 
Sec.  Lincoln  Rics,  Yakima 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta 

#LIOUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taster: patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

I Stuart  I 

^ ' PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


CLASSIFIED  ADVERTISEMENTS 

All  classiHed  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  hy  the  advertising  supervisor  at  the 
editorial  ofTice  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GP  OR  SPECIALIST  NEEDED— Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 

or  eligible.  110  man  clinic  of  specialists  associated  with  250- 
bed  hospital.  10  man  department.  Starting  income  $30,000 
per  annum  with  annual  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Department  of  Obstetrics-Gynecology. 
The  Permanente  Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore. 
97217 


GENERAL  PRACTITIONER,  SPECIALIST-  Or  both, 

urgently  needed  for  Genesee,  Idaho.  Death  of  physician  left 
area  of  3,200  without  an  M.D.  9-room  suite  available,  merch- 
ants will  support.  Write  or  call  Mr.  Le  Roy  V.  Harris,  Bus. 
Mgr.  Genesee  Medical  & Dental  Assoc.,  Box  185,  Genesee, 
Idaho  83832,  Phone  (208)  285-2793. 


PART  TIME  PHYSICIANS—  Alcoholic  Detoxification 
Center  to  open  in  September.  Daily  rounds  and  on  call  service 
required.  Knowledge  of  internal  medicine  necessary  to  serve 
50-bed  center  — medically  indigent  population.  Experience 
m treatment  of  alcoholic  individuals  and  ability  to  plan  for  an 
expanding  program  desirable.  Consultant  fees  paid  on  a mutu- 
al agreement  within  budgetary  requirements.  Contact  Mrs. 
Golden  Riley,  Director,  1008  S.W.  6th  Ave.,  Portland,  Ore. 
97204. 


PHYSICIAN  & SU RGEON— Both  positions  are  in  a 28- 
bed  modern  hospital,  staffed  with  seven  doctors  serving  a com- 
munity of  5,000  in  Central  Pacific;  family  housing  is  available; 
an  excellent  school  system  and  a year  ’round  recreation  pro- 
gram. Benefits  include  vacation,  bonus  and  tax  benefits.  Must 
be  U.S.  citizen.  Call  collect  Mr.  P.  J.  Crevelt,  (415)  834-8242 
or  send  vitae  to  Global  Associates,  P.O.Box  1 21  56,  Oakland, 
Calif.,  94604.  An  equal  opportunity  employer. 


LONGVIEW, WASHINGTON, ST.  JOHN'S  HOSPITAL 

— is  staffing  its  emergency  department  with  four  full-time 
physicians.  This  new  150-bed  hospital  is  in  a city  of  40,000 
population.  An  immediate  opportunity  is  available  for  two 
M.D.’s  who  would  associate  with  two  local  men  to  complete 
this  group.  Minimum  income  guarantee.  We  have  both  com- 
munity and  local  physician  support  in  this  venture  and  there 
will  be  ample  time  to  enjoy  Southwestern  Washington  and 
Northern  Oregon  activities  (fishing,  hunting,  boating  and  ski- 
ing), plus  your  family.  Excellent  schools  and  a two-year  col- 
lege. We  want  to  form  a good,  compatible  group  who  enjoy 
freedom,  their  work  and  a good  income.  The  need  is  great. 
If  interested,  contact  John  S.  Copley,  M.D.,  St.  John’s  Hospi- 
tal, Longview,  Wa.,  98632,  phone  (206)  423-1530. 


SITUATION  WANTED 


YOUNG  UROLOGIST — Completing  recognized  urology 
residency,  July,  1972,  seeks  urologic  practice  or  association  in 
the  Pacific  Northwest.  Contact  Robert  J.  Hehn,  M.D.,  P.O. 
Box  ‘O’,  Balboa  Heights,  Canal  Zone. 


FOR  SALE 


FOR  SALE-  One  membership  in  Eastern  Washington  Hunt 
Club.  700  plus  acres,  all  under  irrigation,  200  cattle,  buildings, 
2 miles  of  waterfront  on  Moses  Lake.  Excellent  pheasant, 
duck,  and  goose  hunting.  Contact  Warren  J.  Kraft,  M.D., 
820  North  Chelan  Street,  Wenatchee,  Washington  98801. 


OFFICE  SPACE 


OFFICE  IN  BELLINGHAM  MEDICAL  CENTER  - 
for  sale  or  lease.  Ground  floor,  1,300  sq.  ft.  Air  Con- 
ditioned. Generous  starting  arrangements.  Contact  Dr. 
Pratum  at  (206)  733  - 7360  or  at  Bellingham  Medical  center, 
Bellingham,  Wa.  98225. 


MC  MINNVILLE,  OREGON  MEDICAL  OFFICE  - 

For  lease,  1,100  sq.  ft.,  central  location,  two  hospitals  and 
45  min.  to  Portland.  Phone  (503)  472-5423. 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144tab- 
lets  in  1 2 rolls. 


1 1 PARCH  LABORATORIES 

ill  0 319  South  Fourth  street.  St.  Louis.  Missouri  63102 
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USV  Pharmaceutical  Corp. 

DBI-TD  596-597 


For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy;  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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An  excerpt  from  the  Searle 


Unl^nted 

Child& 

Control 


In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity;  the 
"battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered"  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
(all  reported  In  newspapers  within  a single  year] 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


earle  contributions 
^ the  science  of  contraception 

50TH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

O^len*  • Demulen" 

3Ch  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

acetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

jch  pink  tablet  in  Ovulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredients 

emulen . . .for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . . .with  its  wide  physician 
id  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
w incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
5unday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulenand  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
jt  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
)rmoneCLH3 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United  States 
nee  I960  Reported  pregnancy  rates  vary  from  product  to  product  Theetfec- 
'eness  of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
e combination  products  Both  types  provide  almost  completely  effective  con- 
aception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
lonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
main  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
ressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
uantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpri- 
late  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
ome  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man. 
he  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
jfuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
leptives  must  be  continued. 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
lers,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
ver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
‘Strogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
hrombofic  disorders  thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
'mbolism  and  retinal  thrombosis]  Should  any  of  these  occur  or  be  suspected 
he  drug  should  be  discontinued  immediately 
Retrospective  studiesof  morbidity  and  mortalityconducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
issociation  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
)ral  thrombosis  and  embolism  and  the  use  of  oral  contracepfives  There  have 
teen  three  principal  studies  in  Britain’^  leading  to  this  conclusion,  and  one'  in 
his  country  The  estimate  of  fhe  relafive  risk  of  thromboembolism  in  the  study  by 
fessey  and  Doll’  wasabout  sevenfold, while  Sartwell  and  associafes*  in  the  United 
states  found  a relative  riskof  4 4,  meaning  that  the  users  are  several  times  as  likely 
o undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
^merlcan  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
idministration,  and  that  it  was  not  enhanced  by  long-continued  administration 
fhe  American  study  was  not  desig  ned  toevaluate  a difference  between  products 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
xiembolic  disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
ated,  and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  fhere  is  a sudden  onset  of  propfosis,  diplopia  or  migraine 
f examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
pe  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
Jtrated,  it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
Tien  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
ledinthemilkof  mothers  receiving  thesedrugs  Thelong-rangeeffecttothenurs- 
ng  infant  cannot  be  determined  at  this  time 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
nclude  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
polaou  smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tesfs  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progesfogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegree  of  fluid  retention,  conditions  which  might  beinfluencedbythisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  Is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  shoold  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  In  weight  (in- 
creaseor  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  In  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-llke  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  Itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracei> 
tives  hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII.  IX  and  X,  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values,  metyrapone  test  and  pregnanediol  determination 

References:  1 . Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  /3  267-279  (May)  1967  2. 

Inman,  W H W , and  Vessey,  M P ; Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age.  Brif  Med  J 2 1 93-199(April  27)  1968  3.  Vessey,  M P,  and  Doll,  R Inves- 
tigation of  Relation  Between  Use  of  Oral  Contracepfives  and  Thromboembolic 
Disease  A Further  Report,  Bnt  Med  J 2 65 1-657  (June  14)  1969  4.  Sartwell, 

P E , Masi,  A T,  Arthes,  F G . Greene,  G R , and  Smith,  Fi  E Thromboembo- 
lism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study.  Amer  J 
Epidem  90  365-380(Nov  ) 1969  1A5 
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SEARLE 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hliuiri  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receising  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  C\S  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  w'ith  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  hbido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  h>q)erexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  i scontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individuahze  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcohohsm,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increa.sing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  VaUum®  (diazepam)  Tablets.  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose^'“'  packages  of  1000. 
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Call  it  what  you  will,  it 
maybe  premalignant.«  i 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Uld  Elrf udcX'CfliKxouracil) 

5%  cream  can  resolve  it 


’all  it  actinic,  solar  or  senile  keratoses, 
lany  regard  it  as  “precancerous.”’*^ 

bpical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
dvance  in  the  treatment  of  multiple  solar  keratoses.^-^  offers  the  physi- 
ian  a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
ation  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Ifudex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
ions  that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

Jsual  duration  of  therapy,  2 to  4 weeks. 

tudies  showed  that  with  the  2%  and  5%  Ef  udex  preparations,  the  usual 
uration  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
uorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
sed,  significant  numbers  of  lesions  recurred.^ 


Treats  the  lesions  you  can’t  see,  too. 

'fumerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
nanifested  themselves  by  definite  reactions,  while  intervening  skin 
•emained  relatively  unaffected.®  The  early  eradication  of  these  subclini- 
:al  lesions  (which  may  otherwise  have  undergone  further  progression) 
irobably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
latients  treated  with  topical  fluorouracil— especially  with  5% 
loncentrations.e 


How  to  identify  solar  keratoses. 

Typically,  the  lesion— a fiat  or  slightly  elevated  brown  to  red-brown 
papule— is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 

Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A ClinicopathologicaL  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,"  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springdeid,  ill.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97:14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications : Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruri- 
tus, hyperpi^entation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  <3 


(flioxjuracil) 

cream/solution 


L«»« 


if  smn  is  infected, 
or  open  to  infection 

choose  the  topicals 
that  ^ive  your  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 


Speeiiil  Petrolatum  Base 

Neosporin*  ointmem 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  \«hite  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vs  oz.  for  topical  use  only. 

\anishing  Cream  Base 

Neosporin-G  c^L 

(polymyxin  B-neomycin-gramicidin)| 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  -3 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25%] 
methylparaben  as  preservative. 

In  tubes  of  15  g.  4 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  irt^ 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi, 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to'; 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who | 
have  shown  hypersensitivity  to  any  of  the  components.  ' t 

Complete  literature  available  on  request  from  Professional  Services  4 
Dept.  PML.  '-.i 
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At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men/ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 

Hypersecretion — an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  1 elated  to  an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 

By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investiptor  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”^ 


Big  boys  don’t  cry.  If  more  men  ( 
maybe  fewer  would  wind  up  with  duo( 
ulcers.  But  men  will  be  men-the  sum  toi 
their  genes  and  what 
are  taught.  Schottsi 
observes  that  wl 
mother  admonishe 
son  who  has  hurt  hir 
that  big  boys  don’t  cry 
is  teaching 
stoicism.'*  Crying  i; 
negation  of  everyt 
society  thinks  of  as  mj 
A boy  starts  defendini 
manhood  at  an  early 

Take  away  sti 
you  can  take  away  sympt( 
There  is  no  question  that  stress  pla 
role  in  the  etiology  of  duodenal  ul' 
Alvarez^  observes  that  many  a man  witl 
ulcer  loses  his  symptoms  the  day  he  shut; 
the  office  and  starts  out  on  a vacation 
problem  is,  the  type  of  man  likely  to  hav( 
ulcer  is  the  type  least  likely  to  take  1 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  actior 
Librax.®  For  most  patients,  the  rest  cun 
as  unrealistic  as  it  is  desirable.  Still, 
stress  factor  must  be  dealt  with.  And  h 
is  where  the  dual  action  of  adjunctive  Libi 
can  help.  Librax  is  the  only  drug  that  cc 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M. 
et  a/,  (eds.) : Harnson’s  Principles  of  Internal  Medicine,: 
o’  McGraw-Hill  Book  Company,  1970,  p.  11 

2 \Volf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  H'o ' 
SOcss  and  Disease,  ed.  2,  Springfield,  111.,  Charles! 

PP-  P-  257.  4.  Schottsta  t 

\\.  W.:  Psychophysiologic  Approach  in  Medical  Pract’ 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  1! 
a.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  \V,  l 
Saunders  Company,  1951,  p.  384. 


IF  MORE  MEN  GRl 


.ethe  antianxiety 
i^iof  Librium® 
Irdiazepoxide  HCl) 
i.he  dependable 
Ijjcretory/ 
spasmodic 
iiof 

alian®  (clidinium  Br) 


Protects  man  from  his  own  hungry  per- 
pjlity.  The  action  of  Librium  reduces 
ji;ty — helps  protect  the  vulnerable  patient 
r the  psychological  overreaction  to  stress 
ajclutches  his  stomach.  At  the  same  time, 
B ction  of  Quarzan  helps  quiet  the  hyper- 
te  gut,  decreasing  hypermotility  and 
j|rsecretion. 

An  inner  healing  environment  with  1 
t capsules,  3 or  4 times  daily.  Of  course, 
^a’s  more  to  the  treatment  of  duodenal 
than  a prescription  for  Librax.  The  pa- 
ii: — with  your  guidance — will  have  to  ad- 
5 to  a different  pattern  of  living  if  treat- 
T is  to  succeed.  During  this  adjustment 
;od,  1 or  2 capsules  of  Librax  3 or  4 times 
|y  can  help  establish  a desirable  environ- 
■ t for  healing. 

Librax:  It  can’t  change  man’s  nature, 
it  can  usually  make  it  easier  for  men  to 
; with  the  discomfort  of  stress— both 
:hic  and  gastric — that  can  precipitate 
exacerbate  duodenal  ulcer. 

I’ax : Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 


Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola^ 
products. 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Providing  an  Opportunity  to  Learn 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

I read  with  interest  your  column  about  the  appoint- 
ment of  John  Hogness  to  the  Institute  of  Medicine 
chairmanship,  and  was  particularly  taken  by  your  em- 
phasis on  the  combined  practice  and  learning  experi- 
ence in  postgraduate  medicine.  1 think  you  may  have 
jointly  emphasized  a sore  point  and  its  solution.  Being 
involved  in  resident  training,  I have  deplored  the  atti- 
tude that  residents  should  have  didactic  lectures  as  a 
short-cut  to  learning  by  having  digested  bits  of  infor- 
mation passed  on  that  are  thought  important  by  their 
instructors.  From  my  predecessor  at  the  Tumor  Insti- 
tute I inherited  an  attitude  that  our  main  job  was  to 
give  the  residents  in  radiation  therapy  an  opportunity 
to  learn  and  study  rather  than  to  give  them  spoon-fed 
data  or  didactic  teaching  on  the  basis  that  when  they 
left  our  hallowed  halls  and  compulsive  activities,  some- 
how they  would  suddenly  learn  the  self-discipline  of 
continued  investigative  interests,  completed  studies 
and  problem  solutions.  The  proposed  concept  would 
make  it  highly  improbable  that  a lectureship  could 
satisfy  the  new  questions  asked  by  the  resident  who 
had  been  a month  or  two  in  practice  and  now  was 
patient-problem-oriented  rather  than  disease-oriented. 


He  would  be  particularly  impatient  with  exotic  disease- 
oriented  lectures  of  special  interest  to  his  instructor. 

Another  important  factor  would  be  that  in  these 
days  of  rapidly  increasing  stipends  for  residents  to  the 
point  where  it  is  becoming  a serious  burden  to  the  pa- 
tient in  a private  hospital  or  the  taxpayer  in  the  case 
of  state  institutions.  Dr.  Hogness’  program  would  al- 
low the  resident  to  develop  his  own  income  during  the 
periods  on  the  job  and  thus  take  the  burden  for  his 
financial  support  from  the  patient  occupying  a hospi- 
tal bed. 

While  the  concept  you  have  discussed  with  John 
Hogness  is  a threat  to  the  empire  of  the  professor  un- 
der whom  the  resident  studies,  as  well  as  innovative  to 
the  point  of  being  revolutionary,  I think  it  fits  the 
basic  concepts  of  medicine  in  terms  of  continued 
learning  being  the  responsibility  of  the  physician  him- 
self rather  than  some  academic  types  who  may  have 
little  experience  in  what  is  necessary  to  handle  the  day 
to  day  problems  in  the  practice  of  medicine  at  any  of 
its  levels,  up  to  the  most  exotic  specialties. 

Sincerely  yours, 

ORLISS  WILDERMUTH,  M.D. 

Director 

Tumor  Institute  of  the  Swedish 

Hospital 


THE  "REST"  OF  YOUR  EDUCATION 

There  is  a viewpoint  prevalent  among  physicians  and  medical  educators  to  the  effect 
that  the  conventional  short  postgraduate  “refresher”  course  is  the  beginning  and  the  end 
of  keeping  up-to-date.  It  is  doubtful  if  much  patient-care  salvation  cometh  from  the  post- 
graduate course  equivalent  of  the  dutiful,  somnolent  passivity  of  resting  in  a church  pew 
on  Christmas  and  Easter  Sunday  each  year. 


Donald  H.  Williams,  M.D. 
Associate  Dean,  Faculty  of  Medicine 
University  of  British  Columbia 
Vancouver,  Canada 
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OBITUARIES 


DISTINGUISHED  PIONEER  PHYSICIAN 


Dr.  Carl  J.  Hoffmann,  born  in  Portland,  Oregon, 
December  17,  1882,  died  at  Woodland,  Washington, 
Jidy  18,  1971. 

In  1948,  the  Washington  State  Medical  Association 
awarded  him  the  honor  of  “Outstanding  General  Prac- 
titioner for  the  Year.  ” 

He  graduated  from  the  University  of  Oregon  Medi- 
cal School,  Portland,  Oregon,  in  1907.  In  his  freshman 
year  he  received  the  highest  grades  of  his  class.  His 
senior  year,  he  was  president  of  his  class,  class  valedic- 
torian, received  a special  anatomy  medal  for  excellence 
in  that  subject,  and  was  awarded  the  newly  created 
“Saylor  Award”  for  the  highest  scholastic  average  for 
the  four  years.  He  had  a year’s  internship  at  St.  Vin- 
cent’s Hospital  in  Portland. 

At  the  invitation  of  Dr.  C.  R.  Zener,  LaCenter, 
Washington,  he  began  his  medical  practice  there  on 
April  8,  1908.  Dr.  Zener  used  the  upstairs  of  his  resi- 
dence for  a six-bed  hospital,  and  lived  on  the  lower 
floor.  He  also  had  a drug  store  in  the  building.  Since 
he  had  not  been  well,  he  wanted  to  leave  his  practice 
for  a year’s  rest  and  study.  Dr.  Hoffmann  soon  found 
that  most  of  his  practice  was  not  in  the  new  six-hed 
hospital,  but  rather  in  the  homes,  sawmills,  and  logg- 
ing camps  of  the  Lewis  River  country.  The  horse  that 
was  to  carry  him  on  his  calls  was  a saddle  pony  named 
“Billy.  ” He  was  soon  known  as  the  “saddle  bag  doc- 
tor. ” His  bags,  bis  early  x-ray  equipment,  and  some  of 
his  furniture  may  be  seen  in  the  museum  of  the  Fort 
Vancouver  Historical  Society. 

Upon  Dr.  Zener’s  return.  Dr.  Hoffmann  moved  to 
Woodland,  a small  town  in  Cowlitz  County  where  a 
physician  was  greatly  needed.  In  a week ’s  time,  he  had 
acquired  his  medical  and  surgical  equipment,  a buggy 
and  a team  of  horses.  He  had  living  quarters  next  door 
to  his  upstairs  office  in  the  Bryant  Building.  A pharm- 
acy was  located  on  the  lower  floor.  In  the  absence  of 
a nurse,  tbe  pharmacist,  Earle  Bryant,  served  as  his 
anesthetist.  There  were  times  when  it  was  found  nec- 
essary to  perform  surgery  in  the  patient’s  home,  on  the 
kitchen  table.  “We  shared  many  tense  moments,”  re- 
called the  druggist,  in  the  Lewis  River  News,  October 
24,  195  7. 

Dr.  Hoffmann  and  the  local  school  teacher.  Miss 
Ethel  Gerding,  were  married  May  10,  1912,  and  went 
to  Europe  where  he  pursued  a year’s  postgraduate 
study  in  Berlin  and  Vienna. 

He  returned  to  Woodland  in  1913,  purchased  a 
Model  T from  the  first  consignment  of  Fords  for  Cow- 
litz County,  and  was  back  at  work.  The  cars  came 
knocked  down  and  crated.  The  local  blacksmith 
assembled  them.  However,  the  horse  and  buggy,  and 
sometimes  the  saddle  pony,  had  to  be  used  to  make 
calls  during  the  winter  months.  Two  children  were 
born  to  Carl  and  Ethel,  Helen  M.  and  Ernest  C. 

Throughout  his  life , Dr.  Hoffmann  kept  his  interest 
in  medical  education.  He  regularly  attended  state  and 
county  medical  meetings,  as  well  as  hospital  staff 
meetings. 


In  1947,  forty  years  after  his  graduation  from  med- 
ical school,  the  town  of  Woodland  and  the  surround- 
ing area,  honored  him  at  a community  picnic  attended 
by  some  3,000  people.  An  album,  entitled  “Doctor 
Hoffmann  Book”  was  filled  with  pictures,  letters  and 
autographs  and  presented  to  him  on  this  eventful  day. 
It  contained  the  following  inscription:  “There  are  men 
who  do  that  which  they  are  called  upon  to  do  with 
such  excellence  that  they  achieve  a place  apart  from 
other  men.  To  them  we  make  a pilgrimage  for  aid, 
advice  and  consolation.  It  is  to  one  of  these  men  that 
we  dedicate  this  book,  with  a most  humble  feeling, 
in  the  hope  that  it  may  bring  a few  moments  of 
pleasure  and  remembrance  to  him,  ‘Our  doctor  and 
our  friend. 

Then  at  tbe  age  of  65,  he  continued  to  practice  in 
the  Bryant  Building,  climbing  the  long  flight  of  stairs 
to  his  office  daily.  He  also  continued  keeping  evening 
hours. 

His  plans  for  a new  office  on  the  ground  floor  were 
finally  realized  in  I960.  Here  he  continued  his  prac- 
tice until  his  medical  career  officially  ended,  April 
1970,  when  he  was  86. 

Dr.  Hoffmann  was  a member  of  the  Washington 
State  and  American  Academy  of  General  Practice, 
Independent  Order  of  Odd  Fellows,  and  the  Free  and 
Accepted  Masons.  He  was  presented  a 50-year  Mason- 
ic pin  in  1969.  He  was  also  a member  of  the  Alpha 
Kappa  Kappa  Medical  Fraternity.  He  joined  the 
church  in  Woodland  during  his  first  year  of  practice. 
In  later  years,  be  was  not  affiliated  with  any  church. 

He  requested  a simple  private  funeral  service.  He 
was  buried  in  the  family  plot  in  Astoria,  Oregon,  July 
20,  1971.  His  wife  died  January  1,  1968.  A daughter, 
Mrs.  Helen  Moore,  and  a grandson,  Henry  H.  Moore, 
survive  him. 

The  city  of  Woodland  is  planning  a permanent 
marker  in  the  park  named  in  his  honor.  He  will  long 
be  remembered  by  the  people  of  the  Woodland  area, 
as  well  as  by  all  those  who  knew  him. 

J.  C.  Brougher,  M.D. 

Historian,  Clark  County  Medical  Society 
President,  Clark  County  Historical  Society 

DR.  WILL  WIN  LEE,  Seattle,  Washington,  died  Janu- 
ary 1,  1971.  Death  was  due  to  polyarteritis  nodosa, 
steroid  suppression  and  metabolic  failure.  He  was 
55.  He  earned  bachelor’s  and  master’s  degrees,  and 
Ph.l).,  from  Stanford.  He  graduated  from  the  Uni- 
versity of  Minnesota  Medical  School  in  1952.  He 
served  in  the  U.  S.  Army  during  WW  11,  achieving 
the  rank  of  major.  He  was  an  assistant  to  the  Army 
Chief  of  Ordinance  and  later  served  with  General 
Stillwell,  helping  train  Chinese  troops  for  the  CBl 
campaign. 

obituaries  continued  on  page  719 
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The  concert  was  just  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 

Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
M combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
B GI  hypermotility  and  help  relieve  the  distressing  discomforts 
H which  so  often  accompany  diarrhea.  Certainly  it's  leSs 
H expensive  and  more  convenient  than  taking  two  medications. 

And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8 mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8’lt. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


Robitussin- 


RobitussinAC 


I cleair  the  tract 


with  the 


Robitussiil  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 

Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  soiid  form 
for  "coughs  on  the  go” 

Cough  Calmers®^ 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 

Dextromethorphan 
hydrobromide  


50.0  mg. 
7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin® 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 


ROBITUSSIN® 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

ROBITUSSIN-PE® 

COUGH  CALMERS®  ^ 

1 1 

1 g 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


AH- 


DOBINS 


GENERAL  NEWS 


Health  Conference  Planned 


The  18th  Annual  Pacific  Northwest  Regional 
Health  Conference  will  be  held  November  14  and  15 
at  the  Benson  Hotel,  Portland,  Oregon.  Presented  by 
the  Health  Affairs  and  Environmental  Standards  Com- 
mittees of  the  Portland  Chamber  of  Commerce,  the 
program  is  acceptable  for  12  Vi  hours  American  Acad- 
emy of  General  Practice  prescribed  credit. 

Program 

Sunday,  November  14.  Program  presented  by  Pacific 
Northwest  Association  of  Occupational  Medicine. 

THE  SOCIAL  AND  PHYSICAL  ENVIRONMENT  OF 
INDUSTRY 

8:00-9:00  Registration  (No  fee) 

9:10  Mercury  in  the  Food  Chain 

John  E.  Milner,  M.D.,  Department  of  En- 
vironmental Health,  School  of  Public 
Health,  University  of  Washington,  Seattle 

9:50  Survival  300  Meters  Underwater 

Bob  Hoke,  M.D.,  Commander,  USN,  Beth- 

esda,  Maryland 

1 0:45  Health  Manpower  for  Industry 

David  P.  Discher,  M.D.,  Associate  Profes- 
sor Environmental  Health,  School  of  Pub- 
lic Health  and  Community  Medicine,  Univ- 
ersity of  Washington,  Seattle 

11:15  Medical  Consequences  of  Exposure  to 

Radiation 

Asher  J.  Finkel,  M.D.,  AMA  Division  of 
Occupational,  Environmental  and  Public 
Health 

12:00  Recess 

2:00  Oregon’s  Disability  Prevention  Program 

R.  A.  Martin,  M.D.,  Oregon  Workmen's 
Compensation  Board,  Medical  Director 
Administrative  Staff 

Discussant:  Ed  Whelan,  President,  Oregon 
AFL-CIO 

2:45  Finding  Tuberculosis-.  X-Ray  Plus  Skin 

Test 

William  R.  Murlin,  M.D.,  Director  Tuber- 
culosis and  Chest  Diseases  Section,  Oregon 
State  Board  of  Health,  Portland 

3:30  The  Health  of  Miners— Black  Lung  Disease 

Marcus  Key,  M.D.,  Assistant  Surgeon  Gen- 
eral, USPHS,  Washington,  D.  C. 

5:30-7:30  Reception  for  Attendees  and  Speakers 


Monday,  November  15:  Program  presented  by  the 

Portland  Chamber  of  Commerce. 

THE  CHANGING  ENVIRONMENT  OF  INDUSTRY 

...  .BY  EVOLUTION  AND  BY  STATUTE 

Presiding:  George  M.  Robins,  M.D.,  Chairman,  Health 

Affairs  Committee,  Chamber  of  Commerce 

9:00  Keynote  Speakers: 

Life  in  the  City  in  1980 

Don  Lutes,  AIA,  Lutes  & Amundson, 

Springfield 

Scrambled  Priorities:  Millions  for  Health, 
Billions  for  Sickness 

Henrik  Blum,  M.D.,  Department  of  Com- 
munity Health  Planning,  University  of 
California,  Berkeley 

10:15  The  Changing  Nature  of  Work 

Bob  Hoke,  M.D.,  Commander,  USN,  Beth- 
esda,  Maryland 

11:15  Radioactivity,  Health  and  Public  Policy 

Asher  J.  Finkel,  M.D.,  Director,  AMA  Div- 

ision on  Environmental,  Occupational  and 
Public  Health,  Chicago 

12:00  Chamber  of  Commerce  Forum 

Address:  The  National  Occupational  Safe- 
ty and  Health  Act  - 1970 
George  Guenther,  Assistant  Secretary,  U.S. 
Department  of  Labor,  Washington,  D.C. 

Presiding:  Forrest  E.  Rieke,  M.D. 

2:00  The  Environment  of  Industry 

Marcus  Key,  M.D. , Assistant  Surgeon  Gen- 
eral, USPHS,  Washington,  D.  C. 

2:30  Examination  of  Drivers— The  Alternatives 

Robert  Kaye,  Ph.D.,  Director,  Motor  Car- 
rier Safety,  Department  of  T ransportation, 
Washington,  D.  C. 

3:30  Asbestos  and  Health:  A Labor-Management 

Program 

Irving  Tabershaw,  M.D.,  Professor  and 
Chairman  of  Department  Environmental 
Health,  School  of  Public  Health,  Univer- 
sity of  California,  Berkely 

4:00  A Definition  of  Community  Medicine 

James  McCarroll,  M.D.,  Professor  and 
Chairman,  Department  of  Environmental 
Health,  School  of  Public  Health  and  Com- 
munity Medicine,  University  of  Washing- 
ton, Seattle 
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Fertility  Society  Annual  Meeting 

The  nineteenth  Annual  Meeting  of  the  Pacific  Coast 
Fertility  Society  will  be  held  at  the  El  Mirador  Hotel, 
Palm  Springs,  California,  Wednesday,  November  3 
through  Sunday,  November  7,  1971. 

A program  of  interest  to  scientists  and  physicians 
who  are  concerned  with  the  broad  field  of  reproduc- 
tive physiology  will  be  presented  by  a distinguished 
group  of  invited  guest  speakers  and  member  partici- 
pants. Guest  speakers  will  be  Marc  Bygdeman,  M.D., 
Department  of  Women’s  Diseases,  Karolinska  Hospital, 
Stockholm,  Sweden;  Roger  Guillemin,  M.D.,  Ph.D., 
Resident  Fellow,  The  Salk  Institute  for  Biological 
Studies,  San  Diego,  California;  S.  Leon  Israel,  M.D., 
Emeritus  Professor  of  Obstetrics  and  Gynecology, 
School  of  Medicine,  University  of  Pennsylvania  and 
Professor,  Obstetrics  and  Gynecology,  College  of  Med- 
icine, University  of  Florida,  Gainesville,  Florida,  and 
Mortimer  B.  Lipsett,  M.D.,  Associate  Scientific  Direc- 
tor, Reproductive  Biology,  National  Institute  of  Child 
Health  and  Human  Development,  Bethesda,  Maryland. 

Registration  fee  for  members  is  $15.00;  for  non- 
members $35.00;  residents,  interns,  research  fellows 
and  nurses  are  welcome  to  attend  without  a registra- 
tion fee.  Please  write  the  office  of  the  Society  for  in- 
formation: Pacific  Coast  Fertility  Society,  5410  Wil- 
shire  Boulevard,  Los  Angeles,  California  90036. 


Northwest  Physicians  to  Participate  in 
Office  Practice  Study 

A number  of  physicians  in  the  Northwest  will  be 
invited  to  join  in  a nationwide  study  of  ambulatory 
pediatric  care  to  be  conducted  over  the  next  two  and 
one-half  years.  Purpose  is  to  establish  guide  lines  for 
peer  review  of  pediatric  care  outside  hospitals.  The 
study  will  include  child  health  supervision  from  new- 
born to  age  18;  bronchial  asthma;  tonsillopharyngitis; 
urinary  tract  infections;  patient  records  and  office 
facilities,  and  equipment  and  procedures. 

The  research  project  has  been  planned  by  the  Joint 
Committee  on  Quality  Assurance  of  Health  Care  for 
Children  and  Youth.  Major  efforts  in  developing  the 
Joint  Committee  and  in  making  plans  for  the  study 
have  come  from  members  of  the  American  Academy 
of  Family  Physicians.  Other  organizations  participa- 
ting are  the  Ambulatory  Pediatric  Association;  Ameri- 
can Public  Health  Association;  American  Osteopathic 
Association;  Student  American  Medical  Association; 
American  Medical  Association;  American  Society  of 
Internal  Medicine;  National  Medical  Association,  and 
the  Department  of  Health,  Education,  and  Welfare. 
William  F.  Mead,  of  Seattle,  has  been  one  of  several 
representatives  of  the  American  Academy  of  Family 
Physicians  during  the  study  and  planning  stages  of  the 
project. 


Still  serving... 


Miltown' 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
Cronbury,  N.J.  08512  ^ 
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now... 


for  the  stable  adult  diabetic  who  needs 
higher  doses  of  a reliable  oral  hypoglycemic... 


new 


• a higher  dosage  strength  for  use  in  the 
overweight,  maturity-onset  diabetic 

if  dietalonefails 

• abiguanide...notasulfonylurea 

• newdosageflexibility 

• low  patient  cost 


lowers  elevated 
blood  sugar 

Secondary  to  its  blood  sugar  lowering  effect, 

DBI-TD  probably  decreases  insulin 
oversecretion  and  thus  may  help  reduce 
lipogenesis  and  facilitate  lipolysis.  This  may 
accountfor  the  clinically  reported  reduction 
in  weight  and  lowering  of  serum  cholesterol 
levels  in  the  overweight  and  hypercholes- 
teremic  diabetic  patient. 

to  prescribe 

DBI-TD  (phenformin  HCI) 

if  diet  alone  fails 
specify 

DBI-TD  50  mg.  for  the  newly  diagnosed 
overweight,  stable  adult  diabetic 
DBI-TD  100  mg.  for  the  overweight, 
adult-onset  diabetic  who  needs  higher  doses 
of  a reliable  oral  hypoglycemic 


usualiy 
well  tolerated 

Mainly  gastrointestinal  side  effects  may 
occur.  However,  as  with  many  drugs,  you 
should  keep  in  mind  that  higher  dosages  may 
increase  the  incidence.  Hypoglycemic 
reactions  are  rare  when  DBI-TD  is  used  alone. 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  failures,  primary  and  secondary.  Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile  diabetes  that  is  uncomplicated  and  well  regulated  on  insulin;  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  infection,  gangrene);  surgery;  severe  hepatic  disease;  renal  disease  with  uremia;  cardiovascular  collapse, 
after  disease  states  associated  with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided.  Until  adequate  data  on  the  effects 
of  DBI  on  the  human  fetus  are  available,  such  use  can  be  considered  experimental.  Precautions:  Starvation  Ketosis,  which  must  be 
differentiated  from  “insulin  lack”  ketosis,  and  is  characterized  by  ketonuria  in  spite  of  relatively  normal  blood  and  urine  sugar,  may 
result  from  excessive  DBI  therapy,  excessive  insulin  reduction  or  insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or  insulin 
dosage,  or  supplying  carbohydrates,  alleviates  this  state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING  BLOOD  AND  URINE 
SUGARS.  Lactic  Acidosis:  DBI  is  not  recommended  in  the  presence  of  azotemia  or  in  any  clinical  situation  that  predisposes  to  sus- 
tained hypotension  that  could  lead  to  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacidosis,  it  is  recommended  that 
periodic  determinations  of  ketones  in  the  blood  and  urine  be  made  in  diabetics  previously  stabilized  on  DBI,  or  DBI  and  insulin,  who 
have  become  unstable.  If  electrolyte  imbalance  is  suspected,  periodic  determinations  should  also  be  made  of  electrolytes,  pH  and 
the  lactate-pyruvate  ratio.  DBI  should  be  withdrawn  and  insulin,  when  required,  and  other  corrective  measures  instituted 
immediately  upon  the  appearance  of  any  metabolic  acidosis.  Hypoglycemia:  Although  hypoglycemic  reactions  are  rare  when 
DBI  is  used  alone,  every  precaution  should  be  observed  during  the  dosage  adjustment  period,  particularly  when  insulin  or 
a sulfonylurea  has  been  given  in  combination  with  DBI.  Adverse  Reactions:  Principally  gastrointestinal,  occurring  more 
often  at  higher  dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia,  nausea  and,  less  frequently,  vomiting 
and  diarrhea.  Reduce  dosage  at  first  sign  of  these  symptoms.  In  case  of  vomiting,  DBI  should  be  immediately  with- 
drawn. Although  rare,  urticaria  and  gastrointestinal  symptoms  following  excessive  alcohol  intake  have  been  re- 
ported. Dosage:  25  mg. -300  mg.  daily.  How  Supplied:  50  mg.  timed-disintegration  capsules,  bottles  of  100  and 
1000;  100  mg.  timed-disintegration  capsules,  bottles  of  100  and  500.  Also  Available:  DBI  tablets  25  mg., 
bottles  of  100  and  1000. 

USV  PHARMACEUTICAL  CORP.,Tuckahoe,  New  York  10707 
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EDITORIAL 


For  Quality  There  Must  Be  Pride 


Either  the  manuscript  contest  sponsored  by  this 
journal  and  Encyclopaedia  Britannica  is  not  an  ade- 
quate stimulus  or  there  is  insufficient  pride  to  create 
adequate  response.  Repeated  announcements  of  the 
1971  contest  for  interns  and  residents  drew  only  a few 
manuscripts,  none  showing  evidence  of  the  eareful 
writing  of  entries  in  prior  contests.  Several  were  dis- 
qualified because  of  failure  to  comply  with  the  pub- 
lished rules.  It  was  not  a contest.  To  make  an  award 
under  such  circumstances  would  defeat  the  purpose  of 
the  Board  of  Trustees  when  they  authorized  it  and  of 
Encyclopaedia  Britanniea  when  they  offered  to  sup- 
port it.  Intent  of  both  was  to  improve  the  quality  of 
medical  literature  originating  in  the  Northwest.  No 
award  will  be  made  this  year. 

It  is  impossible  to  believe  that  there  is  no  need  to 
stimulate  the  interest  of  young  physicians  in  writing 
well.  Medical  literature  is  certainly  adequate  in  quan- 
tity but  it  eould  stand  some  improvement  in  quality. 
What  better  time  to  begin  writing  than  while  develop- 
ing clinical  competence?  We  believe  a manuscript 
contest  offers  young  physicians  one  way  to  begin. 
And  competition  should  be  a stimulus  to  good  per- 
formance. 

Why,  then,  was  it  necessary  to  label  the  1971  con- 
test a failure?  Certainly  it  was  not  due  to  lack  of 
ability.  The  quality  of  medicine  in  the  Northwest  is 
high.  Heads  of  departments  in  Northwest  hospitals 
are  able.  Competition  for  training  appointments  is 
stiff  enough  to  make  certain  that  only  able  individuals 
are  selected.  The  quality  of  medical  training  is  obvi- 
ously high.  Why  has  training  in  communication  been 
allowed  to  lag? 

We  believe  an  important  factor  is  simple  lack  of 
pride,  lamented  previously  in  these  columns.'  Lest 
the  word  be  misconstrued,  it  must  be  noted  that  there 
are  two  meanings  of  pride.  One  is  “inordinate  self- 
esteem, an  unreasonable  conceit  of  superiority.”  But 
the  pride  that  produces  quality  is  almost  the  opposite. 
Quiet  pride  that  supports  continuing  effort  to  improve 
is  “a  sense  of  one’s  own  worth,  a reasonable  or  justifi- 
able feeling  of  one’s  position.”^  This  second  defini- 
tion describes  the  pride  that  leads  one  to  the  search 
for  excellence.  It  is  the  pride  we  should  have  in  the 
quality  of  medical  practice  in  the  Northwest,  the  pride 


Circumcision 

It’s  high  time  we  stopped  performing  the  mutila- 
ting operation  known  as  cireumcision.  Our  fathers 
performed  it,  our  forefathers  performed  it,  with  no 
thought  other  than  that  of  fulfilling  the  patient’s  need 
and  making  their  care  complete.  But  enlightened 
thinking  and  careful  analysis  lead  to  a different  value. 


we  should  have  in  the  capabilities  of  our  hospitals,  the 
pride  we  should  have  in  the  excellence  of  the  totality 
of  medical  education  and  training  in  the  Northwest, 
the  pride  we  should  have  in  the  innovations  stemming 
from  our  medical  schools  and  our  medical  associ- 
ations, and  it  is  the  pride  we  should  have  in  our  re- 
gional medical  journal,  created  by  two  proud  physi- 
cians with  such  clarity  of  vision  that  its  purposes  have 
not  changed  since  it  was  founded  in  1903.”'  And 
finally,  it  is  the  pride  that  should  be  nourishing  all  of 
our  efforts  to  make  the  medical  literature  of  the 
Northwest  representative  of  the  quality  of  medicine 
here. 

Communication  in  medicine  is  of  the  utmost  im- 
portance. A study  in  Michigan  has  shown  conclusively 
that  physicians  in  practice  place  medical  journals  high 
on  the  list  of  sources  for  continuing  medical  educa- 
tion.^ Communication  has  never  been  needed  more  — 
and  it  will  be  needed  even  more  in  the  future.  Those 
entering  the  profession  should  realize  that  the  need  is 
growing. 

Clarity  in  writing  is  an  art,  but  it  is  an  art  that  can 
be  learned.  The  only  trouble  with  it  is  that  it  requires 
effort.  Thomas  Edison  was  talking  about  invention 
when  he  said  it,  but  everyone  who  has  tried  to  write 
knows  full  well  that  writing  also  requires  “Of  inspira- 
tion one  pereent,  of  perspiration  ninety-nine.” 

The  manuscript  contest  will  not  be  abandoned.  We 
think  the  need  for  it  is  much  too  important  to  be 
neglected.  We  just  hope  there  is  pride  enough  in  the 
Northwest  to  encourage  the  necessary  perspiration. 

H.  L.  Hartley,  M.D. 

W.  O.  Robertson,  M.D. 
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* See  page  702  for  a reproduction  of  this  still-timely  editorial 
as  it  was  published  hi  Volume  I,  Number  1,  January  1 903. 


is  Barbarous 

There  is  doubt  that  the  operation  does  any  real 
good,  which  in  itself  is  enough  to  condemn  it.  Serious 
medieal  men  should  not  long  condone  a useless  opera- 
tion as  we  have  done  generation  after  generation. 

Circumcision  is  mutilating.  It  is  a leftover  from  the 
barbarous  ages.  It  is  a custom.  It  is  not  a medical 
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need.  It  is  a traumatic  procedure  usually  done  with- 
out anesthetic,  on  helpless  newborn  boys.  Done  at  the 
parents’  request  or  the  doctor’s  insistence,  for  no  dis- 
ease or  deformity,  with  no  informed  consent,  it  is 
truly  unique  among  surgical  procedures.  No  other 
operation  like  it  is  done,  male  or  female,  man  or  beast 
— that  is  , in  civilized  cultures.  The  Nez  Perce  pierced 
the  young  boy’s  nose  so  he  could  wear  a bone  through 
it;  Flathead  Indians  pressed  the  infant’s  cranium  into 
a beautiful  wedge,  and  primitive  African  natives  use 
scarifying  marks  on  chest  or  face  as  fraternal  badges  in 
the  Leopard  Cult.  These  practices  have  to  do  with 
appearance  or  with  membership  identification,  thus 
serving  social  purpose.  But  circumcision  serves  no  pur- 
pose at  all.  It  is  true  that  certain  cosmetic  operations 
may  enhance  facial  features  or  recreate  accidentally- 
lost  portions  of  anatomy  to  advantage.  But  no  one 
has  claimed  that  a circumcised  man  is  more  handsome 
than  one  with  normal  foreskin. 

Those  proffering  excuses  for  its  continuance  men- 
tion cleanliness.  This  is  not  reason  enough  for  a muti- 
lating operation.  It  is  no  reason  at  all.  Soap  and  water 
are  now  available.  And  everyone  knows  how  to  use 
them.  Other  portions  of  the  body  take  more  cleansing 
time  than  an  unaltered  penis  — the  nose,  ears,  and 
anus,  to  name  a few.  Formation  of  smegma  around 
the  corona  and  under  the  foreskin  is  a natural  process. 
It  can  be  dealt  with  quite  unceremoniously  by  simple 
cleansing  with  soap  and  water,  which  simple  procedure 
can  hardly  be  equated  with,  or  outweighed  by,  that  of 
surgery. 


There  are  unoperated  young  boys  who  have  allowed 
the  foreskin  to  become  contracted  enough  to  prevent 
rolling  back.  This  is  the  group  giving  rise  to  the  cry  of 
“unclean.”  These  boys  have  grown  up  with  a taboo  of 
never  touching  the  penis.  In  most  cases  it  was  set  up 
by  a mother  not  adequately  instructed  about  pulling 
the  foreskin  back  during  the  infant’s  daily  bath.  That 
simple  maneuver  is  enough  to  keep  it  stretched  and 
clean.  But  the  poor  lad,  with  an  abnormal  attitude,  at 
age  14  to  20  has  a dirty  penis  and  consults  the  surgeon 
for  what  he  considers  a long-overdue  operation,  at  the 
same  time  condemning  his  parents  for  not  having  cir- 
cumcision done  the  first  week  in  life. 

It’s  high  time  we  viewed  such  things  in  their  proper 
light.  It’s  a job  for  doctors  to  cut  through  accumula- 
ted centuries  of  cloudy  vision  and  custom  to  lead 
thinking  into  a scientific  and  enlightened  course.  A 
surgical  operation  is  an  inexcusable  way  to  answer  the 
problem  of  uncleanliness.  Rolling  back  the  boy’s  fore- 
skin at  bath-time  during  the  helpless  first  years  of  life 
should  be  standard  in  the  doctor’s  instructions  to  the 
new  mother. 

Is  the  lack  of  this  instruction  our  excuse  for  a muti- 
lating operation?  Do  we  not  realize  that  the  parents 
will  not  raise  an  objection  if  the  physician  advises  it 
routinely?  It’s  our  job  to  present  the  facts.  It’s  time 
we  started  doing  it. 

W.  D.  Fitzgerald,  M.D. 

Director,  Student  Health  Services, 
University  of  Idaho 


Hospitals 

An  Expanding  Role  in  Emergency  Service 


In  the  rapidly  advancing  technology  of  medical 
care,  emergency  medical  services  have  not  kept  pace. 
Injured  or  ill  soldiers  often  receive  better  and  more 
effective  emergency  care  than  civilians  injured  a few 
blocks  from  city  hospitals.  The  traditional  approach 
in  our  communities  needs  reassessment.  New  emer- 
gency systems  may  reveal  a more  important  role  for 
hospitals.  Private  hospitals,  private  physicians  and 
privately  owned  ambulance  firms  should  be  looking  at 
a more  effective  way  to  give  early  care. 

Service  of  helicopters  and  ground  ambulances 
should  be  improved  by  carrying  constantly  retrained 
and  upgraded  emergency  hospital  technicians  who  are 
hospital  employees.  Emergency  vehicles,  such  as  heli- 
copters and  ground  ambulances,  should  deliver  medi- 
cal help  to  the  scene  of  illness  or  injury,  and  should 
not  be  limited  to  providing  transportation  to  move 
patients  to  hospitals.  They  should  provide  an  exten- 
sion of  emergency  room  facilities  and  personnel  to  the 
area  of  need.  This  obviously  is  a new  role  for  hospitals. 

Any  hospital  can  employ  former  military  medics 
(91  c and  91  b corpsmen)  with  extensive  combat  ex- 


perience. These  men  have  dealt  with  medical  and 
trauma  problems,  often  while  on  independent  duty, 
and  should  be  carefully  selected  because  of  their  out- 
standing personal  qualifications.  They  can  start  intra- 
venous fluids  and  blood,  give  medication,  do  resuscita- 
tion, move  patients  and  use  their  skills  to  stabilize  and 
transport  patients  to  the  needed  medical  facility.  To 
maintain  an  increased  level  of  efficiency  and  effective- 
ness and  not  add  to  medical  costs,  the  hospital  should 
develop  a unique  system  of  staffing  with  these  corps- 
men.  Daily  working  assignments  in  the  hospital  should 
put  these  technicians,  as  assistants,  in  coronary  care, 
intensive  care,  the  emergency  room,  respiratory  care, 
the  I.V.  team,  and  Surgery.  They  should  serve  in  each 
of  these  jobs  at  a practical  nurse  level  and  should 
spend  approximately  three  weeks  before  moving  to  the 
next  assignment.  One  additional  rotation  should  in- 
clude primary  ambulance  support.  Here  the  hospital 
can  supply  these  highly  skilled  specialists  to  all  of  the 
local  ambulance  companies.  Helicopters  and  private 
ambulances  should  use  their  own  equipment  and  driv- 
ers (pilots).  The  hospital  should  furnish  the  trained 
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emergency  technicians.  The  technician  must  be  able 
to  talk  directly  to  the  emergency  room  physician  by 
radio.  Information  about  the  patient’s  condition  and 
guidance  for  care  can  be  exchanged  so  that  stabiliza- 
tion and  treatment  can  be  continued  without  interrup- 
tion after  the  helicopter  or  ground  ambulance  arrives 
at  the  hospital.  The  goal  is  to  provide  care  and  stabili- 
zation immediately  and  to  evacuate  in  less  hurried 
manner  than  has  been  previously  required.  The  bene- 
fits are  obvious  — the  hospital  accepts  the  challenge  of 
extending  emergency  care  by  continually  training  and 
utilizing  the  technicians  within  the  hospital  to  reduce 
costs.  The  skills  can  be  constantly  upgraded.  The  pri- 
vate ambulance  companies  should  pay  for  the  assist- 
ance of  these  personnel  on  an  hourly  basis  as  they  are 
used.  They  can  reimburse  the  hospital  at  rate  sufficient 
to  allow  a reasonable  fringe  benefit  program.  The  man 
is  at  all  times  a hospital  employee.  The  hospital  should 
screen,  train  and  constantly  utilize  these  technicians  in 
duties  that  might  be  needed  in  a lifesaving  situation. 
When  emergency  hospital  technicians  leave  to  go  with 


the  ambulance  or  helicopter,  they  must  be  detached  to 
provide  emergency  care,  as  they  will  be  assisting  in  re- 
turning patients  to  other  hospitals  as  well  as  to  their 
own. 

All  hospitals  in  the  community  should  work  in  a 
cooperative  manner  to  increase  the  scope  of  such  a 
program.  Institutions  with  coronary  care  units  should 
develop  support  for  the  cardiac  calls.  A pediatric  cen- 
ter can  purchase  a transportation  unit  for  premature 
infants  that  can  be  dispatched  by  helicopter  or  by 
ground  ambulance. 

An  additional  emergency  role  for  the  hospital  based 
air  ambulance  is  in  civil  disaster.  Here  the  helicopter 
provides  access  of  a trained  medical  observer  to  the 
problem  area  and  permits  relay  of  information  back  to 
medical  facilities.  A program  of  this  type  is  a response 
to  a community  need  and  allows  the  hospital  to  in- 
crease the  capabilities  of  its  private  ambulance  services 
as  we  improve  our  entire  emergency  care  system. 

James  G.  Billingsley,  M.D. 


Noting  a Need  to  Safeguard  the  Safeguards 

It  has  been  observed  by  philosophers  and  historians  that  the  need  for  strong  safeguards 
against  the  loss  of  freedom  is  recognized  more  readily  by  those  who  have  just  won  freedom 
than  by  those  who  have  inherited  it;  the  latter  tend  to  take  freedom  for  granted  and  allow 
the  safeguards  to  be  removed. 

John  C.  Sparks  in  77ie  Freeman,  May  1971 
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Two  dosage 
strengths- 
125  mg.  5 ml. 
and 

250  mg.  5 ml. 


V-Cillin  KIPediatric 

potassium 
ptienoxymethyl 

, available  to  the 

prolession  on  request. 

Uvl  IIUIIIII I Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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New  Normal  Values  for  Thyroid 
Radioactive  Iodine  Uptake 

GAYLE  F.  BREWER,  M.D.  and  ROBERT  J.  GRIEF,  M.D. 

Seattle,  Washington 

Normal  thyroidal  radioactive  iodine  uptake  (RAW)  values  depend  on  dietary  iodine 
intake,  which  varies  from  region  to  region  and  may  change  with  time  in  the  same  region. 
The  current  normal  uptake  patterns  have  been  determined  in  55  subjects  residing  in  the 
Seattle  area.  The  current  RAW  pattern  is  significantly  lower  than  the  previously  accepted 
norms:  mean  2-hour  uptake  is  6 percent  with  a range  of  2-10  percent  (formerly  5-12  per- 
cent); mean  24-hour  uptake  is  19  percent  with  a range  of  6-32  percent  (formerly  15-45 
percent). 

Normal  daily  dietary  iodine  intake  in  this  region,  as  measured  by  24-hour  urinary  iodine 
excretion,  ranges  from  125-863  pg/24  hours  with  a mean  of  380  pg/24  hours.  In  contrast 
to  other  parts  of  the  United  States,  bread  does  not  appear  to  be  a major  contributor  to 
dietary  iodine  in  this  region.  Iodized  salt  is  probably  a much  more  important  source  of 
iodine  in  this  area. 


Measurement  of  thyroidal  radio- 
active iodine  uptake  (RAIL!)  is  wide- 
ly used  as  a standard  test  of  thyroid 
function.  In  many  laboratories,  in- 
cluding ours,  the  test  has  been  inter- 
preted using  normal  values  establish- 
ed several  years  ago  in  another  part 
of  the  country:  5-12  percent  uptake 
in  two  hours  and  15-45  percent  up- 
take in  24  hours.* Unlike  most 
laboratory  studies,  however,  the  nor- 
mal values  can  vary  from  one  geo- 
graphic area  to  another,  and  from 
one  time  period  to  another  in  a given 
area.  This  is  because  it  is  a true 
tracer  study,  reflecting  turnover  of 
the  total  body  iodine  pool,  the  size 
of  which  is  determined  by  the 
amount  of  dietary  iodine  ingested. 
Over  the  last  few  years,  we  have  seen 
more  and  more  patients  with  low 
uptake  values,  suggesting  that  the 
true  range  of  normal  uptake  may  be 
changing  downward  in  our  area. 
This  trend  has  also  been  noted  by 
laboratories  in  other  parts  of  the 
country.^”*  A report  by  Pittman, 
et  al,  from  Alabama,  documented 
change  in  the  normal  24-hour  radio- 
iodine uptake  range  from  16-42  per- 
cent in  1959  to  2-29  percent  in 
1968.^  This  change  reflected  an 
elevation  of  total  body  iodine  pool 
due  to  increased  dietary  iodine  in- 
take. They  were  able  to  show  that 


Supported  in  part  by  the  Federal  Health 
Programs  Service  Central  Clinical  Investi- 
gations Committee. 


the  addition  of  an  iodate  to  bread 
being  manufactured  with  a new 
commercial  process  was  the  major 
contributor  of  dietary  iodine  in  their 
area.  The  purpose  of  the  present 
study  is  to  determine  the  current 
range  of  normal  radioactive  iodine 
uptake  values  in  the  Seattle  area. 

materials  and  methods 

Normal  subjects.  Subjects  for  the 
study  were  55  normal  volunteers 
from  the  staff  of  the  United  States 
Public  Health  Service  Hospital.  Each 
subject  was  screened  as  follows: 

1.  Residence  for  at  least  one  year  in 
the  Seattle  area. 

2.  No  history  of  thyroid  disease. 

3.  Clinically  euthyroid  by  history 
and  in  good  health. 

4.  Thyroid  gland  normal  to  palpa- 
tion. 

5.  No  history  of  recent  ingestion  of 
iodine-containing  drugs  or  exposure 
to  radiographic  dyes. 

6.  Normal  serum  protein-bound  io- 
dine (PBI). 

Radioactive  iodine  uptakes.  In 
all  55  subjects,  the  thyroidal  radio- 
active iodine  uptake  was  measured 
at  2 hours  and  24  hours  following 
an  oral  dose  of  approximately  5 liCi 
of  * ^ * I prepared  as  a stock  solution 
of  1 pCi  per  ml.  All  patients  were 
in  the  fasting  state  prior  to  the  test 
dose  and  remained  fasting  until  after 
the  2-hour  uptake  was  obtained. 
Patients  were  counted  in  the  supine 
position  using  a Picker  Ultraprobe 
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with  a 3-inch  sodium  iodide  crystal 
and  a 5-inch,  cylindrical,  flat-field 
collimator.  For  counting,  the  colli- 
mator was  centered  in  the  midline 
above  the  thyroid  gland  using  a 
homemade  spacer  that  provides  a 
reproducible  10-inch  crystal-to-neck 
distance.  Background  neck  counts 
were  obtained  by  shielding  the  thy- 
roid gland  with  a a"  x a”  lead  square. 
The  patient  counts  were  compared 
to  those  of  a plastic  phantom 
(Abbot-Orins  No.  6782)  containing 
a total  of  5 /iCi  of  the  same  stock 
solution  given  the  patient.  Uptake 
is  calculated  by  the  formula: 


ptc-bc 

phc-bc 


100=u 


where  ptc  = patient  count  per  min- 
ute, be  = background  count  per 
minute,  phe  = phantom  count  per 
minute  and  u = percent  uptake.  In 
our  laboratory,  uptake  values  are 
rounded-off  to  the  nearest  percent. 

Urinary  iodine  excretion.  As  an 
indirect  index  of  dietary  iodine  in- 
take, 24-hour  urinary  iodine  assay 
was  carried  out  in  21  of  the  normal 
subjects  by  Scientia  Laboratory, 
Seattle,  and  reported  as  total  micro- 
grams of  iodine/24  hours.  These 
subjects  were  selected  to  represent 
low,  medium,  and  high  RAIU  pat- 
terns within  the  normal  range. 

Bread  iodine  content.  Samples 
of  white  sandwich  bread  from  the 
major  bakers  in  the  Seattle-King 
County  area  were  assayed  for  iodine 
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content  by  Bio-Science  Laboratory, 
Van  Nuys,  California,  and  reported 
as  total  micrograms  of  iodine  per 
slice  of  bread. 

results 

Two-hour  uptake.  The  results  of 
the  2-hour  uptake  values  are  shown 
in  Figure  1.  The  mean  value  is  6 per- 
cent with  a standard  deviation  of 
2.3.  Expressing  this  in  terms  of 
mean  ± two  standard  deviations, 
this  yields  a normal  2-hour  uptake 
range  of  2-10  percent. 

Twenty-four-hour  uptake.  The 
results  of  the  24-hour  uptake  values 
are  shown  in  Figure  2.  The  mean 
uptake  is  19  percent  with  a standard 
deviation  of  6.5  percent  and  a mean 
± two  standard  deviation  range  of 
6-32  percent. 

The  distribution  of  both  the  2- 
hour  and  24-hour  values  shows  the 
skew  to  the  left  typical  of  thyroid 
uptake  as  noted  in  previous  studies.^ 

Twenty-four-hour  urinary  iodine 
excretion.  The  24-hour  urinary  io- 
dine excretion  is  shown  in  Figure  3, 
plotted  against  24-hour  RAIU  values 
for  each  subject.  The  urinary  iodines 
ranged  from  125  to  867  Mg/24  hours 
with  a mean  of  380  Mg/24  hours. 
Average  24-hour  RAIU  for  these 
selected  subjects  was  20  percent.  As 
expected,  the  graph  shows  a general 
inverse  relationship  between  iodine 
intake  as  measured  by  24-hour  io- 
dine excretion  and  the  RAIU  value. 

Bread  iodine  content.  Table  1 
shows  the  iodine  content  per  slice  of 
white  sandwich  bread  for  each  of  six 
major  bakers  in  the  Seattle-King 
County  region.  Except  for  the  bread 
from  two  bakers,  the  bread  in  this 
region  is  remarkably  low  in  iodine 
content  (vide  infra). 

discussion 

The  present  thyroidal  RAIU  val- 
ues are  significantly  lower  than  the 
formerly  accepted  norms.  In  fact, 
the  current  mean  uptake  values  are 
only  slightly  higher  than  the  previ- 
ously used  lower  limits  of  normal. 
We  presume  this  represents  some 
downward  shift  in  the  normal  range 
in  our  area.  However,  this  is  partly 
conjecture  since  we  had  not  previ- 
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ously  studied  a group  of  normals  in 
our  own  laboratory.  We  retrospec- 
tively reviewed  all  normal  thyroid 
uptakes  done  in  our  laboratory  since 
it  opened  in  1966,  and  found  that 
the  2-hour  and  24-hour  uptakes  have 
remained  remarkably  consistent  with 
mean  2-hour  uptake  of  7 percent 
and  mean  24-hour  uptake  of  21-23 
percent.  This  suggests  that  normal 
thyroid  uptake  may  not  have  shifted 
downward  dramatically  in  our  area, 
but  may  have  been  low  for  some 
time. 

The  lower  RAIU  values  suggest 
that  dietary  iodine  intake  must  be 
greater  than  formerly  suspected. 
Urinary  iodine  excretion  studies  in 
our  subjects  support  this  notion. 
The  mean  24-hour  urinary  iodine  ex- 


cretion figure  of  380 /tg  is  probably 
close  to  the  mean  daily  dietary 
iodine  intake  in  our  region.  Recent 
estimates  of  dietary  iodine  intake 
patterns  throughout  the  United 
States  by  Oddie  et  al  show  mean 
daily  intake  in  our  area  of  308-391 
jUg/day,  which  is  in  agreement  with 
our  results.® 

It  is  also  clear  that  there  are  wide 
differences  in  dietary  iodine  intake 
between  normal  subjects  in  the  same 
geographic  region.  Since  there  is  a 
well-established  inverse  relationship 
between  dietary  iodine  intake  and 
thyroid  uptake,^  this  undoubtedly 
contributes  to  the  broadness  of  the 
range  of  normal  thyroid  uptake. 

What  are  the  sources  of  dietary 
iodine  in  our  area?  Although  it  was 


not  feasible  to  perform  a complete 
dietary  analysis  on  our  subjects,  we 
did  look  into  the  iodine  content  of 
certain  items. 

Bread.  Bread  baked  commercial- 
ly has  been  incriminated  by  several 
reports  as  being  unusually  rich  in 
dietary  iodine.®’'®  In  Pittman’s 
study  one  slice  of  white  sandwich 
bread  was  found  to  contain  an  aver- 
age of  150  jUg  of  iodine,  due  largely 
to  the  addition  of  an  iodate  com- 
pound during  a new  continuous- 
mix  commercial  baking  process.® 
We  polled  the  major  bakers  in  the 
Seattle-King  County  area  to  deter- 
mine if  they  are  using  this  same 
technique.  We  discovered  that  only 
one  of  them  is  using  this  process  and 
the  others  have  either  never  used 
the  method  or  had  discontinued  us- 
ing it  more  than  a year  prior  to  our 
inquiry.  Another  of  the  bakers  does 
not  add  an  iodate  directly,  but  does 
add  a yeast  mixture  that  contains 
some  iodine.  We  submitted  a slice 
of  white  sandwich  bread  from  each 
of  six  major  bakers  in  this  region 
for  assay  of  iodine  content.  The  re- 
sults are  shown  in  Table  1.  Bread 
from  four  of  these  bakers  is  remark- 
ably low  in  iodine  content.  The  only 
breads  with  significant  iodine  con- 
tent are  Sunbeam,  which  is  produced 
by  a baker  still  using  the  continuous- 
mix  process,  and  Orowheat,  from 
the  bakery  using  the  yeast  additive. 
With  this  information,  we  retrospec- 
tively polled  our  normal  subjects  to 
determine  if  there  was  a correlation 
between  the  brand  of  bread  they 
ate  and  their  uptake  pattern.  No 
such  correlation  was  found.  We  con- 
clude from  these  data  that  bread  is 
not  a prime  source  of  dietary  iodine 
in  this  region. 

Water.  About  one  year  ago, 
Seattle  began  adding  fluorine  to  the 
water  supply.  This  is  done  in  a con- 
centration of  one  part  per  million. 
We  reasoned  that  if  there  was  some 
iodine  contamination  in  this  process, 
even  on  the  very  low  level  of  one 
part  in  ten  million,  this  could  pro- 
vide a tenth  of  a microgram  of  io- 
dine per  ml  of  water;  a normal  per- 
son would  probably  ingest  200  to 
300  micrograms  of  iodine  in  this 
way  each  day.  Seattle’s  tap  water 
was  analyzed  for  us  by  Scientia  Lab- 


TABLE  1 

Bread  Iodine  Content  in  the  Seattle  Area 

Iodine  content  per  slice 
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TABLE  2 

Iodine  Content  of  Certain  Seafoods^  * 


Food 

Iodine  content  of  average 

Haddock 

318 

Cod 

146 

Salmon 

133 

Shrimp 

130 

Lobster 

102 

Oysters 

58 

Halibut 

52 

Herring 

52 

oratories,  Seattle,  and  there  was  no 
detectable  iodine  present.  There- 
fore, we  must  also  discount  this  as  a 
source  of  dietary  iodine. 

Seafood.  Since  Seattle  is  a sea- 
port with  an  abundance  of  readily 
available  seafoods,  which  are  gener- 
ally considered  to  be  rich  in  iodine, 
we  thought  this  might  be  an  import- 
ant source  of  dietary  iodine.  We 
searched  the  literature  to  find  some 
indication  of  the  actual  iodine  con- 
tent of  such  foods  and  found  inform- 
ation in  a report  by  Grayson,  shown 
in  Table  2.^  ’ Although  somewhat 
rich  in  iodine  concentration,  the 
amount  of  iodine  present  in  a typical 
serving  of  most  seafoods  is  not  great 
enough  to  be  of  major  importance 
in  people  eating  a balanced  diet. 

Salt.  Iodized  table  salt  is  pre- 
pared to  contain  about  75  /ig  of  io- 
dine per  gram  of  salt.  Iodine  from 
this  source  adds  up  quickly  in  the 
diet.  One  shake  of  salt  from  a typi- 
cal salt  shaker  contains  about  10)Ug 
of  iodine,  one  teaspoon  of  salt  con- 
tains about  300  )Ug,  and  a pound  of 
salt  contains  35,000/ug.  Wide  indiv- 
idual variations  in  salt  intake  un- 
doubtedly exist,  but  mean  daily-salt 


intake  probably  is  in  the  range  of 
3-6  grams  per  day.*°’*^  It  seems 
likely  that  this  represents  the  most 
important  source  of  dietary  iodine 
in  our  area. 

Interpretation  of  the  RAW  Test. 
It  has  been  said  that  the  thyroid 
uptake  test  is  a better  test  for  hyper- 
thyroidism than  for  hypothyroid- 
ism. This  would  seem  to  be  even 
more  applicable  in  light  of  the 
downward  shift  in  normal  values. 
Interpretation  of  a low  value  has  al- 
ways been  difficult  because  even  a 
small  amount  of  iodine  contamina- 
tion can  cause  a falsely  low  uptake. 
The  number  of  interfering  substan- 
ces is  formidable,  and  it  is  virtually 
impossible  to  eliminate  them  all.*  * 
Therefore,  it  is  unwise  to  diagnose 
hypothyroidism  on  the  basis  of  a 
low  RAIU  alone.  The  correlation 
of  the  thyroid  uptake  with  the  clini- 
cal examination  and  the  PBI,  which 
tends  to  be  elevated  in  the  face  of 
iodine  contamination,  is  necessary’ 
for  proper  evaluation  of  the  patient. 
When  uncertain,  we  follow  the  thy- 
roid uptake  test  with  the  TSH  stim- 
ulation test  to  further  investigate 
the  suspicion  of  hypothroidism. 


The  revision  in  uptake  norms  also 
affects  the  interpretation  of  elevated 
values.  Many  uptake  results  former- 
ly accepted  as  normal  must  now  be 
viewed  as  elevated  in  light  of  the 
downward  shift  of  normal.  It  is 
also  important  to  remember  that 
the  boundaries  of  normal  RAIU  are 
statistical  guidelines,  not  hard-and- 
fast  borders.^  Some  normal  patients 
will  fall  outside,  and  some  patients 
with  thyroid  disease  will  fall  inside, 
the  statistical  range  of  normal.  Bor- 
derline values  must  always  be  corre- 
lated with  the  patient’s  clinical  pic- 
ture and  other  parameters  of  thyroid 
function.  We  do  not  hesitate  to  per- 
form the  T3  suppression  test  in  a 
patient  strongly  suspected  of  having 
hyperthyroidism,  even  if  the  RAIU 
values  are  normal. 

In  the  future,  the  thyroidal  radio- 
active iodine  uptake  test  will  con- 
tinue to  be  an  extremely  useful  test 
of  thyroid  function.  To  interpret 
the  test  properly,  it  will  be  essential 
periodically  to  re-establish  the  range 
of  normal  uptake  patterns  to  keep 
pace  with  changing  patterns  of  io- 
dine intake.  Ideally,  each  laboratory 
should  determine  its  own  range  of 
normal  values  by  studying  normals 
with  its  own  counter  and  phantom, 
since  small  variations  are  bound  to 
exist  between  laboratories.  For  the 
present,  however,  it  is  quite  likely 
that  the  lower  values  we  have  found 
will  be  very  close  to  the  normal  val- 
ues in  other  laboratories  in  this  area 
using  similar  counting  techniques. 

USPHS  Hospital 
1131  14th  Avenue  So. 

(98144) 
(Dr.  Griep) 
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S tat-Electro  cardiography: 

A New  Method 

HERBERT  J.  SEMLER,  M.D.,  LEE  E.  KUHN,  and  LAUREL  D.  SMITH 

Portland,  Oregon 


An  instant  cardiac  sensor  provides  a self-contained  electrocardiograph  with  principal  QRS  deflec- 
tions displayed  on  a small  meter.  The  portable  instrument  can  also  he  used  as  a high  performance  probe 
and  preamplifier  for  a graphic  recorder  or  scope  monitor.  Precordial  ECG  wave  forms  can  be  sensed  in 
less  than  3 seconds  without  limb  lead  connections,  paste,  jelly  or  patient  preparation.  Cardiac  rhythm 
strips  recorded  via  the  QRSstat  were  compared  ana  correlated  satisfactorily  with  conventional  12-lead 
ECG’s  in  more  than  350  patients.  The  small,  hand-held  battery-operated  monitor  is  readily  available 
for  immediate  detection  of  the  ECG  in  patients  suspected  of  having  cardiac  arrest  so  that  corrective 
treatment  will  not  be  unnecessarily  delayed. 


Advent  of  the  coronary  care  unit 
(CCU)  has  made  a substantial  reduc- 
tion in  the  mortality  rate  of  patients 
admitted  to  hospitals  with  acute  my- 
ocardial infarctions.*”^  Grace  and 
associates  have  reported  an  annual 
mortality  rate  prior  to  the  CCU  of 
32  percent;  since  coronary  care  the 
percentage  has  been  lowered  to  17 
percent.^  The  reduction  in  mortal- 
ity rate  has  been  attributed  in  large 
part  to  the  prompt  recognition  and 
immediate  treatment  of  cardiac  ar- 
rest and  life-threatening  arrhythmias 
in  acute  myocardial  infarction.^ 

The  time  factor  is  critical  in  any 
system  designed  for  treatment  of 
cardiac  arrest.  To  prevent  sudden 
death  from  ventricular  fibrillation, 
the  time  factor  is  of  the  order  of 
two  to  four  minutes  in  the  absence 
of  cardiopulmonary  resuscitation.^ 
Kouwenhoven  and  co-workers  cor- 
related the  time  that  ventricular  fi- 
brillation persisted,  when  experi- 
mentally induced  in  dogs,  with  the 
percent  survival  rate.  They  found 
that  electrical  defibrillation  admin- 
istered within  one  minute  after  the 
onset  of  ventricular  fibrillation  led 
to  survival  of  90  percent,  in  contrast 
to  survival  of  only  27  percent  when 
ventricular  fibrillation  was  of  two 
minutes  duration.^ 

Rapid  recognition  of  cardiac  ar- 
rest, whether  it  be  due  to  ventricu- 
lar standstill  or  fibrillation,  is  hamp- 
ered by  the  unavailability  of  electro- 
cardiographs. Even  under  the  most 
favorable  hospital  conditions,  be- 
tween 55  and  120  seconds  may  be 


Dr.  Semler  is  the  director,  and  Mrs. 
Kuhn  and  Mrs.  Smith  are  research  associ- 
ates in  the  Cardiac  Telemetry  Station,  St. 
Vincent  Hospital  and  Medical  Center, 
Portland,  Oreson. 


required  to  obtain  an  electrocardio- 
gram (ECG)  during  an  emergency 
occurring  in  areas  where  monitors 
are  absent.®  Just  as  in  the  intensive 
care  unit,  patients  in  a ward  or  phy- 
sician’s office  may  develop  sudden 
cardiac  arrhythmias  where  prompt 
diagnosis  is  mandatory  but  may  be 
delayed  due  to  the  non-proximity 
of  electrocardiographs.  The  ECG 
still  remains  the  most  accurate  meth- 
od for  diagnosis  of  arrhythmias  and 
is  mandatory  for  differentiating  ven- 
tricular fibrillation  from  asystole. 
Arrhythmias  are  often  so  transient 
that  difficulty  is  experienced  in  re- 
cording an  ECG  during  the  parox- 
ysmal attack  due  to  the  time  in- 
volved in  securing  an  electrocardio- 
graph.^’* **  Even  if  only  a short  strip 
of  the  ECG  is  recorded  during  the 


dysrhythmia  that  strip  can  be  of 
great  diagnostic  importance.  Re- 
cording of  a rhythm  strip  could  be 
done  by  paramedical  personnel  or 
nurses  and  later  interpreted  by  the 
physician. 

Green  described  the  usefulness 
of  the  electrocardiophone  for  bed- 
side recognition  of  cardiac  arryth- 
mias  in  situations  requiring  rapid 
diagnosis.**  Audible  signals  were 
produced  but  were  difficult  to  inter- 
pret and  no  graphic  display  of  the 
ECG  could  be  recorded.  To  help 
solve  these  problems,  an  instant  ECG 
sensor  was  developed  to  detect  car- 
diac electrical  activity  in  less  than  3 
seconds  and  still  be  physically  small 
enough  to  be  readily  available  for 
immediate  application  during  car- 
diac emergencies. 


Fig.  1.  Application  of  the  QRSstat  over  the  lower  anterior  precordium  The 
instrument  is  connected  to  a portable  battery-operated  graphic  recorder  shown  on 
the  right. 
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methods  and  materials 


An  instant  ECG  sensor  {QKSstat) 
is  a portable,  battery-operated,  hand- 
held device  measuring  7 cm  high,  in- 
cluding probes;  7 cm  wide;  and  17 
cm  long,  including  output  connect- 
ors. Three  special  designed  elec- 
trodes are  in  close  proximity  to  the 
solid-state  differential  amplifier.  The 
entire  unit  weighs  13  ounces.  Fre- 
quency response  is  less  than  0.08  to 
over  1,000  Hz  at  the  70  percent 
(3db)  points.  Common-mode  rejec- 
tion ratio  is  not  less  than  10,000  to 
1 (80db)  from  DC  to  100  Hz.  The 
instant  cardiac  sensor  is  simply 
placed  over  the  lower  sternum  with 
two  electrodes  just  to  the  right  of 
the  sternum  and  the  third  electrode 
placed  in  the  fifth  intercostal  space. 
Figure  1.  The  silver  electrodes  have 
short,  sharp,  silver-plated  teeth  that 
penetrate  the  stratum  corneum  for 
a good,  low-polarization  potential, 
contact  with  the  patient’s  chest. 
Limb  leads,  electrode  paste,  jelly  or 
patient  preparation  are  not  neces- 
sary. An  “on-off”  switch  for  the 
amplifier  is  provided  on  the  casing 
and  ECG’s  are  available  within  3 
seconds  after  the  switch  is  turned 
“on.”  An  ECG  can  even  be  detected 
through  a patient’s  clothing  by  pro- 
viding a source  of  liquid  between 
the  electrodes  and  the  cutaneous 
surface.  This  is  easily  done  by  tak- 
ing an  alcohol  sponge  and  wetting 
the  clothing.  A calibration  button 
provides  a 10-millimeters-per-milli- 
volt  signal  for  standardization  of  the 
sensor.  The  pointer  of  a meter  indi- 
cates the  principal  QRS  deflections 
similar  to  the  movement  of  the 
stylus  on  a standard  electrocardio- 
graph. Precordial  leads  resembling 
VI  through  V6  are  obtained  depend- 
ing on  where  the  electrode  probes 
are  placed  on  the  anterior  chest.  P- 
QRS-T  complexes  can  be  recorded 
on  a standard  electrocardiograph  by 
using  the  signals  available  at  the  left 
auxiliary  jack  connector  on  the  rear 
of  the  unit.  Impulses  can  be  simul- 
taneously viewed  on  a cathode  ray 
scope  monitor  via  the  right  auxiliary 
jack  connector.  The  QRSstar  is 
small  enough  to  be  carried  in  a phy- 
sician’s bag  or  pocket  — or  be  readily 
available  as  standard  equipment  on 
a hospital  ward. 

results 


LD.  63  r.o.n... 
10/6/70* 


Fig.  2.  Above,  standard,  12-lead  ECG.  Below,  rhythm  strip  recorded  viaQRS- 
stat.  The  patient  was  a 62-year-old  negress,  checked  tor  fainting. 


Fig.  3.  Above,  standard  12-lead  ECG.  Below,  continuous  tracing  via  QRSsfaf. 
The  patient,  a 75-year-old  woman,  had  4 Stokes-Adams  attacks  during  the  24 
hours  preceding  the  examination. 


CONTINUOUS  ElECTROCAIiDIOG«AM- 


•Vio  OBSilot 

A.M.,  60  y.o.w.m.  with  polpitotion*  for  5 yoors 
BP:  135/70  Normol  ECG  Qf>d  chest  X-Ray 


The  Q_RSstat  has  been  applied  to 
more  than  350  patients,  and  we  find 


Fig.  4.  Continuous  ECG  via  QRSstaf.  The  patient,  a 60-year-old  man,  had 
complained  of  palpitation  for  five  years. 
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satisfactory  clinical  correlation  with 
conventional  electrocardiograms  in 
the  diagnosis  of  cardiac  rhythm. 
The  battery-powered  instrument  has 
been  used  repeatedly  for  over  six- 
month  periods  on  hospital  wards 
without  difficulty  or  malfunction. 
Nurses  and  paramedical  personnel 
quickly  learn  to  record  ECG  rhythm 
strips  on  patients  outside  of  the  cor- 
onary care  unit  and  find  the  QRSstat 
useful  as  a satellite  monitor.  The 
rhythm  tracings  have  been  analyzed 
by  paramedical  personnel  and  their 
interpretation  compared  independ- 
ently by  a cardiologist.  In  106 
QRSstat  rhythm  strips,  there  was 
complete  agreement  in  the  ECG  di- 
agnosis made  by  paramedical  per- 
sonnel and  the  cardiologist  in  97 
percent  of  the  tracings. 

CASE  REPORTS 

Case  1.  A 62-year-old  negro  woman 
was  evaluated  for  fainting  spells  and  had 
a dry,  flaky  skin  associated  with  general- 
ized ichthyosis.  There  was  also  talcum 
powder  over  the  anterior  chest  which, 
prevented  recording  of  the  precordial 
leads  by  the  standard  electrocardiograph 
until  the  powder  was  removed.  However, 
the  QKSstat  provided  excellent  ECG 
wave  forms  without  any  preparation  of 
the  chest.  Figure  2.  Furthermore,  during 
the  time  the  instant  cardiac  sensor  was 
applied,  she  had  multifocal  premature 
ventricular  contractions. 

Case  2.  A 75-year-old  woman  had  4 
grand  mal  seizures  associated  with  Stokes- 
Adams  disease  and  was  transferred  by  air- 
plane ambulance  for  cardiac  pacemaker 
implantation.  As  she  entered  the  hospital, 
the  QRSsfuf  was  immediately  applied  and 
the  ECG  recorded  in  less  than  10  seconds. 


At  the  same  time,  a standard  ECG  was 
immediately  requested.  Fifteen  minutes 
later,  the  12-lead  ECG  was  recorded  and 
the  cardiac  rhythm  was  identical  with  the 
QRSsfaf  findings.  Figure  3. 

P-QRS-T  waves  are  readily  dis- 
played by  the  QRSstat  aiding  diag- 
nosis of  arrhythmias  as  depicted  by 
the  following  example: 

Case  3.  A 60-year-old  man  had  un- 
identified palpitations  for  over  5 years 
and  was  apprehensive  about  jogging, 
mountain  climbing  and  hunting.  Repeat- 
ed examinations,  standard  electrocardio- 
grams and  exercise  tests  were  negative. 
Finally  he  had  an  attack  as  he  entered  the 
office.  Instant  application  of  the  QRSstat 
disclosed  frequent  premature  atrial  con- 
tractions, Figure  4.  However,  so  brief 
was  the  episode  that  by  the  time  the  stan- 
dard electrocardiograph  was  connected, 
the  arrhythmia  had  subsided.  Further 
attempts  to  identify  the  arrhythmia  by 
standard  ECG’s  at  rest  and  during  exer- 
cise testing  were  unsuccessful.  Propanolol 
10  mg  T.I.D.  was  prescribed  and  the  pa- 
tient has  been  asymptomatic  during  the 
ensuing  ten  month  follow-up  period. 

Usefulness  of  the  QRSstat  is 
markedly  augmented  by  using  a 
rechargeable,  battery-operated,  all 
transistorized,  portable  electrocardi- 
ograph, Figure  1.  This  provides  a 
compact  system  that  weighs  approx- 
imately 11  pounds  and  is  light 
enough  to  be  carried  by  a nurse.  It 
eliminates:  1.  dependence  on  a pow- 
er line;  2.  60-cycle  interference;  and 
3.  necessity  for  running  a ground 
wire. 

comment 

The  instant  cardiac  sensor  was 
evaluated  and  found  to  be  useful  in 


patients  who  are  subject  to  paroxys- 
mal arrhythmias  or  sudden  cardiac 
crises.  The  QRS.srat  is  suitable  for 
immediate  recognition  of  cardiac 
electrical  signals  of  unconscious  per- 
sons or  apparent  heart  attack  vic- 
tims. Cardiac  rhythm  strips  provided 
by  the  portable  ECG  unit  are  also 
valuable  in  following  patients  with 
implanted  pacemakers,  digitalis  in- 
toxication or  in  the  post-coronary 
period.  Information  is  obtained 
rapidly,  without  unnecessary  delay 
to  the  patient  or  physician.  The 
QRSstarprovidesasimple  means  for 
monitoring  patients  being  transpor- 
ted to  or  within  the  hospital,  and 
especially  those  being  transferred 
from  an  operating  room  to  the  re- 
covery area.  The  QRSstat  displays 
immediate  signs  of  cardiac  electrical 
activity  and  may  prove  useful  for 
differentiating  ventricular  fibrilla- 
tion from  asystole  in  the  patient 
with  sudden  cardiac  arrest.  Since 
the  electrode  probes  are  applied 
over  the  chest,  the  arms  and  legs  are 
not  involved  so  that  a stable  ECG 
may  be  recorded  in  patients  with 
tremor  of  the  extremities,  convul- 
sions, asthma,  orthopnea,  or  ampu- 
tated limbs. 

One  of  the  principal  functions  of 
the  QRSstat  is  to  display  signs  of 
cardiac  electrical  activity  in  the  pa- 
tient suspected  of  having  cardiac  ar- 
rest so  that  corrective  treatment  will 
not  be  unnecessarily  delayed. 

2330  NW  Flanders 
(97210) 
(Dr.  Semler) 
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Manometric  Cholangiography: 

Experience  in  90 Patients 

DAVID  HOPTON,  M.D.,  Cardiff,  Wales,  and  THOMAS  T.  WHITE,  M.D.,  Seattle,  Washington 

III  ninety  patients  undergoing  cholangiography  the  pressure  required  for  passage  of  dye 
into  the  duodenum  tvas  measured  at  the  time  the  x-rays  were  taken.  Small  stones  were 
found  in  the  lower  end  of  the  bile  duct  in  two  patients  and  pathologically  confirmed 
fibrosis  of  the  sphincter  was  found  in  six  patients  with  otherwise  normal  cholangiograms. 
Two  patients  were  not  explored  because  normal  pressures  were  found. 


During  the  past  year  we  have 
measured  the  common  bile  duct 
pressure  in  90  patients  who  were 
undergoing  biliary  or  pancreatic  sur- 
gery'. We  have  attempted  to  relate 
the  pressure  to  the  disease  found  in 
the  common  bile  ducts  in  these  pa- 
tients, and  to  compare  our  results 
with  other  commonly  accepted  cri- 
teria used  for  indicating  the  need 
for  common  bile  duct  exploration. 
Fifteen  surgeons  cooperated  in  the 
study,  and  most  of  the  operations 
were  done  in  the  University  Hospital 
and  the  Swedish  Hospital  in  Seattle. 

method 

Manometric  cholangiography  was 
developed  in  France  during  the  late 
1930’s  and  was  a development  of 
operative  cholangiography.  The  ap- 
paratus which  we  used  was  Faure’s 
Modification  of  Caroli’s  .Manometer, 
Figure  1.  It  consisted  of  a glass  tube 
manometer  and  a reser\  oir  that  con- 
tained a bubble  chamber  to  indicate 
flow.  The  apparatus  was  primed 
with  15  percent  Hypaque  in  saline 
and  could  thus  be  used  to  measure 
pressure  and  take  cholangiograms 
simultaneously.  At  operation,  a can- 
nula was  introduced  into  the  cystic 
duct  and  connected  to  the  mano- 
meter. The  manometer  scale  was 
adjusted  so  that  O cm  corresponded 
to  the  common  bile  duct  level  and 
this  w'as  done  accurately  by  means 
of  a spirit  level.  The  clips  on  the 
tubing  were  now  opened  and,  start- 
ing with  the  reservoir  at  6 cm  above 
the  common  bile  duct,  it  was  moved 
up  the  scale  slowly  until  continuous 
bubbling  indicated  flow’  through  the 
tubing  into  the  common  bile  duct 
and  through  the  sphincter  of  Oddi 
into  the  duodenum.  This  was  the 
“opening  pressure”  and  at  this  point 
a radiograph  was  taken.  The  reser- 
voir was  now  moved  up  to  the  45- 
50  cm  level  and,  after  10  ml  of  con- 
trast medium  had  run  into  the  duct, 
a second  film  was  taken.  The  tubing 


from  the  resertoir  was  now  closed 
off  and  the  manometer  level  allowed 
to  fall  to  a steady  pressure.  This  was 
the  “residual  pressure”  and  at  this 
point  a third  film  was  e.xposed.  The 
whole  procedure  took  about  ten 
minutes.  The  apparatus  additionally 
required  several  minutes  for  assem- 
bly before  the  operation  commenc- 


ed, and  considerable  care  was  taken 
during  manipulation  of  the  tubing 
and  the  cannula  in  order  to  prevent 
air  bubbles  getting  into  the  common 
bile  duct.  On  the  basis  of  previous 
work  done  by  other  investigators  w'e 
considered  the  upper  limit  of  nor- 
mal common  bile  duct  opening  pres- 
sure to  be  16  cm. 
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results 

Ninety  patients  were  studied.  In 
50  patients  there  were  normal  pres- 
sures and  normal  common  bile 
ducts.  In  21  patients  there  were 
abnormal  pressures  and  also  an  ab- 
normal common  bile  duct.  In  9 pa- 
tients ducts  were  considered  to  be 
“equivocal  ducts”  and  these  will  be 
discussed  separately.  In  10  patients 
technical  failure  prevented  estima- 
tion of  the  opening  or  resting  pres- 
sure, Table  1. 

TABLE  1 

Results  of  Manometric  Cholangi- 
ography Trial 

(Normal  C.B.D.  opening  pressure  re- 
garded as  16  cm  of  15%  Hypaque) 

90  patients  studied 
50  normal  opening  pressures  and 
normal  ducts 

21  abnormal  opening  pressures  and 
abnormal  ducts 
9 “equivocal”  ducts 
10  technical  failures 


technical  failures 

In  3 patients  it  was  not  possible 
to  cannulate  the  cystic  ducts  be- 
cause they  were  too  small.  In  4 pa- 
tients the  cannula  was  obstructed  by 
twisting  of  the  cystic  duct  or  acute 
angulation  of  the  common  bile  duct. 
In  one  patient  the  contrast  medium 
leaked  back  around  the  cannula,  and 
2 patients  were  given  morphine  dur- 
ing the  course  of  the  operation.  This 
meant  that  they  had  to  be  excluded 
from  the  study.  Table  2. 

common  bile  duct  pressures 

The  mean  recorded  pressures  in 
the  normal  and  abnormal  common 

TABLE  2 

Causes  of  Technical  Failure 


Cannulation  was  impossible  3 

Cannula  was  obstructed  4 

Leak  around  the  cannula  1 

Given  morphine  during  the 
operation  2 


TABLE  3 


Pressures  in  Normal  and  Abnormal  Common  Bile  Ducts 


Opening  pressure 
Resting  pressure 
Effect  of  premedication  on 
the  opening  pressure 
Morphine 
Demerol 
(Pethidine) 

Other  drugs 

*Significantly  different 


Normal  C.B.D. 
1 3.1  ± 2.0  cm 
11.3  ± 2.3  cm 


12.0  ± 4.0  cm 
12.6  ± 2.2  cm 

14.3  ± 1.1  cm 


TABLE  4 


Abnormal  C.B.D. 
26.6  ± 8.1  cm* 
23.5  ± 10.0  cm* 


Duct  Diameters  and  Age 


Ages  of  patients 
Common  bile  duct  diameter 
Cystic  duct  diameter 


*Significantly  different 


Normal  Ducts  Abnormal  Ducts 


46.6  ± 15.6  yrs  49.4  ± 15.1  yrs 

8.0  ±1.9  mm  12.9  ± 5.2  mm 

3.1  ±1.0  mm  4.3  ± 1.2  mm 

(all  abnormal  ducts) 

4.9  ± 1.1  mm* 
(ducts  with  CBD  stones) 


TABLE  5 
Equivocal  Ducts 

Normal  ducts  with  raised  CBD  pressure  (one  of  them  was  explored 
because  of  a bubble  seen  on  the  cholangiogram)  4 

Presumed  abnormal  ducts  (in  2 - stones  pushed  through  into  the 
duodenum,  in  1 - pancreatitis)  3 

Abnormal  ducts  which  contained  stones,  but  normal  pressures 
recorded  2 


bile  ducts  showed  a significant  dif- 
ference. The  mean  opening  pressure 
in  patients  with  normal  ducts  was 
13.1  ± 2.0  cm  pressure  and  in  the 
abnormal  ducts  the  mean  pressure 
was  26.6  ±8.1  cm.  The  mean  rest- 
ing pressure  in  the  normal  ducts  was 
11.3  ± 2.3  cm  and  in  the  abnormal 
ducts  it  was  23.5  ± 10.0  cm.  Table  3. 

effects  of  premedication 

In  order  to  minimize  the  effect  of 
analgesic  drugs  on  the  study  we  en- 
sured that  premedication  was  given 
at  least  1 Vi  hours  before  the  pressure 
measurement.  In  order  to  estimate 
the  effect  of  the  various  premedi- 
cation drugs  used,  the  mean  open- 
ing pressures  in  the  patients  with 
normal  ducts  were  calculated  for 
the  various  types  of  premedication. 
When  morphine  was  given  the  mean 
opening  pressure  was  12.0  ± 4.0  cm. 
In  those  patients  who  were  given 
Demerol  the  opening  pressure  was 
12.6  ± 2.2  cm  and  in  those  patients 
who  had  other  drugs  for  premedica- 
tion the  opening  pressure  was  14.3 
±1.1  cm.  The  effects  of  these  dif- 
ferent premedications  is  not  signifi- 
cant and  it  is  therefore  acceptable 
to  allow  normal  premedication  be- 
fore carrying  out  manometry,  with 
the  proviso  that  the  drugs  be  given 
at  least  IV2  hours  before  the  pres- 
sure study  is  carried  out. 

common  bile  duct  diameter  and  cys- 
tic duct  diameter 

The  external  diameter  of  the 
common  bile  duct  was  measured  by 
visual  comparison  with  Bakes  dila- 
tors of  known  size.  The  mean  diam- 
eter of  the  normal  ducts  was  8.0  ± 
1.9  mm  and  a corresponding  figure 
in  the  abnormal  ducts  was  12.9  ± 
5.2  mm.  The  cystic  duct  diameter 
was  also  estimated,  and  in  the  pa- 
tients with  normal  common  bile 
ducts  the  mean  cystic  duct  diameter 
was  3.1  ± 1.0  mm.  In  all  the  abnor- 
mal common  bile  ducts  the  mean  cy- 
stic duct  diameter  was  4.3  ± 1.2 
mm,  but  in  those  patients  who  had 
stones  in  the  common  bile  duct  the 
mean  cystic  duct  diameter  was  4.9 
± 1.1  mm,  and  this  is  significantly 
enlarged.  Table  4. 

We  have  plotted  a graph  of  the 
common  bile  duct  diameter  against 
the  opening  pressure.  Figure  2,  and 
this  shows  that  there  is  good  correla- 
tion between  the  opening  pressure 
and  the  common  bile  duct  diameter 
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in  those  patients  who  had  normal 
ducts.  In  those  patients  who  had 
abnormal  ducts  the  common  bile 
duct  diameter  ranged  from  6 cm  to 
more  than  20  cm.  It  is  obviously 
not  possible  to  say  with  certainty 
that  a small  duct  is  normal,  but  a 
duct  greater  than  10  mm  diameter 
is  probably  abnormal. 

small  gallstones 

We  recorded  the  incidence  of  gall- 
stones of  3 mm  or  less  diameter  in 
the  gallbladder.  These  were  present 
in  57  percent  of  patients  with  nor- 
mal ducts  and  in  85  percent  of  pa- 
tients with  abnormal  ducts.  Thus 
small  stones  are  of  no  value  in  decid- 

TABLE  6 

Pressure  studies  were  of  value  in: 

3 out  of  67  primary  biliary  opera- 
tions 

7 out  of  13  secondary  biliary  opera- 
tions 


24^ 

22 


ing  whether  or  not  to  explore  the 
duct.  Jaundiced  patients  all  had 
raised  pressure. 

equivocal  ducts 

This  artificial  grouping  of  pa- 
tients were  those  in  whom  the  pres- 
sure did  not  clearly  correlate  with 
the  state  of  the  duct.  Four  patients 
had  normal  ducts  but  we  recorded  a 
raised  opening  pressure.  One  of 
these  ducts  was  explored  because  a 
shadow  was  visible  on  the  cholangi- 
ogram.  Three  patients  had  pre- 
sumed abnormal  ducts  and  abnor- 
mal pressures.  In  2 of  these  a stone 
was  thought  to  have  been  pushed 
through  into  the  duodenum  in  the 
initial  exploration  of  the  duct  and 
one  of  the  patients  had  pancreatitis 
which  had  caused  some  stenosis  of 
the  lower  end  of  the  duct  and  pre- 
sumably caused  the  raised  pressure. 
Two  abnormal  ducts  that  contained 
stones  had  normal  pressures.  For- 


tunately, the  stones  were  seen  on 
the  cholangiograms.  Table  5. 

assessment  of  value 

In  10  patients  we  considered 
that  the  pressure  study  was  of  value 
in  reaching  the  correct  decision  as  to 
whether  or  not  to  explore  the  com- 
mon bile  duct.  On  two  occasions 
the  duct  was  not  explored  because 
of  the  normal  pressure,  and  this  de- 
cision was  supported  by  satisfactory 
postoperative  progress.  In  8 patients 
raised  opening  pressures  led  to  the 
diagnosis  of  pathologic  ducts.  In  2 
of  these  patients  the  cholangiograms 
appeared  to  be  normal,  but  on  ex- 
ploration, very  small  stones  were 
found  in  the  common  bile  duct.  In 
6 patients  the  pressures  were  raised 
and  the  cholangiograms  were  nor- 
mal, but  stenosis  of  the  sphincter  of 
Oddi  was  found,  and  this  diagnosis 
was  confirmed  histologically.  These 
patients  were  treated  by  sphincter- 
oplasty. 

The  opening  pressure  in  the  com- 
mon bile  duct  will  not  be  influenced 
by  stones  in  the  hepatic  ducts  or  the 
middle  parts  of  the  common  bile 
ducts.  Only  stones  in  the  lower  part 
of  the  duct  or  disorders  of  the  func- 
tion of  the  sphincter  of  Oddi  will 
cause  a raised  duct  opening  pressure. 
Very  small  stones  and  stenosis  of  the 
sphincter  of  Oddi  will  not  show  up 
on  cholangiograms,  but  can  be  diag- 
nosed by  a raised  opening  pressure. 

In  3 out  of  67  primary  biliary 
operations  the  pressure  recording 
was  considered  to  be  of  value,  but 
in  7 out  of  13  secondary  biliary  op- 
erations the  investigation  was  of 
value.  Table  6.  Thus  the  pressure 
study  was  of  relatively  greater  value 
in  secondary  operations. 

In  this  series  of  patients  the  pres- 
sure study  alone  gave  a correct  diag- 
nosis in  92  percent  of  the  patients 
on  whom  it  was  carried  out.  The 
associated  radiological  studies  also 
gave  a 92  percent  accurate  diagnosis, 
but  of  a different  grouping  of  pa- 
tients. If  the  evidence  of  the  pres- 
sure study  and  radiology  are  com- 
bined, a diagnostic  accuracy  of  98 
percent  was  achieved. 

A simpler  technique  would  be 
advantageous,  and  this  is  to  be  in- 
vestigated in  the  next  stages  of  this 
study. 

1115  Columbia  Street 
(98104) 
(Dr.  White) 
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Notes  on  Digestive  Diseases  — 

II  Functional  Bowel  Disease 

MARTIN  D.  GELFAND,  M.D.,  Seattle,  Washington 


Although  the  term  functional 
bowel  disease  is  used  synonymously 
with  spastic  colon,  irritable  colon, 
mucous  colitis  and  a myriad  of 
others,  it  is  not  a “waste  basket” 
diagnosis.  It  presents  a characteris- 
tic symptom  complex.  In  his  second 
or  third  decade,  the  patient  may 
start  a cyclical  pattern  of  alterna- 
ting diarrhea  and  constipation.  After 
several  days  of  obstipation,  severe 
abdominal  cramps  frequently  pre- 
cede a hard,  small  stool  followed  by 
successively  looser  stools.  This  siege 
of  diarrhea  is  usually  finished  by  the 
end  of  the  morning,  but  may  last 
longer,  to  be  followed  again  by  a 
period  of  obstipation.  Lower  ab- 
dominal pain  is  almost  always  re- 
lieved by  the  bowel  movement 
which  may  be  thin  in  caliber.  The 
young  female  is  more  inclined  to  be 
constipated;  the  young  male  to  have 
diarrhea.  The  older  patient  usually 
has  had  chronic  constipation  for 
many  years,  which  now  fails  to  re- 
spond to  harsh  laxatives  or  high 
enemas.  Nocturnal  bowel  move- 
ments and  fecal  incontinence,  symp- 
toms indicative  of  organic  bowel 
disease,  are  not  present. 

The  correct  diagnosis  is  usually 
so  apparent  in  the  young  patient’s 
history  that  laboratory  testing  and 
x-ray  examination  are  superfluous. 
The  patient  has  not  lost  any  weight, 
and  is  afebrile.  Physical  examina- 
tion may  reveal  borborygmi,  vague 
lower  abdominal  tenderness  and  pal- 
pable stool  in  the  colon.  In  older 
patients,  however,  symptoms  of  a 
carcinoma  may  not  be  recognized 
when  superimposed  on  the  chronic 
pattern,  so  proctoscopy  and  barium 
enema  are  essential.  If  there  is  a 
question  of  milk  sensitivity,  a lac- 
tose tolerance  test  should  be  per- 
formed.* 

The  pathophysiology  is  still  poor- 
ly understood.  Patients  with  func- 


*  Lactose  (50  gm)  is  given  orally  to  a 
fasting  patient  and  blood  is  drawn  for 
glucose  determinations  at  0,  15,  30,  60, 
and  90  minutes.  If  none  of  the  post- 
lactose blood  sugar  levels  is  greater  than 
22  gm/100  cc  more  than  the  fasting  level, 
the  patient  will  develop  abdominal  dis- 
tention, cramps,  and  diarrhea,  and  should 
be  put  on  a lactose-free  diet. 


tional  bowel  disease  produce  higher 
intracolonic  pressures  than  subjects 
with  normal  bowel  function.  Per- 
haps these  patients  should  be  treated 
with  high-residue  materials  to  fill 
the  lumen  and  provide  resistance 
for  this  excessive  pressure. 

treatment 

The  treatment  of  functional  bow- 
el disease  should  be  positive,  simple, 
and  non-restricting.  Initially,  pa- 
tients should  avoid  fresh  fruits  and 
fresh  vegetables.  These  foods  have 
bulk,  but  also  irritate  the  colon  and 
may  cause  excessive  contraction. 
Cooked  fruits  and  vegetables  are 
well-tolerated.  The  constipated  pa- 
tient should  eat  two  or  three  serv- 
ings of  each  daily;  but  the  patient 
with  diarrhea,  only  one.  For  con- 
stipation, copious  amounts  of  liquid 
may  be  helpful,  and  a glassful  of  hot 
water  before  breakfast  is  a time- 
honored  remedy.  The  most  import- 
ant medication  is  a hydrophilic  col- 
loid that  provides  bulk  and  softness 
to  the  stool.  This  innocent  colonic 
residue  improves  stool  regularity  and 
can  be  taken  as  often  as  four  times 
a day.  A smaller  dose  may  suffice 
and  can  also  add  firmness  to  diar- 
rhea. For  severe  constipation,  a 
stool  softener  combined  with  a gen- 
tle laxative,  such  as  danthron  with 
dioctyl  calcium  sulfosuccinate,  cas- 
anthrol  with  dioctyl  sodium  sulfo- 
succinate, or  danthron  and  panto- 
thenate calcium  may  be  necessary 
initially.  If  diarrhea  is  more  promi- 
nent, diphenoxylate  hydrochloride 
with  atropine  is  helpful.  If  lactase 
deficiency  is  confirmed  in  the  labor- 
atory, a milk-free  diet  is  prescribed. 
Good  bowel  habits  should  be  estab- 
lished, and  harsh  laxatives  and  ene- 
mas avoided.  Patients  should  aim  to- 
ward having  one  to  three  soft  stools 
daily.  Dietary  restrictions  are  even- 
tually liberalized,  and  the  frequency 
of  bulk  ingestion  can  be  reduced. 

possible  diagnostic  errors 

Functional  bowel  symptoms  are 
often  and  erroneously  attributed  to 
diverticula.  A colon  x-ray  in  an  old- 
er person  may  show  many  diverticu- 
la, which  are  usually  the  innocent 


products  of  long-standing  bowel  hy- 
pertonicity. Inflammation  of  these 
(diverticulitis)  causes  discrete  epi- 
sodes of  fever,  acute  left  lower  quad- 
rant pain,  and  obstipation  or  diar- 
rhea. Antibiotics  are  not  indicated 
unless  this  evidence  of  diverticulitis 
exists.  Some  antibiotics,  by  an  un- 
known mechanism,  may  irritate  the 
colon  and  initiate  or  exacerbate 
functional  bowel  symptoms. 

Another  potential  error  is  to  miss 
a colonic  or  rectal  carcinoma.  Func- 
tional bowel  disease  should  not  be 
diagnosed  when  bowel  dysfunction 
starts  after  the  age  of  40.  If  the  ini- 
tial investigation  is  negative,  it  is 
better  to  consider  the  symptoms  of 
unknown  etiology  than  to  ascribe 
them  to  functional  bowel  disease 
and  dismiss  the  problem.  The  hid- 
den cancer  or  other  disease  may  be- 
come evident  with  time  as  the  pa- 
tient is  followed. 

conclusion 

Although  they  have  no  organic 
disease,  patients  with  functional 
bowel  symptoms  need  treatment. 
Younger  individuals  with  minor 
bowel  abnormalities  may  only  re- 
quire reassurance.  Those  with  severe 
constipation,  or  older  patients  with 
chronic  complaints  need  more  help, 
because  their  laxatives  or  frequent 
enemas  are  no  longer  effective,  and 
their  distress  is  severe.  By  confi- 
dently advocating  a positive,  non- 
restrictive  program,  the  physician 
can  assist  each  patient  with  func- 
tional bowel  disease. 

1118  Ninth  Avenue 
(98101) 
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Fig.  1.  Preliminary  technique  of  reduction  by  traction,  internal  rotation,  abduction  and  impaction,  done  manu- 
ally before  placing  the  foot  in  the  foot  piece.  Arrow  shows  the  point  of  impact.  — Fig.  2.  (Simulation)  The  level  is 
used  after  the  wound  is  opened.  The  line-level,  shown  here,  does  not  interfere  with  the  use  of  a 135-degree  (or  other) 
angle  determiner  for  the  A P projection.  Arrow  notes  the  line-level. 


Femoral  Neck  Fractures  in  the  Elderly 
Treated  by  Multiple  Pins  (Knowles) 


G.  W.  BAGBY,  M.D.  and  G.  T.  WALLACE,  M.D. 
Spokane,  Washington 


In  spite  of  the  current  wave  of 
enthusiasm  for  femoral  head  re- 
placement after  femoral  neck  frac- 
ture, we  have  not  been  persuaded  to 
abandon  internal  fixation  as  the  pre- 
ferred method  of  treatment.  Mul- 
tiple pin  methods  have  eliminated 
some  of  the  problems  associated 
with  single  nails  and  they  entail  far 
less  trauma  than  femoral  head  re- 
placement. We  prefer  the  pins  in- 
troduced by  Knowles  in  1935. 


During  the  past  five  years  we 
have  treated  35  recent  hip  fractures 
using  Knowles  pins.  We  used  pri- 
mary prosthetic  replacement  in  five 
cases  during  the  same  period  but 
now  believe  they  should  have  been 
pinned  instead.  Our  experience  has 
led  us  to  use  pins  first,  reserving 
replacement  for  failures. 

A number  of  methods  have  been 
developed  since  the  Smith-Peterson 
nail  was  introduced  in  1931.  Suc- 


cess with  any  of  them  depends  on 
rigid  fixation  and  close  approxima- 
tion of  the  fragments.*’^  Knowles 
used  four  pins,  insisting  on  double 
parallel  placement.  He  stressed 
placement  near  the  upper  and  lower 
borders  of  the  neck  to  give  best  pro- 
tection against  rotation  of  the  prox- 
imal fragment. 

We  have  chosen  the  Knowles 
technique  because  it  is  simpler  and 
less  traumatic  than  most  of  the 


Fig.  3.  Position  of  the  horizontal  pin  in  taking  the  preliminary  lateral  x-ray.  Arrows  note  line  level,  horizontal 
pin,  and  standard.  — Fig.  4.  X-ray  appearance  with  lateral  pin  guide.  The  pin  is  purposely  horizontal.  In  this  case  the 
neck  of  the  femur  is  also  horizontal.  The  pin  is  taped  to  the  cassette  in  making  the  preliminary  exposures  on  the  frac- 
ture table. 
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Fig.  5.  Three  guide  pins  placed  near  parallel  and  at  135-degree  angle.  They  were  re- 
placed with  three  Knowles  pins  and  a fourth  pin  added.  — Fig.  6.  Appearance  eight 
months  after  pinning.  It  is  well  healed.  Same  as  patient  in  Figures  4,  5.  — Fig.  7.  A case 
of  excellent  pinning  (double  parallel  pins)  apparently  united  at  three  months.  Unusually 
late  complications  resulted  however  as  shown  in  Figure  8.  — Fig.  8.  Unusually  late  devel- 
opment of  necrosis  after  what  appeared  to  be  an  excellent  early  result.  This  is  the  same 
patient  as  in  Figure  7.  She  did  not  have  enough  pain  to  warrant  replacement  of  the  head 
of  the  femur  and  ambulated  on  crutches. 


methods  of  internal  fixation  and 
much  less  traumatic  than  removal 
and  replacement  of  the  femoral'  head 
by  prosthesis. 

technique 

Reduction  and  impaction  is  done 
manually  before  the  first  films  are 
taken,  Figure  1.  Impaction  is  ac- 
complished more  satisfactorily  at 
this  time  since  direction  of  the  im- 


pacting force  may  not  coincide  with 
that  of  the  pins,  if  they  are  in  place 
before  the  attempt  is  made.  The 
force  of  impaction  tends  to  increase 
the  valgus  position  and  this  operates 
to  loosen  the  pins.  A compromise  to 
avoid  that  problem  would  be  to 
place  one  pin,  then  impact,  and  pro- 
ceed to  place  the  rest  of  the  pins. 

If  the  neck  is  not  horizontal,  it  is 
essential  to  know  the  extent  of  devi- 


ation. This  is  determined  by  a guide 
pin  strapped  to  the  cassette  when 
the  lateral  film  is  taken.  A small 
level  is  attached  to  the  cassette  and 
a sterile  counterpart  is  used  during 
surgery  as  a guide.  Figures  2-5. 

Three  guide  pins  are  placed,  and 
checked  for  position.  Using  this  in- 
formation, four  Knowles  pins  of 
proper  length  are  inserted.  They 
should  be  parallel  and  placed  peri- 
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Fig.  9.  A case  of  necrosis  and  acetabular  deterioration.  The  patient  has  rheumatoid 
arthritis.  Notice  lateral  drift  of  the  head.  A prosthesis  was  resorted  to  although  the  frac- 
ture was  united. 


pherally  as  far  as  possible.  A central- 
ly placed  pin  has  less  chance  of  good 
purchase  and  greater  chance  of  in- 
juring blood  supply  in  the  round 
ligament.  Ideally,  four  or  five  pins 
should  be  used.  We  do  not  hesitate 
to  take  a fourth  set  of  films  to  sat- 
isfy us  that  the  pins  are  properly 
placed. 

As  soon  as  permitted  by  the 
general  condition,  the  patient  is 
allowed  35  pounds  weight  bearing, 
on  crutches  or  in  a walker.  After 
bony  healing  is  complete  the  pins 
may  be  removed,  or  left  in  place,  if 
there  is  no  discomfort  from  them. 
If  removed,  it  is  possible  that  new 
bone  and  blood  vessels  fill  the  de- 
fects. This  has  not  been  demonstra- 
ted but  we  believe  it  does  happen. 
It  is  more  likely  to  occur  after  re- 
moval of  the  Knowles  pins  than 
after  removal  of  a Smith-Peterson 
nail,  since  the  latter  leaves  a hole 
lined  with  fibrous  tissue. 

results 

Of  35  patients  treated  by  this 


technique,  six  went  to  necrosis  but 
only  four  required  replacement.  Fig- 
ures 8,9,  Table  1.  There  were  no 
non-unions  and  no  significant  infec- 

TABLE  1 

Number  pinned  35 

Age  all  over  70 

Displaced  fractures  30 

Followup  period  1 to  4.5  years 
Non-union  0 

Necrosis  6 

(only  4 required  prosthetic 
replacement) 

Infection  0 

Transfusions  required  for  surgery  0 

Death  in  first  year*  5 

Pin  breakage  0 

* One  died  of  cardiac  failure  seven  days 

after  surgery,  and  another  17  days  after 

due  to  pulmonary  embolism. 

tions.  The  procedure  is  well  tolera- 
ted. There  is  insignificant  blood  loss 
and  the  operation  involves  minimal 
trauma. 


conclusion 

We  now  feel  justified  in  pinning 
all  femoral  neck  fractures,  regard- 
less of  age  of  the  patient  and  regard- 
less of  Pauwel’s  angle.  We  reserve 
prosthetic  replacement  for  failures 
with  pinning,  but  believe  it  should 
be  done  before  acetabular  changes 
become  apparent. 

In  the  advanced  age  group  pain 
is  often  minimal,  even  with  necrosis 
of  the  femoral  head,  and  replace- 
ment is  not  necessary. 

1562  Paulsen  Building 
(99201) 
(Dr.  Bagby) 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — ^with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  IV2, 
caffeine  gr.  V2. 


Increasing  Physician  Productivity  and  the 
Hospitalization  Characteristics  of 
Practices  Using  Medex 
— A Progress  Report 

RICHARD  A.  SMITH,  M.D.,  JAMES  R.  ANDERSON,  M.A.  and 
JOSEPH  T.  OKIMOTO,  M.D.,  Seattle,  Washington 

Having  developed  a mechanism  for  employment  of  returning  military  medical  corpsmen 
after  additional  medical  school  training,  the  MEDEX  Program  has  begun  to  determine  the 
impact  this  new  professional  is  having  on  the  delivery  of  medical  care.  Comparing  18  prac- 
tices, it  appears  that  physicians  working  with  Medex  have  been  able  to  increase  their  pro- 
duetivity  (as  measured  by  patient  visits)  between  40  and  50  percent.  Hospital  utilization 
by  a small  sample  of  practices  using  Medex  apparently  offers  another  area  for  productive 
research. 


It  will  be  years  before  the  full 
importance  of  MEDEX  to  the  medi- 
cal profession  will  be  known.  How- 
ever, we  can  begin  to  collect  certain 
data  now  that  may  further  define 
the  role  and  impact  of  this  new  pro- 
fessional.* 

A continuous  job  (task)  analysis 
is  underway  to  refine  and  improve 
the  training  given  to  the  former  mili- 
tary medical  corpsmen  who  become 
Medex.  In  addition,  certain  data 
have  been  and  will  continue  to  be 
collected  and  evaluated  to  measure 
parameters  of  vital  importance  to 
those  of  us  interested  in  improving 
medical  care. 

This  paper  is  concerned  with  the 
collection  of  data  regarding  the  pro- 
ductivity of  physicians  using  Medex 
as  well  as  hospital  utilization  pat- 
terns of  their  practices  (medical  care 
units).*  The  productivity  study  has 
matched  nine  practices  employing 
Medex  (participating  medical  care 
units)  with  nine  practices  not  wm- 
ploying  Medex  (non-participating 
medical  care  units).  The  hospitaliza- 
tion study  relates  experiences  in  five 
communities  from  which  reliable 
hospitalization  data  were  obtained. 

PRODUCTIVITY  MEASURED 
BY  PATIENT  VISITS 

The  underlying  objective  of  any 
pragmatic  innovation  in  the  health 
manpower  area  should  be  an  actual 
increase  in  the  quantity  of  medical 
care  and  health  services  provided 
(accessibility),  or  an  improvement  in 
the  quality  of  such  care  and  service, 

* A medical  care  unit  is  a practice  organi- 
zation of  one  physician  and  his  staff  or  a 
group  practice  of  two  or  more  physicians 
and  shared  staff. 


or  both.  If  the  potential,  or  capac- 
ity, of  a practice  unit  to  see  patients 
is  increased,  one  has  increased  the 
accessibility  to  medical  care  of  a 
specific  population  or  geographic 
draw  area.  Measuring  this  produc- 
tivity, as  determined  by  patient  vis- 
its made  to  participating  and  non- 
participating medical  service  units 
during  a specified  period  of  time, 
provides  comparative  data  to  deter- 
mine whether  or  not  significant 
changes  occurred  in  practices  that 
utilized  Medex  in  the  pilot  project. 

method 

The  number  of  patient  visits 
made  to  the  participating  medical 
service  units  was  counted  for  the 
months  of  November,  February, 
May  and  August  of  the  year  preced- 
ing the  arrival  of  the  Medex  and  re- 
peated for  those  same  months  dur- 
ing the  next  year.  Time  and  labor 
constraints  made  annual  totals  diffi- 
cult if  not  impossible  to  obtain  in 
some  instances.  We  therefore  settled 
for  counts  of  patient  visits  during 
the  second  month  of  each  quarter. 
This  schedule  allows  for  some  sea- 
sonal variation  and  also  contains 
known  peak  and  low  periods. 

Enumeration  was  accomplished 
by  individuals  on  the  health  team  in 
the  practice  units,  by  MEDEX  staff 
who  traveled  to  the  site  of  the  prac- 
tice, and  by  automated  data  process- 
ing equipment.  A critical  factor  in 
this  procedure  was  the  fact  that,  in 
every  instance,  the  individual  who 
made  the  pre-Medex  count  returned 
to  make  the  second  count  in  exactly 
the  same  way.  Thus,  although  the 
method  of  collecting  the  figures  may 
have  varied  slightly  from  practice  to 


practice,  there  was  no  change  in  data 
collection  in  any  individual  practice. 
Thus  each  could  serve  as  a control 
for  itself. 

We  wished  to  know  whether 
changes  in  the  number  of  patient 
visits  handled  by  the  practice  unit 
would  have  occurred  if  the  Medex 
had  not  been  present.  Thus,  each  of 
the  participating  practice  units  (with 
Medex)  was  matched  with  a non- 
participating practice  unit  (without 
Medex)  on  the  basis  of  geographic 
location,  size  of  community  popula- 
tion served,  and  proximity  to  major 
referral  centers. 

To  collect  data  for  comparison 
with  the  nine  “no-change”  MEDEX 
medical  care  units  under  study,  we 
counted  patient  visits  for  the  same 
periods  in  the  nine  non-participating 
units.  Enumeration  procedures  were 
the  same  as  for  the  MEDEX  practice 
units. 

resu!  ts 

The  number  of  patients  seen  in 
the  nine  practices  utilizing  Medex 
had  a percentage  increase  of  40.4 
percent  with  range  from  13.5  per- 
cent to  62.8  percent.  Table  1.  When 
multiple  physician  practices  (part- 
nership or  group)  and  a solo  practi- 
tioner with  two  Medex  in  different 
locations  are  excluded  from  the  ta- 
ble (B,  D,  F),  the  increase  is  50.2 
percent.  Those  practices  without 
Medex  had  an  increase  in  patients 
visits  of  1.3  percent.  Table  2.  Re- 
moval of  the  only  non-solo  physi- 
cian practice  (practice  unit  E)  does 
not  alter  the  figure  significantly. 
(Increase  becomes  1.25  percent.) 

continued  on  page  704 
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Triaminic* 

phenylpropanolamine  hydrochloride,  pyrilamine  maleate,  pheniramine  maleate 

"the  Sunshine  Tablet" 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg.;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and  Py 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  OMI  Y 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  paipitations,  flushing,  wivLT 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 

Dorsey  Laboratories,  Lincoln,  Nebraska,  68501 
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TABLE  1 

NUMBER  OF  PATIENTS  SEEN  BY  PRACTICE  UNITS  WITH  MEDEX 


Practice 
Unit  Nov. 
1968 

Pre-Medex 

Feb.  May  Aug. 

1969  1969  1969 

Sub- 

Total 

1969 

Nov. 

1969 

Post-Medex 
Feb.  May 

1970  1970 

Aug. 

1970 

Sub- 

Total 

1970 

Annual 

Difference 

(+) 

Percent 

Change 

(+) 

A 

510 

482 

455 

561 

2,008 

623 

574 

1,059 

1,013 

3,269 

1,261 

62.8 

B 

497 

371 

545 

513 

1,926 

468 

668 

671 

544 

2,351 

425 

22.1 

C 

360 

306 

339 

400 

1,405 

405 

465 

453 

567 

1,890 

485 

34.5 

D 

1,045 

985 

1,140 

1,207 

4,377 

1,130 

1,156 

1,178 

1,506 

4,970 

593 

13.5 

E 

636 

674 

834 

627 

2,771 

964 

1,032 

1,202 

942 

4,140 

1,369 

49.4 

F 

1,810 

2,193 

2,511 

1,886 

8,400 

3,000 

2,883 

3,136 

1,596 

10,615 

2,215 

26.4 

G 

633 

527 

720 

♦ 

1,880 

689 

948 

1,106 

* 

2,743 

863 

45.9 

H 

624 

584 

625 

* 

1,833 

942 

842 

1,126 

* 

2,910 

1,077 

58.8 

1 

501 

660 

673 

583 

2,417 

541 

1,010 

1,025 

1,054 

3,630 

1,213 

50.2 

Totals 

27,017 

36,518 

9,501 

40.4 

(mean) 

Physician  on  vacation 


TABLE  2 

NUMBER  OF  PATIENTS  SEEN  BY  PRACTICE  UNITS  WITHOUT  MEDEX 


Practice  First  Year  Sub-  Second  Year  Sub-  Annual  Percent 


Unit 

Nov. 

1968 

Feb. 

1969 

May 

1969 

Aug. 

1969 

Total 

1969 

Nov. 

1969 

Feb. 

1970 

May 

1970 

Aug. 

1970 

Total 

1970 

Difference 

Change 

A 

618 

562 

639 

501 

2,320 

581 

493 

729 

783 

2,586 

266 

11.5 

B 

518 

469 

610 

405 

2,002 

522 

460 

657 

310 

1,949 

- 53 

- 2.6 

C 

1,055 

1,050 

1,180 

1,190 

4,475 

1,209 

1,215 

1,250 

1,125 

4,799 

324 

7.2 

D 

784 

745 

743 

647 

2,919 

625 

1,105 

779 

642 

3,151 

232 

7.9 

E 

300 

275 

280 

290 

1,145 

226 

365 

268 

292 

1,151 

6 

0.5 

F 

781 

589 

921 

703 

2,894 

581 

740 

673 

703 

2,697 

-197 

- 6.8 

G 

591 

522 

539 

542 

2,194 

450 

410 

504 

533 

1,897 

297 

-13.5 

H 

550 

472 

513 

556 

2,091 

454 

526 

550 

584 

2,114 

23 

1.1 

1 

630 

532 

535 

477 

2,174 

522 

624 

630 

540 

2.316 

142 

6.5 

Totals 

22,214 

22,660 

446 

1.3 

(mean) 


discussion 

Recognizing  the  limitations  of 
data  supplied  by  only  nine  medieal 
service  units,  it  is  of  significance  to 
note  the  consistency  of  the  increase 
in  productivity  as  measured  by  the 
number  of  patient  visits  made  to  the 
units.  The  increase  in  patient  visits 
is  offset  more  vividly  by  comparing 
the  medical  service  units  with  Medex 
with  those  medical  service  units  that 
did  not  have  the  services  of  this  new 
professional.  A much  more  critical 
evaluation  of  the  apparent  increase 
in  productivity  (as  measured  by  pa- 
tients’ visits)  will  await  similar  stu- 
dies dealing  with  larger  numbers  of 
medical  service  units. 

Probably  the  most  intriguing  as- 


pect of  the  changes  in  productivity 
seen  in  these  two  tables  is  the  fact 
that  these  changes  occurred  while 
the  Medex  were  still  in  training  sta- 
tus. It  can  be  predicted  that  the 
productivity  as  measured  by  patient 
visits  will  continue  to  increase  until 
a plateau  is  reached.  Only  by  follow- 
up studies  with  these  practices  can 
the  magnitude  of  the  increases  and 
the  timing  of  the  plateau  be  ascer- 
tained. 

HOSPITAL  ADMISSIONS  DATA 

It  was  anticipated  that  there 
would  be  some  changes  in  the  pic- 
ture of  patients  hospitalized  in  com- 
munities utilizing  Medex.  It  was  felt 
that  there  might  be  alterations  in 
the  number  of  patients  hospitalized 


as  well  as  the  length  of  average  hos- 
pital stay.  These  changes  were  pre- 
dicted on  the  basis  of  physicians 
having  the  opportunity  to  share  the 
burden  of  practice  with  another  pro- 
fessional. Collection  of  hospital  data 
was  limited  to  five  practice  units. 
Inadequacies  in  total  annual  patient 
visit  data  did  not  allow  study  of  the 
number  of  patients  hospitalized. 

method 

The  method  of  collecting  data 
was  simple.  We  talked  with  the  hos- 
pital administrators  in  five  of  the 
communities  involved  with  the  dem- 
onstration program.  We  asked  them 
to  furnish  us  with  the  number  of 
patients  hospitalized  by  the  Medex 

contniued  on  page  706 
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CONTEST  FOR  QUALITY  - 1972 


“A  medical  journal  cannot  create  excellence  - 

it  can  only  reflect  the  quality  of  the  area  it  serves.  ” 


The  medical  manuscript  contest  for  interns  and 
residents  authorized  by  the  Board  of  Trustees  of 
Northwest  Medical  Publishing  Association  and  sup- 
ported by  Encyclopaedia  Britannica  cannot  create  ex- 
cellence in  medical  communication.  It  permits  young 


physicians  to  make  the  attempt.  Much  needed  skill  in 
communication  should  be  developed  simultaneously 
with  clinical  skills.  Entries  in  this  Sixth  Annual  Con- 
test will  reflect  the  quality  of  the  training  programs  in 
which  the  contestants  are  enrolled. 


THE  WINNER  WILL  RECEIVE 

$200  IN  CASH  FROM  NORTHWEST  MEDICINE 
A BRONZE  PLAQUE  FROM  NORTHWEST  MEDICINE 
A BRONZE  PLAQUE  FROM  ENCYCLOPAEDIA  BRITANNICA 
A 24-VOLUME  SET  OF  THE  ENCYCLOPAEDIA  FROM  ENCYCLOPAEDIA  BRITANNICA 


RULES 


1.  Those  eligible  to  compete  must  be  enrolled  in 
an  internship  or  residency  approved  by  the  American 
Medical  Association. 

2.  The  article  may  present  any  subject  in  the  gen- 
eral field  of  medicine.  If  in  the  field  of  fundamental 
investigation,  current  or  future  application  to  clinical 
medicine  will  be  considered  by  the  judges. 

3.  The  manuscript  should  not  comprise  more  than 
five  and  one-half  double-spaced,  typewritten  pages, 
exclusive  of  tabular  matter  and  illustrations.  The 
manuscript  should  be  submitted  in  form  described  in 
a printed  list  of  requirements,  obtainable  from  the 
editor. 

4.  Manuscripts  must  be  submitted  to  the  Editor  of 


NORTHWESTMEDICINE,notlaterthan  1 July  1972. 
Accompanying  letter  must  indicate  entry  in  this  com- 
petition and  status  of  the  author. 

5.  Manuscripts  will  be  judged  by  a committee  of 
the  Editorial  Advisory  Board  of  NORTHWEST  MEDI- 
CINE. 

6.  The  winning  manuscript  will  be  published  in 
NORTHWEST  MEDICINE.  Other  manuscripts  may 
be  accepted  for  publication  if  recommended  by  the 
judges.  Such  selection  shall  constitute  an  Honorable 
Mention  award. 

7.  Prize  award  will  be  made  at  the  1972  annual 
meeting  of  the  state  medical  association  of  the  state 
from  which  the  manuscript  originated. 


Address  communications  to;  Editor,  Northwest  Medicine, 
500  Wall  Street,  Seattle  98121. 
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TABLE  3 

HOSPITAL  ADMISSIONS  BY  MEDEX  PRECEPTORS 
AND  OTHER  PHYSICIANS 

IN  FIVE  WASHINGTON  STATE  COMMUNITIES,  1968-1970 


Preceptor  Practices  Other  Physicians 


Commu- 

nities 

Observa- 

vation 

Periods 

Hospital 

Days 

Patients 

Admitted 

Average 

Hospital 

Stay 

Hospital 

Days 

Patients 

Admitted 

Average 

Hospital 

Stay 

Number  of 
Admitting 
Physicians 

A 

A 

1.381 

258 

5-35 

2,241 

370 

6.05 

3 

B 

2.261 

440 

5.14 

1,285 

197 

6.52 

3 

B 

A 

1.785 

309 

5.8 

2.963 

559 

5.3 

3 

B 

1.486 

295 

5.0 

2,958 

643 

4.6 

4 

C 

A 

1,531 

264 

5.8 

6.650 

1,041 

6.5 

4 

B 

1,238 

302 

4.1 

5,702 

1,011 

6.2 

4 

D 

A 

2,235 

431 

5.3 

3,206 

684 

4.7 

3 

B 

2.572 

493 

5.2 

3,257 

690 

4.7 

2 

E 

A 

2,351 

844 

2.8 

793 

295 

2.9 

4 

B 

4,329 

1.185 

3.6 

2.009 

595 

3.4 

4 

Observation  periods;  A.  September  1968  August  1969,  B.  September  1969  • August  1970. 


preceptor  in  that  community  and 
the  total  number  of  hospital  days 
required  for  them.  We  needed  this 
information  to  develop  some  para- 
meters for  discussion  and  to  develop 
possible  comparative  figures.  We  re- 
quested the  same  information  about 
patients  of  all  other  physicians  who 
admit  to  that  community’s  hospital, 
but  who  do  not  have  Medex  work- 
ing with  them.  All  of  these  data 
were  collected  for  two  periods; 
pre-Medex  (September  1968-August 
1969)  and  post-Medex  (September 
1969-August  1970). 

The  hospital  data  were  obtained 
without  difficulty  from  the  hospital 
administrators  in  four  of  the  five 
communities.  In  the  fifth  commun- 
ity two  members  of  the  MEDEX 
staff  traveled  to  the  community  hos- 
pital and  hand-counted  patient  ad- 
missions for  the  two  periods  under 
consideration. 

results 

The  total  number  of  patients  ad- 
mitted from  each  of  the  Medex  pre- 
ceptor practice  units  increased  dur- 
ing the  period  of  observation  in  four 
of  the  five  communities  listed  in 
Table  3.  On  the  other  hand,  non- 
preceptor hospital  admissions  de- 
clined or  remained  essentially  the 
same  in  three  of  the  five  commu- 
nities. 

Of  greater  interest  for  future  eval- 
uation is  the  drop  in  the  length  of 
mean  hospital  stay  in  four  of  the 
five  practices  utilizing  Medex.  (The 
fifth  practice  [E]  significantly  alter- 
ed its  hospital  utilization  by  schedul- 
ing more  surgical  procedures,  once 


the  skilled  hands  of  the  Medex  were 
made  available  to  first-assist  at  sur- 
gery.) Nonpreceptor  hospital  admis- 
sions followed  such  a pattern  in  only 
two  communities.  Again  recogniz- 
ing the  extreme  limitations  of  so  few 
observations,  the  following  tests  of 
significance  were  performed  testing 
the  null  hypothesis  D=0; 

1.  Mean  hospital  stay  of  precep- 
tor patients  vs.  mean  hospital  stay  of 
nonpreceptor  patients  pre-MEDEX. 

2.  Mean  hospital  stay  of  precep- 
tor patients  vs.  mean  hospital  stay  of 
nonpreceptor  patients  post-MEDEX. 

3.  Mean  hospital  stay  of  precep- 
tor patients  pre-MEDEX  vs.  mean 
hospital  stay  of  preceptor  patients 
post-MEDEX. 

4.  Mean  hospital  stay  of  nonpre- 
ceptor patients  pre-Medex  vs.  mean 
hospital  stay  of  nonpreceptor  pa- 
tients post-MEDEX. 

All  tests  resulted  in  acceptance 
of  the  null  hypothesis  indicating  no 
significant  differences  between  the 
groups  compared. 

discussion 

Although  there  is  no  statistical 
significance  in  the  differences  in 
the  hospital  picture  pre-  and  post- 
MEDEX,  the  preceptors  in  these 
communities  felt  that  the  presence 
of  the  Medex  allowed  them  to  do  a 
number  of  things  they  had  been 
unable  to  accomplish  prior  to  the 
MEDEX  Program.  They  stated  they 
were  able  to  discharge  patients  from 
the  hospital  earlier  since  their  prac- 
tices now  had  the  capability  for 
follow-up  visits  in  the  home  for 


minor  procedures  or  observation. 
They  also  stated  that  they  were  able 
to  devote  more  service  unit  time  to 
patient  workups  and  thus  perform 
more  thorough  initial  evaluations. 
Their  statements  indieated  that  this 
has  resulted  in  some  discharges  ear- 
lier than  would  have  occurred  had 
not  the  assistance  of  the  Medex 
given  them  more  time  with  such 
patients. 

It  is  not  possible  to  draw  con- 
clusions from  these  five  case  studies; 
however,  it  is  quite  obvious  that  pa- 
tient admissions  and  mean  hospital 
stays  should  be  considered  import- 
ant observations  with  larger  numbers 
of  practices  in  subsequent  MEDEX 
Programs  as  we  continue  to  deter- 
mine the  full  impact  of  this  health 
manpower  innovation. 

CONCLUSION 

Development  of  new  types  of 
health  manpower,  such  as  Medex, 
appears  to  hold  promise  of  quantita- 
tively increasing  the  capability  of 
the  medical  profession  to  produce 
quality  medical  services.  Designed 
to  be  guided  and  controlled  by 
practicing  physicians,  the  develop- 
ment of  MEDEX  programs  in  New 
England,  the  North  Central  states, 
the  Southeast,  Southwest  and  the 
Northwest  have  followed  a needs 
assessment  and  task  analysis  in  each 
area.^  Recognizing  the  limitations 
of  the  data  contained  in  this  paper, 
we  are  continuing  the  study  to  de- 
termine ultimate  magnitude  of  in- 
crease in  physician  productivity  (as 
measured  by  patient  visits)  and  hos- 
pital utilization. 

Physicians  can  be  assured  that 
something  new  is  occurring,  how- 
ever, since  84  Medex  are  either  in 
preceptorship,  or  employed,  in  14 
states,  with  more  Medex  about  to  be 
trained.  Only  one  of  the  first  14 
graduates  is  not  involved  with  the 
provision  of  primary  care.  He  has 
retired  at  age  58. 
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Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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in  cardiac  edema 


gets  the  water  out 
^>8ues  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  lOO  capsules. 
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OMA  Board  of  Trustees 
Holds  Final  Meeting  of  Year 

The  OMA  Board  of  Trustees  gathered  for  their  final 
meeting  of  the  1970-’71  business  year  on  Saturday, 
September  11.  The  Board  approved  life  membership 
status  for  Hugh  J.  Brown,  Lake  Oswego,  a member 
since  1937;  R.  W.  Esperson,  Roseburg,  a member  since 
1931,  and  Albert  Severeide,  Sr.,  Portland,  a member 
since  1929.  Active  Emeritus  status  was  awarded  to 
C.  D.  Parkinson,  Eugene. 

The  Board  recommended  that  the  House  of  Dele- 
gates be  urged  to  approve  the  OMA’s  applying  to  the 
Oregon  Regional  Medical  Program  for  a contract  or  a 
grant  for  the  development  of  a comprehensive  peer 
review  system,  with  an  organizational  structure  of 
multi-county  regional  peer  review  districts  within  the 
state.  Procedures  would  be  established  for  collection 
and  analysis  of  peer  review  data,  for  referral  and  ap- 
peal of  peer  review  cases,  and  for  evaluation  of  the 
quality  and  utilization  of  medical  care. 

The  Board  approved  the  recommendation  of  the 
Committee  on  Cancer,  which  urged  that  the  OMA 
make  every  effort  to  obtain  a position  for  an  Oregon 
physician  on  the  Board  of  Trustees  of  the  Fred 
Hutchinson  Memorial  Cancer  Center  in  Seattle. 

It  was  approved  that  the  OMA  assist  the  coordina- 
tors of  Project  SIC*,  a survey  of  innovative  changes  in 
health  care.  In  the  next  two  years,  SIC*  will  collect 
data  and  compile  an  inventory,  with  the  help  of  key 
national  medical  and  health  organizations  and  state 
and  area  medical  associations. 

The  Board  adopted  unanimously  a recommenda- 
tion of  the  Council  on  Medical  Education  outlining 
the  circumstances  for  suspending  membership  for  fail- 
ure to  complete  required  postgraduate  education  re- 
quirements. The  recommendation  states  that  mem- 
bers who  have  not  complied  with  1970  requirements 
to  date  (September  11,  1971)  have  until  December  31, 
1971,  to  complete  them  without  penalty.  However, 
those  who  have  not  completed  stated  requirements  by 
December  31  will  be  subject  to  suspension  from  mem- 
bership and  will  lose  all  benefits  and  privileges  of 
membership  in  the  OMA  for  one  calendar  year,  effec- 
tive December  31,  1971. 


The  Committee  on  Professional  Consultation  sub- 
mitted an  informational  report  to  the  Board  of  Trust- 
ees concerning  excess  professional  liability  insurance 
carriers.  The  report  warns  against  physicians  obtaining 
their  excess  coverage  from  a different  underwriter  than 
their  basic  $100/$300,000  coverage.  Some  companies 
that  carry  only  the  excess  are  demanding  that  the  car- 
riers of  the  primary  coverage  settle  their  suits  within 
their  own  limits;  if  the  loss  is  greater  than  the  limits  of 
the  primary  policy,  the  excess  carriers  are  demanding 
the  primary  carrier  be  responsible  for  the  excess  loss. 

The  Committee  on  Professional  Consultation  feels 
that  this  action  not  only  removes  the  decision  for  set- 
tlement or  defense,  or  both  from  the  hands  of  the 
doctor  and  the  primary  carrier,  but  it  also  places  the 
physician  in  a most  difficult  position.  To  avoid  such 
incident,  the  Committee  urges  OMA  members  to  ob- 
tain both  their  basic  and  their  excess  liability  policies 
with  the  OMA-CNA  Insurance  Plan. 


Media  Awards  Contest  Winners 

Winners  of  the  12th  Annual  Oregon  Medical  Asso- 
ciation Media  Awards  Contest  were  announced  at  the 
President’s  Awards  Banquet  at  the  OMA  Annual  Ses- 
sion on  September  25. 

Print  Media  Division  winner  was  Jerry  Uhrhammer, 
news  reporter  for  the  Eugene  Register-Guard,  who 
submitted  a series  of  articles  following  the  controversy 
surrounding  a proposed  new  hospital  in  Lane  County. 

The  Broadcast  Division  Award  was  presented  to 
Dick  Hawkins,  Special  Projects  Director  at  KATU  Tel- 
evision in  Portland,  for  a half-hour  documentary  en- 
titled “A  Matter  of  Conscience  . . . Abortions  in  Ore- 
gon.” Hawkins  interviewed  physicians,  nurses,  pa- 
tients and  religious  leaders  to  show  the  varied  reac- 
tions to  the  Oregon  abortion  statutes  one  year  after 
they  had  gone  into  effect. 

Media  Awards  judges  held  that,  due  to  an  absence 
of  meritorious  entries,  no  winners  would  be  selected 
in  the  Editorial  Division  this  year. 

Each  division  winner  received  a check  for  $100  and 
an  engraved  plaque,  which  were  presented  at  the  ban- 
quet by  1970-’71  OMA  President  Robert  L.  Hare,M.D. 
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Governor  Announces  State  Health  Officials 

Governor  Tom  McCall  recently  announced  appoint- 
ments to  the  new  State  Board  of  Health  and  the  State 
Comprehensive  Health  Planning  Authority.  Both  are 
part  of  the  newly  revised  State  Health  Division,  as  pro- 
vided for  by  the  1971  Legislature. 

The  Legislature  added  four  additional  members  to 
the  Board  of  Health,  calling  for  more  representation 
from  different  health  occupations.  Nine  appointees 
are  new  to  the  Board.  They  are:  Gene  Kanagy,  admin- 
istrator of  Lebanon  Community  Hospital;  Donald  F. 
Kelly,  M.D.,  Portland  pediatrician;  Mrs.  Margaret  A. 
Quan,  RN,  Portland;  Noel  B.  Rawls,  M.D.,  Clatsop 
County  Health  Officer;  Richard  C.  Reed,  O.D.,  Port- 
land optometrist;  Verne  C.  Rierson,  Portland  sanitari- 
an; Wilfred  W.  Taylor,  D.  C.,  Portland  chiropractor, 
and  Joe  Y.  Saito,  an  Ontario  rancher. 

Members  re-appointed  are  Edward  M.  Anderson, 
Eugene  laundry  operator,  who  was  elected  Chairman 
at  the  Board’s  first  meeting;  Beatrice  K.  Rose,  M.D., 
Portland  internist  and  first  vice-president;  Conrad  N. 
McConnell,  St.  Vincent  Hospital  pharmacist  and  sec- 
ond vice-president;  Frederic  H.  Bentley,  M.D.,  Medical 
Director  of  North  Lincoln  Hospital,  Lincoln  City; 
Daniel  B.  Bond,  D.O.,  Eugene;  and  Arthur  Huber, 


Scientific  Sessions 

presents  a Seminar  with  a distinguished  faculty 

HONOLULU,  HAWAII  Ala  Moana  Hotel 

FEBRUARY  21,  22,  23,  1972 

• Electrocardiography:  Model  for  Normal  and  Intra- 

ventricular Conduction  Defects  - Heart  Block  & 
Hemiblock : Indications  for  Pacing 
Peter  C.  Block,  M.D.,  Cardiac  Unit,  Massachusetts 
General  Hospital 

• Diagnosis,  Treatment,  Prevention  of  Specific  Viral 

Disease  in  Man 

Thomas  C.  Merigan,  M.D.,  Chief,  Division  Infectious 
Diseases,  Stanford  University  Medical  Center. 

• Cancer  Immunology  Applied  to  Early  Diagnosis  of 

Tumor  Growth,  Detection  CEA  In  Patient’s 
Blood 

PhU  Gold,  M.D.,  Ph.D.,  F.R.C.P.  (C).  Montreal  Gen- 
eral Hospital,  Clinical  Immunology  & Allergy 
Registration  Limited  Program  Director 

Dr.  Robert  L.  Pekarsky 


Enclosed  is  my  registration  fee  of  S 175.00 
(Check  payable  to  Scientific  Sessions  — 

217  Alexander  Street,  Rochester,  N.  Y.  14607) 

D Would  like  assistance  for  airline  reservations 

CH  Information  on  group  tours  [H  Will  make  reserva- 
tions with  Ala  Moana  Hotel  for  Special  Scientific 
Sessions  Rate. 

DR. 

ADDRESS 


D.M.D.,  Astoria  dentist.  Lloyd  Hammel,  Portland 
attorney  and  Chairman  of  the  Comprehensive  Health 
Planning  Authority,  also  serves  on  the  Board  of  Health 
as  a representative  of  the  Planning  Authority. 

The  Comprehensive  Health  Planning  Authority 
numbers  some  23  members  and  was  created  by  the 
1971  Legislature  to  be  responsible  for  Oregon’s  long- 
range  health  planning.  Members  are:  Chairman  Lloyd 
G.  Hammel,  Jr.,  Portland  attorney  with  Pacific  North- 
west Bell;  David  Aguilar,  area  supervisor  for  the  Valley 
Migrant  League;  Zane  Campbell,  of  Omark  Industries, 
Portland;  Robert  I.  Daugherty,  M.D.,  Lebanon;  Hugh 
Dierker,  M.D.,  Jackson  County  Health  Officer,  Med- 
ford; Gerson  Goldsmith,  Portland  attorney,  David 
Green,  Madras  insurance  broker;  Marko  Haggard,  Gov- 
ernor’s Office,  Salem;  Charles  P.  Henke,  M.D.,  Direc- 
tor, Veterans  Administration  Hospital,  Portland;  Earle 
Hunter,  O.D.,  College  of  Optometry,  Pacific  Univer- 
sity, Forest  Grove;  Beverly  Juilfs,  RN,  Eugene  Public 
Schools. 

Andrew  F.  Juras,  Administrator,  State  Public  Wel- 
fare Division,  Salem;  Mrs.  Faye  Lyday,  Model  Cities, 
Portland;  James  Mol,  Administrator,  Good  Samaritan 
Hospital,  Corvallis;  Julian  S.  Reinschmidt,  M.D., 
ORMP  Coordinator,  Portland;  Beatrice  K.  Rose,  M.D., 
Portland  internist;  Donald  E.  Smith,  D.M.D.,  Grants 
Pass  dentist;  Robert  Smith,  Director,  Budget  Division, 
State  Executive  Dept.,  Salem;  John  E.  Tysell,  M.D., 
Eugene;  Fred  I.  Weber,  Manager  of  Area  Development 
and  Research,  Portland  General  Electric;  Mrs.  Helen 
White,  Coos  Bay  housewife,  and  Andrew  Zedwick, 
Lincoln  County  Commissioner. 

Marva  Graham,  administrator  of  the  State  Health 
Division,  will  serve  as  secretary  ex-officio  of  the  Plan- 
ning Authority.  Statutory  advisors  to  the  group  are 
Edward  Press,  M.D.,  State  Public  Health  Officer,  and 
Donald  Bray,  M.D.,  administrator  of  the  Mental 
Health  Division. 

Medical  Board  Licenses  103  Doctors 

At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held 
July  15-17,  1971,  Raymond  M.  Reichle,  M.D.,  secre- 
tary, announced  that  the  following  doctors  are  licens- 
ed to  practice  medicine  in  Oregon: 

John  Arthur  Anderson,  M.D.,  Richard  Stacey  Mal- 
colm Anderson,  M.D.,  Kenneth  Arnold  Burry,  M.D., 
Mary  Tweedy  Burry,  M.D.,  Lawrence  Israel  Bonchek, 
M.D.,  Grover  Carlton  Bagby,  Jr.,  M.D.,  William  Otto 
Bank,  M.D.,  Robert  Andrew  Berselli,  M.D.,  John 
David  Boyett,  M.D.,  Andrea  Brigitte  Cibis,  M.D., 
Charles  Henry  Dennis,  M.D.,  William  Cary  Duncan,  III, 
M.D.,  Robert  Lee  Goetz,  M.D.,  Marc  Joseph  Gurwith, 
M.D.,  John  Orville  Hayhurst,  M.D.,  William  David 
Hosack,  M.D.,  Errett  Everett  Hummel,  Jr.,  M.D., 
Claire  Langston,  M.D.,  Jerry  Kemp  Larsen,  M.D., 
William  Eyre  Lawler,  M.D.,  David  Nathanael  Leaf,  M. 
D.,  Daniel  Peter  Link,  Jr.,  M.D.,  David  Douglas  Long, 
Jr.,M.D.,  Dennis  Dorf  Knutson,  M.D.,  James  Franklin 
Means,  M.D.,  Robert  Leslie  Miller,  M.D.,  Michael 
Eugene  Nishitani,  M.D.,  James  Earhart  Nolte,  M.D., 
Minerva  Thompson  Nolte,  M.D.,  James  Michael 
Nusrala,  M.D.,  Lee  Henry  Peterson,  M.D.,  Thomas 
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Melford  Pitre,  M.D.,  Stephen  Edward  Pliska,  M.D., 
John  Marshall  Porter,  M.D.,  Saul  Frederick  Rabiner, 
M.D.,  George  Gerald  Richardson,  Jr.,  M.D.,  Gregory 
Kenneth  Roduner,  M.D.,  Ronald  Wayne  Rosenquist, 
M.D.,  Alan  David  Russakov,  M.D.,  Ned  Richard 
Schroeder,  M.D.,  Charles  Joel  Schwartz,  M.D.,  Stuart 
Manuel  Selikowitz,  M.D.,  William  Thomas  Shults, 
M.D.,  Richard  William  Stevens,  M.D.,  Joseph  Bedford 
Vander  Veer,  Jr.,  M.D.,  Lewis  Allan  Van  Osdel,  M.D., 
Jon  Carper  Vessely,  M.D.,  Norman  Walter  Winkler, 
M.D.,  and  David  James  Wright,  M.D.,  all  of  Portland. 

Harold  Fishburn  Anderson,  M.D.,  Roseburg;  John 
Eugene  Antoine,  M.D.,  Albuquerque,  New  Mexico; 
Nicholas  August  Bachhuber,  M.D.,  Milwaukee,  Wiscon- 
sin; Norman  Francis  Blinstrub,  M.D.,  Klamath  Falls; 
David  Jon  Blomberg,  M.D.,  Minneapolis,  Minnesota; 
Susan  Gail  Bradley,  M.D.,  Los  Angeles,  California; 
Edward  Humeston  Brittain,  M.D.,  Eugene;  William 
Kent  Brokken,  M.D.,  Rochester,  Minnesota;  George 
David  Chen,  M.D.,  Ontario,  Oregon;  Robert  Howard 
Davis,  M.D.,  Redwood  City,  California;  Joseph  Henry 
Diehl,  Jr.,  M.D.,  Pendleton ; Stanley  Ellsworth  Donah oo , 
M.D.,  Roseburg;  Clinton  Faber,  M.D.,  Reedsport; 
Norman  Arthur  Fiet,  M.D.,  North  Bend;  John  Willard 
Forsyth,  M.D.,  Medford;  Leslie  Martin  Elkind,  M.D., 
Springfield;  James  Thomas  Fowler,  111,  M.D.,  Wilson- 
ville;  James Mylchreest  Gardner,  M.D.,  Eugene;  Robert 
Graham  Gordon,  M.D.,  Sherwood;  Franklin  Job  Had- 
sall,  M.D.,  Los  Angeles,  California;  Peter  Andrew 
Hafner,  M.D.,  Eugene;  Carl  Robert  Hall,  M.D.,  Corval- 
lis; George  Richard  Harper,  M.D.,  Eugene;  Thomas 


James  Hart,  Jr.,  M.D.,  Corvallis;  Larry  Dale  Hull,  M.D., 
Seattle,  Washington;  Richard  Edwin  1mm,  M.D., 
Coquille;  Lowell  Dean  Kattenhorn,  M.D.,  Powell, 
Wyoming;  Richard  Joseph  Kenyon,  M.D.,  Albany; 
Thomas  Edward  Klump,  M.D.,  Klamath  Falls;  Dale 
Roger  Oien,  M.D.,  Eugene;  James  Francis  Novak,  M. 
D.,  Klamath  Falls;  Alan  Eugene  Patterson,  M.D., 
Yakima,  Washington;  William  Lyon  Playfair,  M.D., 
Dallas,  Texas;  Paul  Wofford  Roberts,  M.D.,  Salem; 
Charles  Richard  Robinson,  M.D.,  U.  S.  Air  Force; 
Kenneth  Wilson  Saunders,  M.D.,  Hermiston;  Norman 
John  Schafer,  M.D.,  Cottage  Grove;  Donald  Joseph 
Schroeder,  M.D.,  Eugene;  Alan  Robert  Sherburne,  M. 
D.,  Medford;  Charles  Daniel  South,  M.D.,  Albany; 
William  Oliver  Stahl,  M.D.,  John  Day;  Vernon  DeWitt 
Standish,  M.D.,  Big  Timber,  Montana;  Bruce  Sanford 
Strimling,  M.D.,  Eugene;  Louis  Hamilton  Van  Slyke, 
M.D.,  Grants  Pass,  Oregon;  John  Knowles  Wenham, 
M.D.,  Cottage  Grove,  and  Richard  Godfrey  Wicklund, 
M.D.,  Eugene. 

James  Owen  Armacost,  D.O.,  U.S.  Navy;  James 
William  Daskalos,  D.O.,  Tillamook;  James  Earl  Davis, 
D.O.,  Clatskanie;  Joan  Resk  Hilbrick,  D.O.,  Portland; 
Lynn  Allen  Kadwell,  D.O.,  Richmond,  Michigan;  Jere 
Randol  Lancaster,  D.O.,  Portland;  William  Edward 
Winans,  Jr.,  D.O.,  Portland  and  Charles  Lloyd  Woods, 
D.O.,  Portland. 

The  next  State  Board  Written  Examination  will  be 
given  on  December  7,  8 and  9,  1971.  The  filing  dead- 
line date  for  the  examination  is  November  8. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Peter  Tighe,  President 
Merle  C.  Lynch,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

William  W.  Thompson,  M.D. 
Psychiatrist 
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Racet  Cream  is 
iodochhrhydrcxyquin 

3.0% 


and  hydrocortisone 

05% 

n a base  of  stearicacid, cetyl  alcohol,  petrolatum.  polyoxyUOstearate,  sorbitol,  propylene  glycol,  methylparaben,  propylparaben,  heatheraroma  and  purified  water 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  ( It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  (It  reduces  discomfort  due 
to  itching,  irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  it’s  economical,  too. 


Brief  Summary: 

Contraindications:  Not  for  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions:  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prol(^nged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream:  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


'E'la?©  LEMMON  70-J9S 


IDAHO  Medical  Association 


407  West  Bannock  St.,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  SECRETARY 
PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY 

J.  Gordon  Daines,  M.D.,  Boise 


Seminars  and  Lectures  Planned 


The  Idaho  Medical  Association,  in  cooperation  with 
the  AMA,  is  cosponsoring  a program  of  seminars  and  a 
lecture  in  the  medical  sciences  to  be  given  at  three  uni- 
versities in  Idaho  in  November.  The  AMA  council  on 
Foods  and  Nutrition  initiated  this  program  in  the  fall 
of  1964.  It  is  being  carried  out  on  a regional  basis 
with  83  lectures  scheduled  this  year  in  15  states. 

The  lectures  will  inform  students  and  faculty  of 
recent  developments  and  stimulate  interest  in  the 
medical  sciences.  The  lecturers  will  be  on  campus 
for  the  entire  day  to  give  undergraduate  or  graduate 
seminars  and  to  mept  informally  with  students  and 
faculty  interested  in  discussing  careers  in  medicine  and 
related  fields. 


Dr.  Robert  E.  Hodges,  Professor  of  Medicine  at  the 
University  of  California,  Davis  School  of  Medicine  will 
speak  on  “Vitamin  C — Fact  or  Fallacy”  at  the  College 
of  Idaho,  Caldwell,  on  Tuesday,  November  16,  at  7: 30 
p.m.;  the  University  of  Idaho,  Moscow,  on  Wednesday, 
November  17,  and  Idaho  State  University,  Pocatello, 
on  Thursday,  November  18. 


ROBERT  E.  HODGES,  M.D. 

Besides  publishing  extensively.  Dr.  Hodges  has  been 
a nutrition  consultant  for  many  projects  and  organiza- 
tions. He  is  one  of  two  recipients  of  the  1971  AMA 
Joseph  Goldberger  Award  in  Clinical  Nutrition  for 
his  work  in  the  study  of  the  physiological  aspects  of 
scurvy  and  vitamin  A deficiency  disease. 


MAST  Program  Continued 

The  MAST  (Military  Assistance  in  Safety  and  Traf- 
fic) program,  through  which  military  helicopters  at 
Mountain  Home  Air  Force  Base  may  participate  in 
emergency  transport  of  accident  victims,  will  be  con- 
tinued while  results  of  the  test  program  are  being  eval- 
uated, according  to  the  Department  of  Defense. 

In  addition  to  responding  to  serious  medical  emer- 
gencies such  as  those  resulting  from  highway  acci- 
dents, gunshot  wounds,  heart  attacks  and  farm  acci- 
dents, the  inter-hospital  transfer  of  patients,  pickup 
and  delivery  of  blood,  medicine,  and  human  organs 
for  transplant  are  considered  valid  MAST  operations. 
The  concept  provides  for  military  helicopters  config- 
ured as  air  ambulances,  crewmembers  and  medical 
equipment  to  be  ready  to  respond  to  emergencies. 


The  civilian  contact  for  MAST  missions  is  the  Idaho 
State  Police.  Physicians  and  hospital  administrators 
may  request  the  services. 

Information  needed  to  initiate  the  service  includes: 
(a)  exact  location,  (b)  type  of  injuries,  (c)  number  of 
injured,  (d)  information  on  landing  sites,  (e)  whether 
medical  assistance  is  required  at  the  scene,  and  (f)  loca- 
tion of  nearest  hospital  to  the  scene. 

Personals 

P.  Blair  Ellsworth,  M.D.,  Idaho  Falls,  was  elected 
trustee  of  Kiwanis  International  at  a recent  meeting  in 
San  Francisco.  A member  of  the  association’s  Publica- 
tion Committee,  he  is  a past-president  of  the  Idaho 
Falls  Medical  Society  and  the  Idaho  Academy  of  Gen- 
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eral  Practice.  Dr.  Ellsworth  has  served  as  president  of 
the  Kiwanis  Club  of  Idaho  Falls  and  as  governor  of  the 
Utah-Idaho  Kiwanis  District. 

Robert  S.  McKean,  M.D.,  Boise,  a past-president  of 
the  Idaho  Medical  Association,  has  resigned  as  part- 
time  Clinical  Director  of  the  Idaho  State  School  and 
Hospital,  Nampa.  He  will  continue  as  Director  of  the 
Ada  County  Medical  Society’s  Continuing  Medical 
Education  Program  while  devoting  part  time  to  the 
private  practice  of  pediatric  neurology  and  electro- 
encephalography. Dr.  McKean  served  on  several  asso- 
ciation committees,  and  was  Secretary-Treasurer  from 
1950  until  1954,  when  he  was  named  President-Elect. 
He  served  as  President  in  1955-56. 


State  Board  of  Medicine  Section 

Temporary  licenses  have  been  granted  to  the  fol- 
lowing physicians  since  the  July  meeting  of  the  Board: 
John  C.  Hylen,  M.D.,  Boise.  Graduate,  University 
of  Oregon  Medical  School,  June  12,  1964.  Internship, 
Hospital  of  the  University  of  Pennsylvania,  1964-65. 
Residency,  Internal  Medicine,  University  of  Oregon 
Medical  School  Hospital,  1967-69.  Granted  TL-493, 
July  21,  1971.  Cardiology. 


Michael  E.  Bell,  M.D.,  Pullman.  Graduate,  Univer- 
sity of  Oklahoma  Medical  School,  June  9,  1968.  In- 
ternship, Sacred  Heart  Hospital,  Spokane,  1968-69. 
Residency,  Radiology,  Sacred  Heart  Hospital,  1 969-7  L 
Granted  TL-494,  July  29,  1971.  Radiology. 

C.  Mervyn  Rasmussen,  M.D.,  Pocatello.  Graduate, 
University  of  California  School  of  Medicine,  San  Fran- 
cisco, June  19,  1965.  Internship,  Children’s  Orthope- 
dic Hospital,  Seattle,  1965-66.  Residency,  Pediatrics, 
University  of  Washington  School  of  Medicine,  1969- 
71.  Granted  TL-495,  July  27,  1971.  Pediatrics. 

William  W.  Patton,  M.D.,  Idaho  Falls.  Graduate, 
Emory  University  School  of  Medicine,  Atlanta,  June  8, 
1964.  Internship,  Emory  University  Hospitals,  1964- 
65.  Residency,  General  Surgery,  Emory  University 
Affiliated  Hospitals,  1965-69.  Thoracic  Surgery,  Em- 
ory University  Affiliated  Hospital,  1969-71.  Granted 
TL-496,  July  28,  1971.  General  Surgery  and  Thoracic 
Surgery. 

John  M.  Havlina,  Jr.,  M.D.,  Boise.  Graduate,  Johns 
Hopkins  University  School  of  Medicine,  June  11,  1963. 
Internship,  University  of  Washington  Hospital,  1963- 
64.  Residency,  Neurosurgery,  University  of  Washing- 
ton School  of  Medicine,  1964-65;  1969-71.  Granted 
TL-497,  July  29,  1971.  Neurosurgery. 

continued  on  page  716 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte^sirs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain/'^  yet  unlikely  to  cause  the  gastric  irritation^'^  or  in- 
creased bleeding  time“  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders’" 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive elTect.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON.  PA.  19034 


( McNEIL ) 


Contraindications:  Sensitivity  to  either  component.  Warnings:  Usage 
iti  Pregnancy —Vse  in  woman  of  child-bearing  potential  only  when 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau- 
tion in  patients  with  known  allergies  or  history  of  drug  allergies.  If 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dys- 
function are  observed,  the  drug  should  be  stopped.  Adverse  Reactions: 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  over- 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarely, 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edema 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazone) 
may  possibly  have  been  associated  with  gastrointestinal  bleeding. 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity  in 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  the 
dysfunction  was  or  was  not  drug  induced.  Usual  Adult  Dosage:  Two  tab- 
lets q.i.d.  Supplied:  Scored,  light  green  tablets,  imprinted  “McNEIL” 
—bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  4,  New  York,  The  Macmillan  Company,  1970.  3.  Vickers, 
F.  N.:  Gastroint.  Endosc.  14:94,  1967.  4.  Mielke,  C.  H.,  Jr.,  and  Britten, 
A.  F.  H.:  New  Engl.  J.  Med.  2*2:1270.  1970  (Corresp.).  5.  Kestler.  O.  C..  and 
Gyurik.  J.:  Industr.  Med.  Surg.  21:372,  1962.  6.  Forster,  S.,  et  al.:  Amer.  J. 
Orthop.  2:285,  1960.  7.  Data  on  file,  McNeil  Laboratories,  Inc.  8.  Friend,  D.  G.: 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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David  H.  Rasmussen,  M.D.,  Boise.  Graduate,  Univ- 
ersity of  Minnesota  Medical  School,  Minneapolis,  June 
12,  1965.  Internship,  Triplet  General  Hospital,  1965- 
66.  Residency  Ophthalmology,  University  of  Colora- 
do, 1968-71.  Granted  TL-498,  July  30,  1971.  Oph- 
thalmology. 

Richard  C.  Cutshall,  M.D.,  Moscow.  Graduate, 
University  of  Minnesota  Medical  School,  Minneapolis, 
June  8,  1968.  Internship,  Weld  County  Hospital, 
Greeley,  Colorado,  1968-69.  Residency,  Radiology, 
Cook  County  Hospital,  Chicago,  1969-71.  Granted 
TL-499,  July  30,  1971.  Radiology. 

James  K.  Luce,  M.D.,  Boise.  Graduate,  Yale  Univ- 
ersity School  of  Medicine,  New  Haven,  June  19,  1952. 
Internship,  Triplet  General  Hospital,  1952-5  3.  Resi- 
dency, Surgery,  San  Diego  County  Hospital,  1955-56; 
Medicine,  Veterans  Administration  Hospital,  Iowa 
City,  1958-60;  Medicine,  Cancer  Research  Institute, 
University  of  California,  1963-64.  Granted  TL-500 
August  13,  1971.  Internal  Medicine. 

Douglas  G.  Henriksen,  M.D.,  St.  Maries.  Graduate, 
University  of  Colorado  Medical  School,  Denver,  June 
9,  1967.  Internship,  David  Grant  USAF  Hospital, 
Travis  AFB,  1967-68.  Granted  TL-501,  August  19, 
1971.  General  Practice. 


Robert  W.  Matthies,  M.D.,  Boise.  Graduate,  Univ- 
ersity of  Illinois  College  of  Medicine,  Chicago,  June  9, 
1961.  Internship,  Akron  General  Hospital,  Akron, 
1961-62,  1966-67.  Granted  TL-502,  September  1, 
1971.  Student  Health  Service. 

Construction  Begins 

A brief  ceremony  marking  the  beginning  of  con- 
struction of  a $2.3  million  Boise  Medical  Arts  Center 
adjacent  to  St.  Alphonsus  Hospital  in  Boise  was  held 
July  15.  The  building  will  be  five  stories  with  a day- 
light basement  and  will  provide  56,000  square  feet 
for  up  to  65  physicians  and  surgeons,  according  to  H. 
Theodore  Thoreson,  M.D.,  Chairman  of  the  Boise 
Medical  Arts  Condominium  Association. 

Clinic  Established 

The  Muscular  Dystrophy  Association  of  America 
has  established  a diagnostic  clinic  at  the  Mercy  Reha- 
bilitation Center,  Nampa,  under  direction  of  Harold 
W.  Brown,  M.D.,  Nampa.  The  clinic  will  offer  differ- 
ential diagnostic  services  for  muscular  dystrophy  and 
related  neuro-muscular  disorders.  Appointments  are 
made  only  upon  the  referral  of  physicians. 


For  Insomnia... 

NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS;  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence;  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits, 
i ADVERSE  REACTIONS;  At  recommended  dosages,  there  have 
i been  rare  occurrences  of  morning  drowsiness,  dizziness, 
’ mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting,  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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[diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— potients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
I tively  low  incidence  of  CNS  stimulation. 

Contraindications;  ConcurrenHy  with  MAO  inhibitors,  'n  potients  hypersensitive  to 
I this  drug;  in  emotionolly  unstobie  patients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  sofer  than  the  omphetomines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potentiol  benefits  outweigh  potentioi  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  is  charocteristic  of  sympathomimetic  ogents,  It  moy 
occosionolly  couse  CNS  effects  such  os  Insomnia,  nervousness,  dizziness,  anxiety, 
and  jifteriness.  In  confrost,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increose  In  convulsive  episodes  hos  been  reported.  Sympathomimetic  cordio- 
vosco/or  effects  reported  Include  ones  such  as  tachycordio,  precordiol  poin. 


orrhythmia,  polpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  chonges  In  the  ECG  of  a heolthy  young  mole  ofter  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticoria.  ecchymosis,  end  erythema.  Gostrolntestinof  effects  such  os  diarrhea, 
constipation,  nouseo,  vomiting,  ond  obdominol  discomfort  hove  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  eoch  of  bone  morrow 
depression,  ogronulocytosis,  ond  leukopenic.  A variety  of  miscellaneous  adverse 
reoctions  hove  been  reported  by  physicians.  These  Include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreosed 
libido,  dysurio,  and  polyurio. 

Convenience  of  two  cJosoge  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
doily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  odditionol  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended 

N MERRELL- NATIONAL  LABORATORIES 

( IN^GFITGII  J Division  of  Richardson- Merrell  Inc. 

Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications;  For  the  prevention  and  treatment  of  nocturnol  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diobetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  ond 
static  foot  deformities.  Contraindications;  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions;  Aminophylline  may  produce  intestinai  cramps  in 
some  instonces,  and  quinine  moy  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  ond  gostrointestinai  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deofness,  skin  rash,  or  visuoi  distur- 
bances occur.  Dosage;  One  toblet  upon  retiring.  Where  necessary, 
dosage  may  be  increosed  to  one  toblet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

^ \ MERRELL-  NATIONAL  LABORATORIES 
( l^Grrcll  ) Division  of  Richardson- Meirell  Inc 
\ y Cincinnati,  Ohio  45215 


G^namm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 
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Specific  therapy  for  night  leg  cramps 


obituaries  continued  from  page  (>12 

DR.  JOHN  CUSHMAN  LYMAN,  85,  Walla  Walla, 
Washington,  died  April  20,  1971.  A lifelong  resident 
of  the  Walla  Walla  Valley,  he  was  born  near  Dayton, 
Washington,  attended  Whitman  College,  and  graduated 
in  1913  from  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  Maryland.  After  serving  with  the 
U.S.  Army  in  World  War  I,  he  began  bis  medical  prac- 
tice in  Walla  Walla  in  1920,  and  continued  there  as  a 
physician  and  surgeon  until  be  retired  when  he  was  80. 
Death  was  caused  by  a cerebrovascular  accident  — 
thrombosis. 

DR.  RICHARD  O.  LUCRE,  74,  Seattle,  Washington, 
died  April  27,  1971.  Death  was  caused  by  a gastroin- 
testinal hemorrhage.  He  was  a native  of  Omaha,  Ne- 
braska, and  graduated  in  1921  from  the  University  of 
Nebraska  College  of  Medicine.  He  had  lived  in  Seattle 
since  1942,  and  until  he  started  his  own  practice  in 
1948  he  was  associated  with  the  Securities  Clinic,  now 
Group  Health  Hospital.  He  retired  in  1966. 

DR.  MYRON  H.  GREEN,  53,  of  Port  Townsend, 
Washington,  died  March  12,  1971,  while  vacationing 
in  Sun  Valley,  Idaho.  He  was  born  in  Indianapolis, 
Indiana,  and  attended  Indiana  University  School  of 
Medicine,  where  he  received  his  medical  degree  in 
1942.  He  was  a retired  U.S.  Navy  full  commander,  and 
had  been  the  Boeing  Company’s  doctor  for  two  years 
before  going  to  Port  Townsend  in  195  7.  His  specialty 
was  general  surgery. 

DR.  LESTER  G.STECK,  79,  ofChehalis,  Washington, 
died  May  7,  197 1.  He  was  serving  his  third  term  as 
Lewis  County  coroner  at  the  time  of  death.  He  was 
born  in  Corydon,  Iowa,  attended  Walla  Walla  College, 
and  obtained  his  medical  degree  in  1925  from  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
California.  A physician  and  surgeon,  he  had  practiced 
in  Chehalis  since  1927.  Cause  of  death  was  pulmonary 
embolism. 

DR.  GEORGE  T.  EMERY,  57,  of  Portland,  Oregon, 
died  May  13,  1971.  He  was  born  in  Colorado,  and 
graduated  in  1939  from  Loma  Linda  University 
School  of  Medicine,  Loma  Linda,  California.  He  was 
a general  practitioner,  and  was  licensed  in  Oregon  in 
1946.  Death  was  due  to  arteriosclerotic  heart  disease. 

DR.  FELIX  CHRISTIAN  RYKKEN,  73,  of  Seattle, 
Washington,  died  May  15,  1971.  Death  was  caused  by 
congestive  heart  failure.  He  was  born  in  North  Dakota, 
and  attended  University  of  Pennsylvania  School  of 
Medicine  in  Philadelphia,  where  he  received  bis  medi- 
cal degree  in  1922.  He  was  retired. 

DR.  THEODORE  W.  ADAMS,  73,  of  Portland,  Ore- 
gon, died  March  22,  1971,  in  Grants  Pass.  He  had  been 
stricken  with  coronary  thrombosis  while  traveling  in 
southern  Oregon.  He  was  born  in  Ann  Arbor,  Michi- 
gan, and  was  a 1920  graduate  of  the  University  of 
Michigan  Medical  School.  An  obstetrician  and  gyne- 
cologist, he  had  practiced  in  Portland  since  1924,  and 
had  been  on  the  faculty  of  the  University  of  Oregon 
Medical  School. 


DR.  EDWARD  H.  McLEAN,  84,  of  West  Linn,  Oregon, 
died  February  20,  1971.  He  was  born  in  Linkville, 
now  called  Klatnath  Falls,  and  received  bis  medical 
degree  in  1912  from  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York.  In  1915  he  be- 
came Professor  of  Pathology  and  Bacteriology  at  the 
University  of  Oregon  Medical  School.  He  entered  pri- 
vate practice  in  Oregon  City  in  1923,  and  retired  in 
I960.  During  his  career,  be  initiated  the  movement 
which  eventually  became  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation.  Cause 
of  death  was  generalized  arteriosclerosis. 

DR.  RICHARD  RUTLEDGE  CARTER,  57,  of  Port- 
land, Oregon,  died  February  14,  1971.  Cause  of  death 
was  carcinoma  of  the  pancreas.  He  was  born  in  Port 
Townsend,  Washington,  and  was  a 1938  graduate  of 
Duke  University  School  of  Medicine,  Durham,  North 
Carolina.  A neurologist,  he  had  practiced  in  Portland 
since  1946,  and  was  a co-founder  of  the  Epilepsy 
League  of  Oregon. 

DR.  CHARLES  TODD  JESSELL,  5 7,  of  Portland, 
Oregon,  died  March  25,  1971.  He  was  born  in  Wausau, 
Wisconsin,  and  graduated  in  1936  from  the  University 
of  Wisconsin  Medical  School  in  Madison.  Cause  of 
death  was  hepatic  failure  and  gastrointestinal  hemor- 
rhage. He  had  been  a radiologist  in  the  Portland  area 
since  1946. 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 
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CONTINLj 

Compiled  by  Woshington/Aloska  Regional  Medicc.u 


SUBJECT 

FACULTY 

SPONSOR 

LOCATION 

FOR 

Seminar  on  Pediatric  Ortho- 
pedic Problems  in  Family  and 
Pediatric  Practice 

University  of  Oregon  Medical  School 
faculty  members:  Shriners’  Hospital  for 
Crippled  Children  staff  members 

North  Pacific  Pediatric  Society, 
Shriners'  Hospital  for  Crippled 
Children;  Oregon  Association  of 
General  Practice 

Shriners’  Hospital  for  Crippled 
Children,  Portland,  Oregon 

F 

Physicians 
AAGP  Credit:  9 hrs. 

American  Gastroenterological 
Association:  Advances  in  Gastro- 
enterology’ for  Primary  Care 
Physicians  and  Surgeons 

John  A.  Benson,  Jr.,  M.D.,  Coordinator;  American  Gastroenterological  Assoc. 

Leslie  J.  Schoenfield,  M.D.,  Univ.  of 
California,  Los  Angeles;  William  W.  Krippaehne, 

MD.,  Univ.  of  Oregon;  David  R.  SaundersA^-D., 

Univ.  of  Washington;  John  R.  Senior,  M.D., 

Univ.  of  Pennsy  lvania,  Moderator 

Child  Development  Center,  Univ. 
of  Oregon  Medical  School,  Portland. 
Oregon 

Physicians 
AAGP  Credit:  6 hrs. 

Menstrual  Disorders  from 
Puberty  to  Senility 

William  O.  Thomas,  Jr.,  M.D.,  F.  John 
de  Maria,  M.D.,  Joseph  E.  Nohlgren,  MJD. 

University  of  Oregon  Medical  School 
Circuit  Course  Programs 

October  27:  Bozeman,  Montana 
October  28:  Great  Falls,  Montana 
October  29:  Missoula,  Montana 
St.  Patrick  Hospital 

Physicians 

OAGP  Credit:  AVz  hrs. 

17th  Annual  St.  Paul’s  Hospital 
Continuing  Medical  Education 
Course,  Obstetrics  and  Gynae- 
cology, Family  Dynamics,  Sports 
Medicine  and  G. I. Therapeutics 

P.M. Miller,  M.D.,  School  of  Medicine, 
University  of  California,  Davis 

Thomas  M.  Roulston,  M.D. .Faculty 
of  Medicine,  University  of  Manitoba, 
Winnipeg.  St.  Paul's  Hospital;  The 
University  of  British  Columbia, 
Faculty  of  Medicine 

St.  Paul’s  Hospital.  Vancouver,  1, 
British  Columbia 

Physicians,  particularly 
those  in  family  practice 

Clinical  Pharmacology 

University  of  Oregon  Medical  School 
Department  of  Pharmacology 

University  of  Oregon  Medical  School/ 
Oregon  Regional  Medical  Program 
Circuit  Course  Program 

Good  Samaritan  Hospital 
Corvallis,  Oregon 

Physicians 

OAGP  Credit:  4 ‘A  hrs. 

Infection  Control 

Mary  Murphy,  R.N.;  Hortensia 
Dalrymple.  MSH.;  DeWayne  Ohlsen,  all 
of  the  Oregon  State  Hospital  Division 

Regional  Medical  Program  grant 

St.  Vincent  Hospital,  Portland 

All  personnel  employed 
health  care  institutions 

The  Anemias:  Diagnosis  Before 
Treatment 

Robert  D.  Koler,  M.D.;  David  R.  Rullman. 
M.D. 

University  of  Oregon  Medical  School/ 
Oregon  Regional  Medical  Program 
Circuit  Course  Program 

November  10:  Courtel  Motel  Physicians 

Coos  Bay,  Oregon  OAGP  Credit:  4Vi  hrs. 

November  1 1 : Roseburg  Country  Club 
Roseburg,  Oregon 

Diabetes  Mellitus 

John  Stephens,  M.D.,  et  al 

Regional  Medical  Program 

Good  Samaritan  Hospital.  Portland 

Physicians 

OAGP  Credit:  40  hrs. 

Chronic  Obstructive  Pulmon- 
ary Disease 

A.  Sonia  Buist,  M.D.;  Miles  J.  Edwards, 
M.D.;  James  L.  Mack,  M.D. 

University  of  Oregon  Medical  School/ 
Oregon  Regional  Medical  Program 
Circuit  Course  Program 

Sacred  Heart  General  Hospital 
Eugene,  Oregon 

Physicians 

OAGP  Credit:  4*2  hrs. 

Current  Concepts  in  Drug 
Therapy 

George  N.  Aagaard,  M.D.,  Chairman 

Washington  State  Medical  Assoc,  and 
Div.  of  Health;  Washington/Alaska 
Regional  Medical  Program;  Div.  of  Con- 
tinuing Medical  Education,  University 
of  Washington  School  of  Medicine 

Auditorium.  Health  Sciences  Bldg., 
University  of  Washington 

Physicians 

Annual  Cancer  Conference 

Willis  J.  Taylor,  M.D.,  Chairman 

The  Virginia  Mason  Medical  Center; 
Washington  State  Chapter,  American 
Cancer  Society 

The  Mason  Clinic,  1111  Terry  Ave.. 
Seattle 

Physicians 

Basic  Office  Skills:  Ophthal- 
mology and  Otolaryngology 

Members,  Faculty  of  Medicine,  The 
University  of  British  Columbia 

Departments  of  Ophthalmology  and 
Surgery,  Division  of  Otolary'ngology, 
Faculty  of  Medicine,  The  University 
of  British  Columbia 

The  Vancouver  General  Hospital 
Vancouver  9,  B.  C. 

Physicians 

Postgraduate  Preceptorships: 
individualized  refresher 
courses  are  arranged  in  most 
medical  specialties 

Practicing  physicians 

Washington/Alaska  Regional  Medical 
Program;  Division  of  Continuing  Med- 
ical Education,  University  of  Washing- 
ton School  of  Medicine;  Washington 
State  Medical  Association 

Hospitals  in  Seattle,  Spokane, 
Tacoma,  Yakima 

Physicians 
AAGP  Credit 

Medical  Television: 

Intensive  Care  Unit.  Parts 
I,  II,  III,  October  26, 

Lucius  D.  Hill.  Ill,  M.D.;  Phillip  O. 
Bridenbaugh,  MX>.;  Richard  R.  Paton, 
M.D,;  Neely  E.  Pardee,  M.D. 

Washington/Alaska  Regional  Medical 
Program 

Channel  9,  Seattle;  47,  Yakima; 
7,  Spokane;  10,  Pullman; 

10,  Portland 

Primarily  for 
physicians 

November  2,9 

Discussion  session,  November  16 
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I 


DICAL 

EDUCATION 

■gl 

Regional  Medical 

Program,  Mountain  States  Regional 

Medical  Program. 

ENROLLMENT  LIMIT  DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Two  days 

October  22,  23 
October  22  - 
Session:  8 a.m, -4: 30  p.m. 
October  23  - 

Session:  8:45  a.m.-  12  midnight 

$15 

Requests  to:  Paul  Campbell.  MX).. 
Chief  Surgeon 

Shriners’  Hospital  for  Crippled  Children 
8200  N.E.  Sandy  Boulevard 
Portland,  Oregon  97220 

One  day 

October  23 

Session:  9 a.m.-  4:45  p.m. 

$50  for  practicing 
physicians 
$15  for  doctors  in 
training 

Requests  to:  AGA  Postgraduate  Courses 
Box  190 

McLean,  Virginia  22101 
(703)  356-2693 

One-half  day 

October  27,  28,  29 

Sessions:  1:30  p.m.-  6 p.m. 

$10 

Requests  to:  Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 

No  limit 

Three  days 

October  28-30 
October  28: 

Registration:  8:30  a.m. 

$50 

Division  of  Continuing  Education  in  the  Health 
Sciences,  Task  Force  Building,  The  University  of 
British  Columbia,  Vancouver  8.  B.C.,  Canada 
(604)  228-2626 

One-half  day 

November  3 

Session:  1:30  p.m.-  6 p.m. 

$10 

Requests  to:  Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
(503)  228-9181,  ext.  1181 

Three  days 

November  3,  17  &r  December  1 

S5  per  session 

Requests  to:  Oregon  Association  ol  Hospitals 
220  S.W.  Morrison 
Portland,  Oregon  97204 
(503)  228-5608 

One-half  day 

November  1 0,  1 1 

Scssions^  1 :30  p.m.-  6 p.m. 

$10 

Requests  to:  Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
(503)  228-9181,  ext.  1181 

Limited 

Five  days 

November  1 5-19 

Sessions:  8 a.m.-  5 p.m. 

SIO 

Requests  to:  Liz  Burck 
Good  Samaritan  Hospital  •• 

1015  N.W.  22nd 
Portland,  Oregon  97210 
(503)  229-7006 

One-half  day 

November  17 

Session:  9 a.m.-  1:30  p.m. 

SIO 

Requests  to:  Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School 
3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Oregon  97201 
(503)  228-9181,  ext.  1181 

No  limit 

Two  days 

November  18,  19 
November  18  • 

Registration:  8:30  a.m. 
Session:  9 a.m.-  5 p.m. 
November  19  - 
Session;  9 a.m,-  5 p.m. 

$50 

Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Education. 
University  of  Washington  School  of  Medicine, 
Seattle.  Washington  98195 
(206)  543-1050 

100 

One  and  one-half  days 

November  19,  20 
November  1 9 - 

Session:  1:30  p.m.  - 5 p.m. 
November  20  - 
Session:  8 a.m.-  12  noon 

No  fee 

Preregisiration  required.  Contact  Kenneth  R. 
Wilske,  M.D.,  Director  of  Continuing  Medical 
Education,  Virginia  Mason  Medical  Center. 
1111  Terry  Avenue,  Seattle  98 101 
(206)  MA  3-3700,  ext.  343,  470 

24 

Two  days 

November  25,  26 
November  25  - 
Registration:  8:30  a.m. 

$60 

Division  of  Continuing  Education  in  the  Health 
Sciences,  Task  Force  Building,  The  University 
of  British  Columbia.  Vancouver  8.  B.C.,  Canada 
(604)  228-2626 

None 

To  be  individually 
arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorship  Project,  Washington/ 
Alaska  Regional  Medical  Program,  530  “U”  District 
Building,  Seattle  98105 
(206)  543-8525 

25  minutes;  discussion 
session  55  minutes 

October  26,  November  2,  9 - 
Telecasts  are  every  Tuesday  at  7:35  a.m.; 
repeat  programs  at  8:05  a.m.  and  at 
10:30  p.m.  or  1 1 p.m,  (check  local  listing) 
November  16  - 

Live  telecast  of  instructors  answering  phone 
in  questions  7:35  a.m.-  8:30  a.m.  Call  toll-free, 
Channel  9.  Seattle,  (206)  543-2000. 

Session  is  taped  and  replayed  at  close  of 
broadcast  day  on  Channels  9 and  47 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  be  sent  to  Joan  Kelday, 
530  University  District  Building,  Seattle,  Washington,  98  1 05, 
by  the  6th  of  the  month,  two  months  before  the  course  is  to 
be  presented. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual  — June  18-22,  1972,  San 
Francisco 

AMA  Clinical  - Nov.  28-Dec.  1,  1971, 
New  Orleans 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

American  Gastroenterological  Associa- 
tion — Regional  Postgraduate  Day, 
Oct.  23,  1971,  Portland 
Chairman,  John  A.  Benson,  Portland 

Northwest  Physical  Medicine  and  Rehor 
bilitation  — Annual  Meeting,  May, 
1972,  Monterey,  California 
Pres.  George  Peirson,  Portland 
Sec.  Yukio  Kumasaka,  Seattle 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.  Gilbert  Bade,  Seattle 
Sec.  William  C.  S.  Graham,  New  West- 
minster, B.  C. 

Northwest  Rheumatism  Society  — Joint 
Meeting,  Oct.  21-23,  1971,  Medical 
Sciences  Bldg.,  Univ.  of  California, 
San  Francisco 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society  — 
Attnual  Meeting,  May  12-14,  1972, 
Empress  Flotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

West  Coast  Allergy  Society  — Annual 
Meeting,  Oct.  28-30,  1971,  Sheraton 
Motor  Inn,  Portland 
Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  Phoenix 

OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 
1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kuge,  Portland 

Oregon  Academy  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  Jan.-Nov. 
Pres.  Richard  A.  Lalli,  Portland 
Sec.  Richard  P.  Panian,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct., Nov.). 

Pres.  Joyle  Dahl,  Portland 

Sec.  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  A merican  Psy- 
chiatric Association— (Jan.,  Apr., Oct.). 
Pres.  William  Thompson,  Portland 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
mee  ting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 


Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  of  Internal  Medicine- 
Annual  Meeting,  May  11-13,  1972, 
Sun  River  Lodge,  Sun  River,  Oregon 
Pres.  Jules  F.  Bittner,  Pendleton 
Sec.  Robert  J.  Smith,  Portland 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct., Nov., Jan.,  through 
May),  Heathman,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy  — Northwest 
Forum. 

Pres.  John  L.  Stevenson,  Jr.,  Portland 
Sec.  Robert  L.  Cutter,  Bend 

Oregon  Society  of  Anesthesiologists,  Inc. 
—3rd  Fri.  (Oct.-April)  Portland.  May, 
Salishan. 

Pres.  Bruce  A.  Peters,  Portland 
Sec.  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis  — Con- 
gress Hotel,  Fourth  Fri.,  Sept-May, 
except  Nov.  , Third  Friday. 

Pres.  Oloff  Hansen,  Vancouver 
Sec.  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Academy  of  Psychiatry  — 4th 
Tues.  (Jan.-May,  Sept.-Nov.). 

Pres.  Ira  Pauly,  Portland 

Sec.  Rocca  Garofalo,  Wilsonville,  Ore. 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.- April)  6: 30  P.M.,  Ramada  Inn  , 
Portland.  Annual  Meeting,  May  11- 
12,  1972. 

Pres.  Ambrose  Shields,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

King  County  Academy  General  Practice— 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 
Pres.  James  Dahlen,  Seattle 
Sec.  Robert  McClean,  Auburn 

Puget  Sound  Academy  of  Ophthalmology 
—3rd  Tues.  (Oct.-April)  Annual Meet- 


14-15,  1972,  Washington  Pla- 
za Hotel,  Seattle 

Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Gynecological  Society— 3rd  Wed., 
(except  June,  July,  Aug.,  Sept,  Dec.). 
Pres.  Joe  Griffin,  Seattle 
Sec.  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May)  Annual  Meeting,  Jan.  21 
-22,  Seattle 

Pres.  Dean  Parker,  Seattle 
Sec.  Karl  J.  May,  Seattle 

Spokane  Surgical  Society  — Quarterly. 
Pres.  Edward  Johnson,  Spokane 
Sec.  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine  — 
4 th  Tues. 

Pres.  James  Billingley,  Tacoma 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  Thurs.  (Sept-June).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  State  Radiological  Society  — 
Sept,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.  Edward  C.  Smith,  Spokane 
Sec.  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar., June, Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept-May). 

Pres.  Paul  Rider,  Yakima 
Sec.  Lincoln  Ries,  Yakima 


Please  send  information  to  be  includ- 
ed on  this  page  to:  Managing  Editor, 

Northwest  Medicine,  500  Wall  Street, 
Seattle,  Washington  98121. 
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You  can't  fell  a redwood 
with  a hatchet 

With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
''a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with ; arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theragiair-M 

High  Potency  Vitamin  Formula  with  Minerals 


SOQIBB 

f The  Priceless  Ingredient  of  every  product 


is  the  honor  and  integrity  of  its  maker.'™ 


© Squibb  & Sons,  tnc.  1970 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


GP  OR  SPECIALIST  NEEDED  — Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOI- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1 ,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


OBSTETRICIAN-GYNECOLOGIST  - Board  certified 

or  eligible.  110  man  clinic  of  specialists  associated  with  250- 
bed  hospital.  10  man  department.  Starting  income  $30,000 
per  annum  with  annual  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Department  of  Obstetrics-Gynecology. 
The  Permanente  Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore. 
97217 


GP,  RADIOLOGIST,  UROLOGIST,  OTOLARYN- 
GOLOGIST— Southern  Oregon  Community  needs  physi- 
cians. Growing  community  necessitates  expansion  of  private 
hospital  and  need  for  progressive  physicians.  This  is  an  area  of 
real  livability  — fishing,  boating,  skiing,  hiking,  golf  — recre- 
ation activities  in  gentle  smog-free  climate.  Schools,  churches, 
country  clubs  available.  Excellent  airline  accommodations  to 
urban  centers.  Retiring  physicians  insure  a ready  practice  for 
successors.  For  information  contact  Mrs.  G.  Way  man,  6627 
N.E.  82nd  Ave.,  Portland, Ore.  97220,  phone  (503)  255-8511. 


UMATILLA  COUNTY—  is  actively  looking  for  a Health 
Officer.  How  would  you  like  to  get  away  from  the  rain  and 
smog?  Salary  $2,000  per  month.  Ample  vacation  time  and 
time  for  continued  education.  Forty  hours  per  week.  The 
work  is  approximately  50%  clinical,  50%  administrative.  Staff 
consists  of  six  nurses,  three  sanitarians,  two  secretaries,  all  on 
standard  pay  scale  and  all  experienced  in  carrying  out  the 
usual  programs  in  public  health  and  preventive  medicine.  Ore- 
gon license  required.  Call  (503)  276-3211  or  write  Alton  L. 
Alderman,  M.D.,  Health  Officer,  P.O.Box  8,  Pendleton,  Ore. 
97801. 


GENERAL  PRACTITIONER  AND  SURGEON-  wanted 
for  Grand  Coulee,  Washington.  Excellent  opportunity  in  this 
sunshine-filled,  high-employment  area  of  eastern  Washington. 
45-bed  JCAH  hospital  with  excellent  staff  and  consulting  spe- 
cialists is  located  3 mi.  from  the  $500,000,000  Grand  Coulee 
Dam  construction  project,  close  to  all  forms  of  outdoor  recrea 
tion,  87  mi.  from  Spokane  and  240  mi.  from  Seattle.  Write  to 
Mr.  Delos  J.  Bristor,  P.O.Box  A,  Grand  Coulee,  Wa.  99133  or 
phone  (509)  633-1753. 


GENERAL  PRACTITIONER  WANTED- Interested  in 
internal  medicine,  or  an  internist  to  work  in  a new  modern 
well-equipped  clinic  in  eastern  Washington.  Small  town  easily 
accessible  to  a large  metropolitan  area.  Presently  only  one  GP 
in  town.  Town  has  a well-equipped  20-bed  hospital  and  a nurs- 
ing home.  Excellent  opportunity.  Please  write,  216  E.  Main, 
RitzvUle,  Wa  99169. 


ALASKA'S  MAJOR  PARTNERSHIP  —and  its  most  re- 
spected one,  needs  four  physicians;  an  anesthesiologist,  GP, 
pediatrician,  and  an  orthopedic  surgeon.  We  have  a full  prac- 
tice, exceOent  conditions,  and  outstanding  compensation.  This 
plus  fishing,  hunting  and  climbing  just  outside  of  surprisingly 
cosmopolitan  Anchorage.  Investigate  the  future  and  you  will 
discover  our  Alaska.  Please  write  Mr.  J.  L.  Wilcox,  4314  East 
Newton,  Seattle,  98102,  or  call  (206)  329-4463. 


GENERALIST-  Rural  group,  3 general  men,  1 board  sur- 
geon, 1 Medex.  Active  teaching  unit  of  a major  medical 
school.  Interesting  active  family  practice  in  Central  Washing- 
ton. Salary  competitive  and  open  for  negotiation.  Gustav 
Bansmer,  M.D.,  F.A.C.S.,  Yakima  Valley  Clinic,  Grandview, 
Wa.  98930. 


SITUATION  WANTED 


YOUNG  UROLOGIST—  completing  recognized  urology 
residency  July  1972,  seeks  urologic  practice  or  association  in 
the  Pacific  Northwest.  Contact  Robert  J.  Hehn,  M.D.,  P.O. 
Box  ‘O’,  Balboa  Heights,  Canal  Zone. 


MEDICAL  MANAGEMENT  CONSULTANT-  Group 

or  solo  practice,  20  years  experience  in  medical  management 
problems,  major  and  minor.  Short  or  long-term  help  or  advice. 
Can  handle  complete  expansion  program.  Reasonable  fees. 
References  and  resume  on  request.  Member,  MGMA  and  Fel- 
low, ACCM.  W.  T.  Johnston,  FACCM,  30831-1 9th  PI.  South, 
Federal  Way,  Wa.  98002  (206)  VE  9-3244. 

ROENTGENOLOGIST—  Board  certified,  32  years  old, 
wishes  to  relocate  in  western  Washington.  Write  Box  32-B, 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


GENERAL  PRACTITIONER—  seekswork,  Portland  area, 
Jan.  15  to  July  15.  Oregon  and  Washington  licenses.  10  years 
GP  in  Oregon,  2 years  in  Peace  Corps,  Peru.  Write  W.  Spomer, 
M.D.,  300  Martin  St.,  Earned,  Kansas  67550. 


OFFICE  SPACE 


MCMINNVILLE,  OREGON  MEDICAL  OFFICE-For 

lease,  1,100  sw.  ft.,  central  location,  two  hospitals  and  45  min. 
to  Portland,  Phone  (503)  472-5423. 


FOR  SALE 


BOOKS  FOR  SALE—  10  vol.  set,  Tice,  Practice  of  Medi- 
cine; 12  vol.  set,  Lewis,  Practice  of  Surgery;  4 dbl.  vol.  set, 
Brenneman,  Practice  of  Pediatrics;  3 dbl.  vol.  set,  Davis,  Ob- 
stetrics and  Gyn.  (revisions  complete  thru  June  1971).  Inter- 
national Medical  Digest;  International  Surgical  Digest;  7/56- 
7/70,  end  of  publication.  New  condition.  Asking  about  $250 
less  than  current  new  prices.  Make  offer.  Notes  and  Tips  to 
date.  Medical  and  Surgical  Clinics  of  North  America.  Com- 
plete, mint  condition.  1952  thru  1969  $1.00  a book.  Write  F. 
R.  Pingrey,  M.D.,  814  S.W.  Bay  St.,  Newport,  Ore.  97365. 


SPECIAL  NOTICE 

September,  1971  issues  of  NORTHWEST  MEDI- 
CINE are  urgently  needed.  Please  send  any  copies  no 
longer  in  use  to  Northwest  Medicine,  500  Wall  Street, 
Seattle,  Wa.,  98121.  Second-class  postage  of  12  cents 
will  be  refunded. 
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The  Remarkably  Rigid  Progression  .... 

...  Of  Alcoholism 

In  virtually  every  case  of  alcohol  addiction  there  is  a time-ordered  sequence  of 
progressive  drinking.  Alcoholism  begins  with  “social  drinking,”  then  progresses  to: 


D Drinking  at  least  once  a week. 

im  Drinking  faster  and  more  than  the  “sociai  drinker.” 
LD  Experiencing  temporary  amnesia,  or  “blackouts.” 
CH  Becoming  more  drunk  than  the  “social  drinker.” 

CD  Losing  control  over  ability  to  stop  drinking  after 
the  first  drink. 

□ go  ing  on  periodic  drinking  bouts. 

□ Losing  time  from  work. 

□ Protecting  and  hiding  iiquor  supplies. 


□ Drinking  aione  in  the  morning  or  before  breakfast. 

□ Getting  the  “shakes”  and  “butterflies”  and  finding 
iiquor  mediates  them. 

□ Finding  it  takes  less  alcohol  to  get  drunk  (less 
tolerance  to  the  drug,  probably  due  to  brain  damage). 

I I Experiencing  delirium  tremens,  (D.T.s). 

□ Feeling  vague  and  unreasoned  fears. 

□ Experiencing  insomnia. 

□ Dying  of  liver,  or  brain,  or  heart  disease,  or  debiii- 
tating  diseases  such  as  tuberculosis  and  pneumonia 
or  accidents. 

12001  AMBAUM  BOULEVARD  S.W. 

SEATTLE,  WASHINGTON  98146 

(206)  CH  4-8100 


Intensive  10-day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 
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Break  the 
ulcer  circuit 
u hyperacidity, 
hypermotility  and 

ulcer  pain. 


Pro-Banihine 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine  "insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications;  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curore-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Eltects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  os  many  as 
two  tablets  fotir  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. 


Research  in  the  Service  of  Medicine 

Distributed  by  G.  D.  Searle  & Co.,  P.  O.  Box  51 1 0,  Chicago,  Illinois  60680 
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Human  beings  are  ecosystems,  inhabited  by  populations 
of  microorganisms.  When  antibiotics  alter  the  balance  of  these  populations 
in  the  G.  I.  tract,  monilial  overgrowth  can  ensue. 

The  Nystatin  component  of  DECLOSTATIN  is  present  to  help 
control  such  overgrowth. 

DECLOSTATIN  is  particularly  relevant  for  treatment 
of  bacterial  infection  caused  by  sensitive  organisms  in 
such  monilia  susceptible  patients  as  diabetics,  the  elderly  or  debilitated, 
and  others  with  a history  of  moniliasis. 


i 

t 

t 

Actions:  Tetracyclines  are  active  against  a wide  £ 
range  of  gram-negative  and  gram-positive  I 

organisms.  Nystatin  is  an  antifungal  agent  f 

against  Candida  (monilia)  albicans.  ^ 

Contraindications:  Hypersensitivity  to  any  t 

tetracycline  or  nystatin.  ‘ 

Warnings:  The  Use  of  Drugs  of  the  Tetracycline 
Class  During  Tooth  Development  (Last  Half  of 
Pregnancy,  Infancy  and  Childhood  to  the  Age  of 
8 Years)  May  Cause  Permanent  Discoloration  of 
theTeeth  (Yellow-Gray-Brown).  This  Adverse  Re- 
action is  More  Common  During  Long-Term  Use 
of  the  Drugs  But  Has  Been  Observed  Following 
Repeated  Short-Term  Courses.  Enamel  Hypo- 
plasia Has  Also  Been  Reported.  Tetracycline 
Drugs,  Therefore,  Should  Not  be  Used  in  This 
Age  Group  Unless  Other  Drugs  Are  Not  Likely 
To  be  Ellective  or  Are  Contraindicated.  In  renal 
impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  \ 

conditions,  use  lower  doses,  and,  in  prolonged  V 
therapy,  determine  serum  levels.  Phototoxic 
reactions,  characterized  by  severe  burns  of  . 

exposed  surfaces,  can  result  from  direct  expo- 
sure to  sunlight  during  therapy  with  moderate 
to  large  doses  of  demeclocycline.  Advise  patient 
of  this  reaction  to  sunlight  or  ultraviolet  light,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Like 
other  tetracyclines,  demeclocycline  forms  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given 
oral  doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a 
decrease  in  fibula  growth  rate,  reversible  when  drug 
was  discontinued.  In  patients  with  significantly  impaired 
renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia, 
hyperphosphatemia,  and  acidosis. 


Precautions:  Use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  If  superinfection 
occurs,  institute  appropriate  therapy.  In  venereal 
diseases  when  coexistent  syphilis  is  suspected,  darkfield 
examination  should  be  done  before  treatment  is  started 
and  blood  serology  repeated  monthly  for  at  least  4 
months.  Patients  on  anticoagulant  therapy  may  require 
downward  adjustment  of  such  dosage.  Test  for  organ 
system  dysfunction  (e  g.,  renal,  hepatic  and  hemo- 
poietic) in  long-term  use.  Treat  all  Group  A beta 


DECLOSTATIN®  300 

Demeclocycline  HCl  300 mg 
and  Nystatin  500,000  Units 

/ Capsule-Shaped  Tablets  Lederle 


hemolytic  streptococcal  infections  for  at  least  10  days. 
Following  therapy,  persistence  for  several  days  in  both 
urine  and  blood  of  bacteriosuppressive  levels  of  drug 
may  interfere  with  culture  studies.  Do  not  consider 
such  levels  as  therapeutic. 

Adverse  Reactions:  G.L:  anorexia,  nausea,  vomit- 
ing, diarrhea,  glossitis,  dysphagia,  enterocolitis, 
inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular 
erythematous  rashes.  Exfoliative  dermatitis 
(uncommon).  Photosensitivity.  Renal  toxicity: 
rise  in  BUN,  dose-related.  Transient,  reversi- 
ble, nephrogenic  diabetes  insipidus  with 
excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions:  urticaria, 
angioneurotic  edema,  anaphylaxis, 
anaphylactoid  purpura,  pericarditis, 
exacerbation  of  systemic  lupus 
erythematosus.  When  given  over 
prolonged  periods,  tetracyclines 
may  produce  brown-black  micro- 
scopic discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur.  In  young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic  dosage,  dis- 
appearing rapidly  when  drug  was  discontinued.  Blood: 
hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosino- 
philia.  Nystatin:  Nystatin  has  been  associated  with  nausea 
and  vomiting,  gastrointestinal  distress  and  diarrhea 
(occasionally  with  large  doses).  Concomitant  therapy: 
Antacids  containing  aluminum,  calcium,  or  magnesium 
impair  absorption;  do  not  give  to  patient  taking  oral  tetra- 
cycline. Food  and  some  dairy  products  also  interfere  with 
absorption.  Oral  doses  should  be  given  1 hour  before  or 
2 hours  after  meals.  Pediatric  oral  doses  should  not  be 
given  with  milk  formulas,  but  should  be  given  at  least  1 hour 
prior  to  feeding. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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The  Effect  of  Unanimity 

Unanimity  enabled  one  group  to  ward  off  a 
political  attack  — disunity  in  another  group  pro- 
duced medical  disaster,  H.  D.  Roberts,  President 
of  the  Canadian  Medical  Association  explains 

see  page  704 
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• Voluntary  Sterilization  of  the  Male  .... 

Discussion  of  criteria  for  operation  and 
recommendation  for  counseling  and  follow-up 


page  755 


• Telephone  Recall  System  for  Periodic 
Cervical  Cytological  Examinations  . 

A practice-tested  procedure  that  works 


page  768 


OMA  President  seeks  suggestions,  complaints. 


and  questions  — The  President's  Message page  770 

1971  OMA  Convention  Report,  Pictures page  771 

1971  WSMA  Convention  Pictorial page  780 
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This  is 

The  geriatric 
insomniac 


\ 


Profile  of  insomnia 


Wide-eyed  in  the  darkness,  he  feels  the  sense  of 
loss,  the  loneliness  and  helplessness  that  can 
so  often  threaten  the  aged. 

Beset  by  vague  aches  and  pains,  fearful  of 
disability,  sleep  evades  him  and  the  night  seems 
endless.  Added  to  his  other  problems ...  he  has 
become  a “sleep  cripple.” 

The  stress  resulting  from  insomnia  in  the 
geriatric  patient  can  increase  the  difficulties  of 
the  elderly,  and  intensify  somatic  complaints. 
Allowed  to  continue,  such  insomnia  may  even 
help  prompt  the  appearance  of  new  symptoms. 

When  insomnia  adds  a new  dimension  to 
geriatric  problems,  Noludar  300  can  be  an 
effective  countermeasure,  whether  sleep  is 
delayed  in  onset,  broken,  or  marred  by  early 
awakening.  A nonbarbiturate,  Noludar  300 
usually  works  within  45  minutes,  inducing  sleep 
that  can  last  5 to  8 hours.  Paradoxical  excitation 
is  rare— an  important  advantage  in  the  geriatric 
patient.  Drug  “hang-over”  or  morning-after 
grogginess  is  generally  avoided.  Supplied  in 
300-mg  capsules;  also  available  in  200-mg 
and  50-mg  tablets. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 

CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness,  such  as  operating  machinery  or 
driving  a motor  vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical  and 
psychological  dependence  rarely  reported.  If  with- 
drawal symptoms  do  occur  they  may  resemble  those 
associated  with  withdrawal  of  barbiturates  and  should 
be  treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be  addiction- 
prone  or  those  whose  history  suggests  they  may  increase 
the  dosage  on  their  own  initiative.  Repeat  prescriptions 
should  be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in  preg- 
nancy, during  lactation,  or  in  women  of  childbearing 
age  against  possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an 
analgesic  should  also  be  prescribed.  Perform  periodic 
blood  counts  if  used  repeatedly  or  over  prolonged 
periods.  Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  increase 
hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages, 
there  have  been  rare  occurrences  of  morning  drowsi- 
ness, dizziness,  mild  to  moderate  gastric  upset 
(including  diarrhea,  esophagitis,  nausea  and  vomiting), 
headache,  paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of  neutropenia 
and  thrombocytopenia;  however,  the  evidence  does  not 
establish  that  these  reactions  are  related  to  the  drug. 


Nohidar300 

(methyprylon)  capsule 

<^R0^  for  the  rest  of  the  night 
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The  gut  reactor. 


BELAP 

is  for  him. 


He’s  the  patient  who  takes  his  problems  out  on  his  stomach. 

The  reaction  is  acute  physical  distress,  usually  due  to  spasm,  hypermotility 
or  excessive  secretion  of  the  GI  tract. 

He  can  be  helped  with  Belap.  It  relieves  his  nervous  tension 
with  its  gentle  sedative  action,  and  soothes  the  spastic  gut  with  its  dependable 
antispasmodic-antisecretory  effects.  Available  in  a variety  of 
formulations  for  optimal  patient  response. 


Belap  Tablets 

Each  tablet  contains : No.  0 


No.  1 No.  2 


Phenobarbital 

: (W«rning:Mayb«habitforming> 


8 mg.  15  mg.  30  mg. 

I" 

Belladonna  Extract  8 mg.  8 mg.  omg. 
Dosage:  One  tablet  three  times  daily. 
Supplied:  Bottles  of  100,  1000  and  5000 
tablets. 

Side  Effects:  Blurred  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may 
occur  at  higher  dosage  levels. 

Precautions:  Administer  with  caution  to  patients 
with  incipient  glaucoma  or  urinary  bladder  neck 
obetniction  as  in  pioetatic  hypertrophy. 


Belap  Elixir 

Each  teaspoon ful  (5  ml.)  contains: 
Phenobarbital  15  mg. 

(Warning.  May  be  habd  forming) 

Belladonna  Leaf  Fluidextract  0.033  mg. 

Alcohol  22% 

(Each  teaspoonful  is  equivalent  to  one  Belap 
No.  1 tablet) 

Dosage:  One  teaspoonful  three  times  daily. 
Supplied:  Bottles  of  473  ml.  (1  pt.)  and 
3.78  L.  (1  gal.). 

BELAP 

Brand  of  phenobarbital  and  belladonna  extract 

Lemmon  Pharmacal  Company 
Sellersville,  Pennsylvania  18960 


Belap  Ty-Med*  (Modified  Formula) 

Each  tablet  contains: 

Amobarbital  50  mg. 

(Warnng  May  be  hab't  forr^i^g) 

Homatropine  Methylbromide  7.5  mg. 

(Ty-Med'  is  the  Lemmon  brand  of  timed- 
release  medication) 

Dosage:  One  TV-Med  tablet  morning  and 
night.  Use  Belap  Ty-Med  Tablets  whenever 
timed-release  m^ication  is  desired  for  smooth, 
prolonged  anticholinergic  and  sedative  actions. 
Supplied:  Bottles  of  100  and  1000  tablets. 

Contraindications:  Contraindicated  in  glaucoma, 
advanced  hepatic  or  renal  disease,  or  hypersensitivity 
to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

Please  consult  available  package  insert  for 
prescribing  information. 


FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


The  Effect  of  Unanimity 

Ottawa,  Ontario 

Editor,  NORTHWEST  MEDICINE; 

It  was  a pleasure  meeting  you  in  Montebello  and  I 
certainly  enjoyed  our  discussions. 

I would  like  very  much,  at  some  future  date,  to  get 
together  with  you  and  transmit  the  volume  of  know- 
ledge that  each  of  us  has  and  apparently  you  and  I 
have  much  in  common. 

Enclosed  is  an  extract  from  a speech  to  the  New 
Brunswick  Medical  Society.  This  speech  was  given 
this  month  and  contains  a little  on  the  Quebec  situa- 
tion but  more  on  British  Columbia. 

Incidentally,  the  B.C.  situation  has  improved  and  1 
believe  reached  agreement,  and  has  gone  for  Govern- 
ment acceptance.  More  recently,  the  B.  C.  Govern- 
ment has  come  up  with  a suggestion  that  a global 
budget  with  annual  increments  be  made  to  the  profes- 
sion and  they  would  operate  within  it.  This  is  putting 
the  situation  into  a nutshell.  There  has  been  some  dis- 
cussion on  it  and  this  will  continue  to  be  a topic  of 
conversation. 

This  will  be  discussed  in  more  lengthy  detail  at  the 
Annual  Meeting  of  the  B.  C.  Medical  Association 
October  4-7,  1971. 

Sincerely  yours, 

H.  D.  ROBERTS,  M.D. 

President 

Canadian  Medical 

Association 


Extract  from  Presidential  Address 
New  Brunswick  Medical  Association 
Annual  Meeting 

You  live  in  pretty  close  proximity  to  La  Belle  prov- 
ince. 

Less  than  a year  ago  that  province  suffered  a medi- 
cal disaster,  the  total  effects  of  which  will  not  be 
known  for  some  time  to  come.  I will  not  bore  you 
with  a rehash  of  that  event;  you  know  the  facts  only 
too  well.  I will  say  only  that  the  profession  in  Quebec 
must  accept  a major  share  of  the  responsibility  for 
what  has  and  will  occur. 


With  the  Federation  of  Specialists  going  in  one  di- 
rection, the  Federation  of  General  Practitioners  in 
another,  the  Quebec  Medical  Association  another  and 
the  College  of  Physicians  and  Surgeons  of  the  Province 
in  still  another,  there  was  no  voice  for  medicine  in  that 
province.  The  officials  of  the  Federation  of  Medical 
Specialists  of  Quebec  continue  to  try  to  convince  their 
membership  that  the  withdrawal  of  services  in  Quebec 
last  fall  served  a purpose.  Short  term  financial  gains 
may  have  been  realized,  but  the  withdrawal  of  services 
exercised  in  Quebec  last  fall  was  in  reality  an  unmiti- 
gated disaster  — for  both  the  profession  and  the  pub- 
lic of  Quebec.  In  fact,  a disaster  that  is  the  result  of  a 
divided  profession. 

In  contrast,  let  us  look  at  the  recent  controversy 
about  hospital  privileges  in  British  Columbia  — where 
the  profession  presented  a united  front  and  I might 
say  enjoyed  a great  deal  of  almost  unanimous  public 
support.  As  this  is  a more  recent  event,  I will  give  you 
a little  more  detail  about  it  as  some  of  you  might  not 
be  familiar  with  what  happened. 

Qn  July  27th,  an  Qrder  in  Council  No.  2673  was 
passed  by  the  British  Columbia  Executive.  This  regu- 
lation under  the  Provincial  Hospital  Act  gave  the  Mini- 
ster of  Health  the  power  to  allow  or  disallow  hospital 
privileges  for  physicians  in  all  hospitals  of  the  prov- 
ince. It  allowed  him  to  curtail  the  decision  of  hospital 
boards  of  governors  and  their  professional  advisory 
committees  — indeed  it  would  allow  him  to  set  the 
degree  of  privileges  a physician  would  be  allowed.  If 
a hospital  board  disagreed  with  an  instruction  of  the 
Minister  or  his  agent,  it  could  lodge  an  appeal  with  the 
Cabinet.  That  decision  was  to  be  final  and  binding  on 
all  parties  concerned.  This,  in  fact,  was  no  appeal  at 
all,  since  obviously  the  Minister  would  have  the  sup- 
port of  his  colleagues  — if  not  before  issuing  the  order, 
certainly  after,  when  to  disagree  with  him  would  be 
politically  unthinkable. 

The  reaction  of  the  profession  was  almost  instanta- 
neous and  united.  The  president  of  the  Division,  Dr. 
Jim  Corbett  reacted  with  the  comment,  "This  has  to 
be  the  worst  legislation  yet  passed  by  the  provincial 
government  relative  to  the  control  of  hospitals  and 
medical  affairs.  Each  piece  of  legislation  that  comes 
out  becomes  more  incredible  than  the  one  before." 

He  expressed  dismay  that  legislation  could  be  pass- 
ed dictating  that  the  Minister  of  Health  make  deci- 
sions which  were  superior  to  those  of  physician  peer 
groups  and  the  hospital  boards  of  governors,  who  rep- 
resented the  people  and  the  government.  The  position 
of  the  Division  was  broadly  disseminated  to  the  public 

continued  on  page  738 
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Leonardo  da  Vinci  1452-1519 


Mona  Lisa  and 
Leonardo  knew 

..what  every  Doctor 
and  Nurse  should 
Iniow  about  wine. 


LEONARDO  DA  VINCI,  artist,  engi- 
neer, anatomist,  was  also  winewise. 
And  so  were  smart  Renaissance  wom- 
en like  his  smiling  Mona  Lisa  (whose 
real  name  was  reputed  to  be  Lisa 
Gherardini). 

Leonardo,  born  out  of  wedlock  to 
a peasant  girl  named  Catarina,  was  a 
child  of  the  wine  country.  His  natal 
village  of  Vinci,  between  Florence  and 
Pisa,  nestled  in  hills  that  grow  robust 
Chianti  wines. 

In  Florence  he  knew  leaders  of  Ren- 
aissance medicine,  saw  them  using 
wine  in  patient  care — wine,  the  gen- 
tlest and  foremost  of  therapeutic  aids 
for  60  centuries! 

Despite  the  skill  of  physician  friends 
and  the  magic  of  wine,  Leonardo 
found  medicine  terribly  hampered  by 
medieval  dogma  and  superstition.  It 
needed  light. 

And  what  light,  what  a Renaissance, 
Leonardo  da  Vinci  brought  to  medi- 
cine! To  see  is  to  know:  taking  the  hu- 
man body  for  his  text,  he  studied, 
dissected,  observed,  made  some  750 
anatomical  sketches  — 50  of  the  heart 
alone — many  of  them  still  valid  today! 

Art  and  science,  united  in  the  genius 
of  Leonardo  da  Vinci  and  also  Vesalius 


The  Mona  Lisa  By  Leonardo  da  Vinci,  Louvre,  Paris 


who  followed  him,  reawakened  world 
medicine,  bringing  closer  the  age  of 
miracles  in  therapy  and  surgery  which 
you.  Doctor  and  Nurse,  serve  today. 
As  we  serve  you. 

Incidentally,  Leonardo  had  fun  with 
wine,  which  he  called,  lovingly,  “the 
divine  liquid  of  the  grape."  He  in- 
vented a formula  for  changing  white 
wine  into  red  (he  didn't  say  why).  And 
beneath  a diagram  of  his  famous  Fly- 


WHATIS  WINE  9 


/iccA 


ing  Machine,  he  added  a note;  "This 
machine  should  be  tried  over  a lake, 
and  you  should  carry  a long  wineskin 
as  a girdle  so  that  in  case  you  fall  you 
will  not  be  drowned." 

Grazie,  Leonardo!  From  all  who  love 
the  arts  of  medicine  and  wine! 

MORE  WINE  READING? 

The  Wine  Reading  Prescription  be- 
low tells  its  own  story,  a story  we  hope 
you  will  wish  to  follow  further. 

Don't  forget  to  circle  the  "fun"  wine 
cookbooklet  — with  88  ideas  to  start 
a Renaissance  of  entertaining  in  your 
own  home,  and  make  your  guests 
smile  like  the  Mona  Lisa. 

Simply  circle  the  items  you  want, 
and  they  are  yours,  free  of  course. 


WINE  READING  PRESCRIPTION,  filled  without  charge 
for  Doctor,  Nurse,  Assistant,  Administrator,  Dietician, 
or  other  members  of  the  medical  profession: 

Circle  each  number  wanted: 

1 


A 160-page  paperback  book  that  every  Doctor,  Nurse, 

Dietician  and  Hospital  Administrator  should  own.  WINE  ^ 

AND  YOUR  WELL-BEING,  by  Salvatore  P.  Lucia,  M.D.,  a Cyl' 

practicing  physician  and  Professor  of  Medicine,  Emeritus, 

University  of  California.  This  noted  authority  on  wine  in  ther- 
apy gives  you  clinical  information  on  wine  in  convalescence,  in 
geriatrics,  stress,  cardiovascular  disorders,  diabetes,  etc.  Other  sub- 
jects are:  what  wine  is,  how  made,  food  values,  calories,  wine  in 
restricted  diets  (with  some  recipes),  bits  of  intriguing  wine  history, 
seasoned  with  famous  wine  quotations,  a list  of  wines  and  how  they 
taste.  Yours  with  our  compliments. 

USES  OF  WINE  IN  MEDICAL  PRACTICE,  64  pp.;  contains  references  to 
the  results  of  30  years  of  scientific  medical  research  in  U.S.  and  abroad 
on  wine  in  nutrition,  convalescence,  gastroenterology,  various  clinical 
conditions,  covers  Indications,  Contraindications,  Bibliography,  wine  in 
Hospital  and  Nursing  Homes. 


PLEASE  PRINT  YOUR  NAME,  title  as  member  of  medi- 
cal profession,  address  and  zip,  and  mail  to: 

DEPARTMENT  L 15  WINE  ADVISORY  BOARD, 
717  MARKET  STREET,  SAN  FRANCISCO,  CA  94103 


Name. 


Title. 


Address. 


WINE  COOKERY  THE  EASY  WAY,  24  pp.,  53  recipes  for  "gourmet 
meals  in  a hurry"  with  convenience  foods;  and  CALIFORNIA  WINE 
COOKERY  AND  DRINKS,  24  pp.,  88  recipes,  ideas,  for  home 
fun  of  good  cooking,  serving,  and  entertaining.  Both 
booklets  free. 


City. 


Stale. 


Zip. 
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Pyopeii 

(stBiile  discxlium  carbenicin) 


A serious  urinary  tract  infection . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  T otal  Service . 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities  ...A  Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicilhn  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-MassengiU  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections;  severe  systemic  infections  and  septicemia, 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis);  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note;  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa,  Proteus  mirabilis,  Pr.  morganii,  Pr.  rettgeri,  Pr.  vul- 
garis,  E.  coli,  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus,  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus faecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy. 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis 
continuance  of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available.  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeoing  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration;  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions  — Skin  rashes,  eosinophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances -Nausea. 
Hemic  and  Lymphatic  S/s/ems  — Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies-SQOJ  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous System -Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis  — particularly  when  undiluted  solution 
is  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 
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by  the  mass  media  through  Dr.  Corbett  and  fellow 
officers  and  officials  of  the  British  Columbia  Medical 
Association. 

At  the  same  time,  the  Provincial  College  of  Physi- 
cians and  Surgeons  publicly  opposed  the  passing  of 
this  legislation  and  explained  in  detail  why.  Here  we 
had  an  agency  appointed  by  the  provincial  govern- 
ment to  administer  a Provincial  Act,  openly  and  effec- 
tively voicing  its  opposition  to  the  legislation  passed 
by  the  government  that  created  it. 

The  C.M.A.,  on  receipt  of  information  relative  to 
the  Order  in  Council,  immediately  alerted  the  Canadi- 
an Hospital  Association  and  the  Canadian  Council  on 
Hospital  Accreditation.  All  three  national  bodies  im- 
mediately voiced  their  opposition  to  the  legislation. 

For  our  part,  we  described  the  Order  in  Council  as 
a fascist-type  legislation  — unique  in  Canada,  and  prob- 
ably unique  in  North  America.  Such  legislation  can 
only  be  construed  as  political  interference  in  profes- 
sional affairs.  It  could  have  far-reaching  effects,  not 
only  in  the  medical  profession  and  health  care  but  also 
in  other  professions  and  the  public  they  serve.  It 
means  that  any  patient's  family  physician  might  on  a 
political  whim  lose  his  hospital  privileges  — that  the 
hospital  privileges  could  be  granted  on  the  basis  of 
political  whim  rather  than  professional  ability,  and 
thus  highly  skilled  teams  that  have  taken  several  years 
to  develop  could  be  destroyed.  It  seems  inconceivable 
to  the  C.M.A.  that  any  government  could  take  such 
action. 

In  brief,  the  position  of  the  profession  was  united 
and  unanimous.  The  result:  The  Premier  of  the  pro- 
vince has  interfered  and  a committee  has  been  estab- 
lished to  review  the  hospital  privileges  Order  in  Coun- 
cil. This  committee  has  ample,  capable  representation 
from  the  profession  and  there  seems  little  or  no  doubt 
that  the  Minister  of  Health  in  that  province  will  never 
again  interfere  in  the  area  of  hospital  privileges.  The 
end  result  has  been  to  the  mutual  benefit  of  the  pro- 
fession and  the  people  of  British  Columbia  — a result 
that  was  made  possible  by  the  unified,  united  profes- 
sion, aided  and  supported  by  the  lay  press  and  the 
general  public. 

I trust,  my  colleagues,  that  I have  given  you  a few 
of  the  many  reasons  why  we  need  a strong  national 
medical  association  in  Canada. 


Basic  Principles  of  Medicredit 

Sedro  Woolley,  Washington 
Editor,  NORTHWEST  MEDICINE: 

During  the  Washington  State  Medical  Association 
meeting,  it  was  apparent,  from  the  discussion  in  refer- 
ence committee  and  on  the  floor  at  the  House  of  Del- 
egates, that  there  is  considerable  misunderstanding 
relative  to  the  AMA’s  position  on  Medicredit.  There 
is  feeling  that  the  AMA  should  not  concern  itself 
solely  with  “a  method  of  financing,”  but  when  one 
considers  a national  insurance  plan  it  becomes  neces- 


sary to  think  in  terms  of  finance.  Secondly,  I am  sure 
you  will  recall  that  we  were  assured  by  the  Chairman 
of  the  Board  of  Trustees  of  the  AMA  that  the  AMA  is 
not  in  any  fixed  position,  but  rather  enters  the  range 
of  negotiation  and  compromise  with  the  bill  in  its 
present  form.  The  respectability  of  this  position  is 
evidenced  by  the  number  of  sponsors,  at  present  153, 
that  the  bill  has  in  Congress,  far  more  than  any  other 
proposal  including  that  of  the  administration. 

Implied  in  our  position  and  perhaps  appearing  only 
in  administrative  rules  since  it  can  not  be  spelled  out 
within  a financing  mechanism,  are  the  following  prin- 
ciples which  the  membership  should  realize  the  AMA 
adheres  to: 

That  there  shall  be  a freedom  of  choice  for  the 
citizenry  on  the  kind  of  care  which  they  receive  and 
the  location; 

That  there  be  freedom  from  economic  disaster  as  a 
result  of  disease  or  injury; 

That  there  be  preservation  of  the  strengths  of  our 
current  systems  for  health  care  provision; 

That  there  be  built-in  flexibility  and  adaptability 
of  any  newly  adopted  system; 

That  in  consideration  of  the  financing  of  any  na- 
tional health  insurance  proposal , that  the  dollar  contri- 
bution of  any  individual  be  in  reverse  proportion  to 
his  economic  need; 

And  lastly,  but  very  importantly  to  both  the  pro- 
fession and  the  citizenry,  that  there  be  voluntary  par- 
ticipation on  the  part  of  both  consumers  and  providers 
in  any  newly  adopted  plan. 

If  our  members  appreciate  the  ongoing  emphasis  on 
these  principles,  I am  sure  they  will  be  more  comfort- 
able in  their  consideration  of  the  AMA  proposal  or  the 
AMA  reaction  to  any  other  proposal. 

Sincerely  yours, 

ROBERT  B.  HUNTER,  M.D. 

Trustee,  .1.11.1 

Radio  Essential  to  Best  Emergency  Care 

Renton,  Washington 

Editor,  NORTHWEST  MEDICINE: 

For  the  past  eight  months  the  Emergency  Services 
Department  of  Valley  General  Hospital,  Renton,  has 
been  fortunate  to  have  direct  radio  communication 
between  a local  ambulance  service  and  the  Emergency 
Department. 

We  have  found  it  to  be  most  beneficial  in  the  care 
of  the  patients.  When  the  ambulance  arrives  at  the 
scene  of  an  accident  or  medical  emergency,  the  attend- 
ant is  able  to  assess  the  condition  of  the  victim  and 
immediately  talk  with  the  nurse  or  physician  in  our 
department.  The  two-way  communication  enables 
the  attendant  to  receive  advice  from  our  physicians  or 
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the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen' 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
CA  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  [2'h 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  'A  gr.  (No.  3)  or  1 gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No,  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


A.  H.  Robins  Company,  Richmond,  Va.  AH'I^OBINS 


'head  clear  upon  arising’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /1'H'|^OBINS 

. A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  va.  23220 


Dimetapp 

Extentabs 

Dimetane*  (brompheniramine  maleate).  12  mg.;  phenyl- 
ephrine HCI.  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


t 


I Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
. gic  manifestations  of  upper  respiratory 

■ illnesses,  such  as  the  common  cold,  sea- 
B sonal  allergies,  sinusitis,  rhinitis,  con- 

f junctivitis  and  otitis.  In  these  cases  it 
'<  quickly  reduces  inflammatory  edema, 

. nasal  congestion  and  excessive  upper 

II  respiratory  secretions,  thereby  affording 

■ relief  from  nasal  stuffiness  and  postnasal 
drip. 

'I  CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
I dicated  during  pregnancy  and  in  children 

! under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
i inhibitor  therapy. 

i WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
' in  operations  requiring  alertness  such  as 
^ driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED;  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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nurses,  and  also  alerts  hospital  personnel  as  to  the 
immediate  needs  of  the  patient  on  arrival. 

As  an  example,  at  about  midnight  several  weeks 
past,  we  received  a call  informing  us  of  a two-car  ac- 
cident in  which  8 people  were  involved.  We  were  told 
to  expect  five  victims,  four  of  whom  appeared  seri- 
ously or  critically  injured.  The  nature  of  the  injuries 
was  briefly  described,  the  location  of  the  accident,  and 
the  approximate  time  of  arrival  at  the  hospital.  It  was 
not  more  than  ten  minutes  away,  but  even  with  no 
more  time  than  that,  we  were  able  to  have  all  necessary 
supplies  and  equipment  completely  ready,  and  person- 
nel mobilized.  There  was  no  delay  in  beginning  the 
care  of  these  patients,  even  as  to  what  should  be  done 
first,  as  there  continued  to  be  conversation  between 
the  ambulance  attendants  and  hospital  personnel  while 
the  patients  were  en  route. 

I believe  this  type  of  direct  radio  communication 
is  one  of  the  best  services  that  the  health  care  fields 
can  offer  our  communities  to  ensure  rapid  care  in 
emergency  situations. 

Sincerely, 

FRANS  KONING,  M.D.,  Chairman 

Emergency  Room  Physicians 
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An  epidemic  that's  striking  home. . . 

L*I*J  I W I ■ L'^.  I 

There  were  more  than  8,500  reported  cases 
of  gonorrhea  in  Washington  last  year  and  6,500 
reported  cases  in  Oregon. . .about  20  percent  of 
the  total  from  Seattle  and  Portland  alone 


I High  cure  rate:*96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Data  compiled  from  reports  of  14  investigators. 


In  Washington  and  Oregon . . . and  everywhere  else . . . 
a new  alternative 


NElrabkin 


SPECTINOMYCIN 
DIHYDROCHLORIDE,  PENTAHYDRATE,  UPJOHN 


single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


liobkin  and  the  gonorrhea  challenge] 

f 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  of  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an  i 
alleged  history  of  penicillin  hypersensitivity  when  »■ 
treated  with  Trobicin,  although  penicillin  antibody  : 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic  ' 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis. Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in  I 
patients  being  re-treated  after  failure  of  previous  antibiotic  : 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single4  gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly'^(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance;  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-grom  doses  were  injected  in  two  gluteal  sites. 

*Medical  Research  Files,  The  Upjohn  Company 
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a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


Irobicin 


PENTAHYDRATE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

j(spectinomycin  dihydrochloride  pento- 
Ihydrate)— For  Intramuscular  injection: 

'2  gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  viols  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
; rhoeae  (MIC  7.5  to  20  mcg/ml).  Defini- 
I tive  in  vitro  studies  have  shown  no  cross 
: resistance  of  N.  gonorrhoeae  between 
I Trobicin  and  penicillin. 

i Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
' gonorrheal  cewicitis  and  proctitis  in  the 
I female  when  due  to  susceptible  strains 
I of  N.  gonorrhoeae. 

! Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
I to  Trobicin.  Not  indicated  for  the  treat- 
, ment  of  syphilis. 

! Warnings:  Antibiotics  used  to  treat  gon- 
' orrhea  may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
' should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 
3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  obsen/ed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction  in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

Ma/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin  dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrationsaveraging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  Information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b-i-s(lwb) 


Lpjohn 


The  Up|ohn  Company,  Kalamazoo,  Michigon  49001 


Picture  of 
low  back  pain 


treated  with 
Parafon  Forte Vr 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  relief  of 
pain,’  " yet  unlikely  to  cause  the  gastric  irritation^-^  or  in- 
creased bleeding  time^  associated  with  aspirin  therapy. 

and  a skeletal  muscle  relaxant  shown  in  extensive  clinical 
studies  to  be  useful  in  a variety  of  low  back  disorders^' 
...but  which  is  not  an  antihistamine  or  tranquilizer  deriv- 
ative and  is  unlikely  to  produce  a tranquilizing  or  seda- 
tive effect.® 

Prescribe  Parafon  Forte  for  effective  spasmolysis  and 
analgesia  in  acute  sprains,  strains  and  myalgias  of  the 
lower  back,  including  acute  exacerbations  of  chronic  con- 
ditions. Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


HCNEtL  laboratories,  INC.,  FT.  ^^ASHtNGTON,  PA.  19C34 


( McNEIl ) 


Contraindications;  Sensitivity  to  either  component.  Warnings:  Usag 
in  Pregnancy— Vse  in  woman  of  child-bearing  potential  only  whei) 
potential  benefits  outweigh  possible  risks.  Precautions:  Exercise  cau 
tion  in  patients  with  known  allergies  or  history  of  drug  allergies.  lj| 
a sensitivity  reaction  or  signs  or  symptoms  suggestive  of  liver  dysB 
function  are  observed,  the  drug  should  be  stopped.  Adverse  Reactionsm 
Occasionally,  drowsiness,  dizziness,  lightheadedness,  malaise,  overB 
stimulation  or  gastrointestinal  disturbances  may  be  noted;  rarelyl 
allergic-type  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  edem;, 
or  anaphylactic  reactions.  In  rare  instances,  Paraflex  (chlorzoxazone 
may  possibly  have  been  associated  with  gastrointestinal  bleedingl 
While  Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod 
ucts  have  been  suspected  as  being  the  cause  of  hepatic  toxicity  ir' 
approximately  eighteen  patients,  it  was  not  possible  to  state  that  tht 
dysfunction  was  or  was  not  drug  induced.  I'sual  Adult  Dosage:  Two  tab- 
lets q.i.d.  Supplied;  Scored,  light  green  tablets,  imprinted  “McNEIL’ 
—bottles  of  100. 

References:  1.  Batterman.  R.  C..  and  Grossman.  A.  J.:  Fed.  Proc.  /4:316 
1955.  2.  Goodman,  L.  S..  and  Gilman,  A.,  ed.;  The  Pharmacoloprical  Basis  of| 
Therapeutics,  ed.  4.  New  York.  The  Macmillan  Company,  1970.  3.  Vickers 
F.  N.:  Gastroint.  Endosc.  14:94.  1967.  4.  Mielke.  C.  H.,  Jr.,  and  Britten 
A.  F.  H.:  New  Enpl.  J.  Med.  2*2:1270.  1970  (Corresp.).  S.  Kestler,  O.  C.,  and| 
Gyurik,  J.:  Industr.  Med.  Surpr.  21:372,  1962.  6.  Forster.  S..  et  al.:  Amer.  J 
Orthop.  2:285,  1960.  7.  Data  on  file.  McNeil  Laboratories.  Inc.  8.  Friend.  D.  G. 
Clin.  Pharmacol.  Ther.  5:871,  1964. 
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lUIFORNIA  MEDICAL  ASSOCIATION 
i CONJUNCTION  WITH  THE  101  ST  ANNUAL  SESSION 
lESENTS  IN  SAN  FRANCISCO  . . . 


1st  Invitational  Western  States  Scientific  Assembly 

% 


iSYMPOSIA  • SCIENTIFIC  SECTION  MEETINGS  • HOUSE  OF  DELEGATES  • EXHIBITS  | 

SPECIAL  CONFERENCES  • GENERAL  SESSIONS  • REUNIONS  ‘ 
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application  for  HOTEL  ACCOMMODATIONS 

Main  Building 


SAN  FRANCISCO  HILTON  HOTEL 


Singles $22-38 

Twins  or  doubles  $28-45 

Additional  person  in  room  ....  $ 8 

1 Bedroom  suites $74  & up 

2 Bedroom  suites $97  & up 


New  Tower 
$37-43 
$44-49 
$ 8 
$97  &up 
$147  & up 


SEND  TO:  SAN  FRANCISCO  HILTON  HOTEL  RESERVATIONS 

Mason  at  O’Farrell  Streets,  San  Francisco,  Ca.  94102 

Please  reserve  the  following  accommodations  for  the  CMA’s  1972  Annual  Session  in  San  Francisco,  February  12-16, 
1972: 

PLEASE  CHECK  PREFERENCE 

□ MAIN  BUILDINC  □ MAIN  BUILDING  FLOOR  5-11  □ NEW  TOWER 

(INSIDE  FREE  PARKING  AVAILABLE  FLOORS  5-11  MAIN  BUILDING) 

Single  Bedroom  $ Twin- Bedded  $ Double  Bed  $ Suite  $ 


Arrival  (date)  Hour  Departure  (date) Hour 

p.m.  p.m. 

THE  NAME  AND  ADDRESS  OF  EACH  HOTEL  GUEST  MUST  BE  LISTED.  Include  names  and  addresses  of 
each  person  in  a double  or  twin-bedded  room,  and  names  and  addresses  of  all  other  persons  for  whom  you  are  request- 
ing reservations. 

Your  Name:  

Address : 

City  and  State  Zip  Code 
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EDITORIAL 


From  Medicines  to  Meat 


One  of  the  last  places  you  expect  to  find  sugges- 
tions on  medical  education  would  be  in  the  pages  of 
Advertising  Age.  But  here  it  is,  from  the  issue  of 
August  23,  1971 ; 

“Up  until  now,  there  has  been  little  attention  paid 
to  nutrition  in  the  nation’s  medical  schools,  and  few 
doctors  have  the  time  to  educate  themselves  in  this 
field.  Now  more  physicians  will  prescribe  nutritious 
meal  suggestions  for  individual  patients,  along  with 
medicine.  Also,  medical  specialists  in  nutrition  will 
multiply. 

“.Moreover,  foods  will  be  specifically  formulated 
for  cardiac  problems,  kidney  and  liver  problems,  high 
blood  pressure,  an.xiet)’  and  irritability.” 

This  from  a physician?  No.  It’s  from  the  pen  of  a 
sage  commentator  on  the  advertising  field,  white- 
haired  E.  B.  Weiss,  whose  column  appears  regularly  in 
the  weekly  devoted  entirely  to  the  art  and  business  of 
advertising. 

The  e.xcerpt  quoted  above  is  from  a column  in 
which  .Mr.  Weiss  explains  his  prediction  that  pharma- 
ceutical manufacturers  will  soon  be  marketing  packag- 
ed foods.  He  believes  that  great  strides  will  be  made 
in  the  chemistty’  of  foods,  a development  for  which 
the  pharmaceutical  firms  are  well  prepared.  Rapid 


Driver -Ed  is 


Worst  drivers  on  the  road  are  teenagers.  The  record 
they  have  established  calls  loudly  for  change  in  grant- 
ing of  privileges  that  would,  at  least,  reduce  their 
chances  of  killing  themselves  and  others.  Obviously, 
driver  education  in  the  public  schools,  necessary  as  it 
is,  has  not  been  enough.  Skill  in  manipulation  of  any 
tool  is  no  index  of  judgment  in  its  use. 

There  have  been  reports  that  driver-ed  is  effective 
for  about  two  years  after  completion  of  the  course. 
Thereafter,  because  of  overconfidence,  or  other  fac- 
tors, young  drivers  have  been  reported  as  registering 
increased  total  accident  and  fatal  accident  rates.  This 
pattern  has  not  developed  in  Washington.  A recent 
report  by  Washington  State  Patrol  indicates  that  16- 
and  1 7-year-old  drivers  are  somewhat  worse  than  those 
in  the  18-  and  19-year-old  group.  Before  age  18,  privi- 
lege to  driv'e  is  granted  only  to  those  who  have  com- 
pleted a driver-ed  course.  Drivers  in  the  18-  and  19- 
year-old  group  may  or  may  not  have  had  training  in 
the  public  schools. 

Teenagers  constitute  9.6  percent  of  licensed  drivers 
in  Washington.  They  are  involved  in  26.4  percent  of 
total  accidents  and  21.8  percent  of  fatal  accidents. 
Dividing  the  teen-age  group  into  juniors  and  seniors, 
16-17  and  18-19,  the  WSP  report  shows  that  the  jun- 
iors are  4.1  percent  of  licensed  drivers,  have  11.3  per- 


progress  will  be  made  in  flavor  chemistry,  additives, 
and  new  protein  analogs,  and  foods  processed  through 
chemistty'  will  compete  well  wdth  natural  foods.  The 
columnist  adds  that,  someday,  children  will  have  to 
go  to  a zoo  to  see  a cow'  — meat  will  be  chemically 
fabricated. 

.More  significantly,  however,  .Mr.  Weiss  makes  a 
point  that  few  physicians  have  thought  about  — there 
is  a close  relationship  between  food  and  drugs  in 
health  programs.  ,\nd  this  will  become  more  apparent 
as  the  public  understands  more,  and  is  more  concerned 
about,  nutrition. 

Natural  foods  are  not  without  hazards  that  can  be 
readily  avoided  under  manufacturing  controls.  Witness 
the  scare  over  fish  contaminated  by  mercury  or  by 
insecticides.  And  it  would  be  amusing,  if  not  quite  so 
ironic,  to  ponder  his  remark  about  the  influence  of 
the  Food  and  Drug  Administration.  After  the  many 
headaches  given  the  manufacturers  by  the  FDA  it  is 
not  vety’  difficult  to  understand  the  Weiss  comment 
that  it  will  be  much  easier  to  introduce  a new  food 
product  than  a new  drug.  Carawbii! 

H.  L.  //. 


Not  Enough 

cent  of  total  accidents  and  9.6  percent  of  fatal  acci- 
dents. The  senior  group  is  larger,  5.5  percent  of  li- 
censed drivers,  and  they  have  14.5  percent  of  total 
accidents,  11.0  percent  of  fatal  accidents.  Applying 
the  junior  rate  by  adjusting  for  the  increased  number 
of  drivers,  the  seniors  might  have  been  expected  to 
have  15.1  percent  of  total  accidents  and  12.9  percent 
of  fatal  accidents.  These  differences  may  not  be  sig- 
nificant but,  at  least,  they  do  not  support  the  theory 
that  driving  competence  begins  to  decrease  two  years 
after  completion  of  a driving  course.  Therefore,  it  is 
logical  to  conclude  that  driver-ed  is  not  enough. 

Correction  ought  to  be  aimed  at  control  of  the  fac- 
tors responsible  for  the  bad  record  of  teen-age  drivers. 
The  knowledge  does  not  exist.  Until  it  is  produced, 
correction  will  have  to  be  experimental,  based  on  as- 
sumptions. 

First  assumption  is  that  driver-ed  courses  might  be 
modified  to  improve  attitudes  as  well  as  skills.  This 
would  require  the  help  of  psychologists  or  psychia- 
trists who  might  instruct  the  instructors  and  also  test 
the  attitudes  of  students,  passing  only  those  having  a 
well-developed  sense  of  responsibility  to  others. 

Second  assumption  is  that  a curfew  regulation 
would  keep  teen-age  drivers  off  the  road  during  the 

continued  on  page  75 J 
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Create  a 


What  to  do 
until . 
suppositones 

work: 


Read 
‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  \workJ-3  Some- 
times two.'*  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus. & 
Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 

A seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO..  INC. 
Lynchburg,  Va.  24505 


I plBfinaceuticals 


Warning;  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References;  1.  Blumberg,  N.:  Med  Times  91:45.  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun.  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A.  and  Weiss,  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 


T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASO 
WHY  THE  ROAD  T( 
NORMALIZED  pT 
THYROID  STATUS  fcS 
SO  SMOOTH  FOR  T TAl 
SYNTHROID  PATIE  IC^ 

SO)! 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


Synttiroid 

(sodium  levothpdne) 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-1 0 meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 
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(1)  The  onset  of  action  of  T4 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are 
concern  because  of  this  factL  ^ 

(2)  since  SYNTHROID  contain 
T4,  the  potential  for  metabolic  j,gf| 
surges  traceable  to  more  potLQ]( 
iodides  (T3)  is  eliminated.  L)i 
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Side  effects,  when  they  do  occ, 
are  related  to  excessive  dosagf 
Caution  should  be  exercised  ir 
administering  the  drug  to  patieif 
with  cardiovascular  disease.  R(l 
the  accompanying  prescribing  | 
information  for  additional  data  : 
write  Flint  Laboratories. 
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WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


ine  (T4)  is,  as  you  know, 
jor  circulating  hormone 
ted  by  the  thyroid  gland. 

Iso  produced,  in  smaller 
ts,  and  is  active  at  the 
r level.  For  years  it  has  been 
ing  hypothesis  among 
Inologists  that  T4  is 
ted  by  the  body  to  T3.  In 
lis  process,  called 
‘•'ation,”  was  demonstrated 
ng  and  Braverman*. 
o convert  to  T3,  though  the 
3 quantities  are  still  being 

conversion  has  been 
lly  derfionstrated  during  the 
>tration  of  T4  to  athyrotic 
(.  Their  thyroid  status  is 
.jzed  on  SYNTHROID  alone, 
presence  of  T3  in  these 
Ts  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID-* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  tngbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


: FACTS  ARE 
AR  AND  HERE 
>UR  OFFER. 

S: 

etic  thyroid  drugs  are  an 
.vement  over  animal  gland 
!cts.  Patients,  even  athyrotic 
can  be  completely 
ained  on  SYNTHROID  {T4) 

. Thyroid  function  tests  are 
to  interpret  since  they  are 
3fab/y  elevated  when  the 
it  adheres  to  SYNTHROID. 

I synthetic  thyroid  drugs, 
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I OFFER: 

I Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
1 your  hypothyroid  patients  to 
I SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
I function  tests  in  a new  booklet 
j titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 
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Indications;  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  ie  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (O.l-l.O  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  3 solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  laboratories.  INC 
Morton  Grove,  Illinois  60063 


Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 

acceptance  with  Saffola^ 
products. 
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tdSAFFLOWER  OIL 
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Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 
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dangerous  hours  from  early  afternoon  to  daylight  the 
next  morning,  or  some  part  of  this  period.  The  sug- 
gestion is  not  of  much  practical  value.  It  would  be 
greeted  with  loud  howls  of  protest.  And  adult  drivers 
also  get  into  trouble  more  frequently  during  the  same 
period. 

Third  assumption  is  that  restriction  to  a safety-type 
vehicle  would  reduce  the  injury  and  fatality  rates.  It 
would  reduce  the  rates  for  the  occupants  of  the  spe- 
cial vehicle  but  not  for  those  struck  by  it.  Again,  not 
a practical  idea. 

A fourth  assumption  is  that  license  be  granted  to 
teen-agers  on  a limited  time,  forfeiture  basis.  The 
young  driver  might  be  re-examined  for  both  skills  and 
attitude  at  intervals  of  six  months  or  a year.  And 
mandatory  withdrawal  of  privilege  could  be  estab- 
lished as  a penalty  for  certain  violations  of  traffic  reg- 
ulations. These  ideas  appear  to  have  some  merit.  The 
careful,  conscientious  young  driver  would  suffer  no 


restriction  and  would  have  nothing  to  fear.  But  the 
threat  of  loss  of  license  would  be  a powerful  deterrent 
to  the  young  driver  inclined  to  disregard  the  rights  of 
others,  and  especially  to  the  young  driver  who  thinks 
he  knows  more  than  those  who  tell  him  not  to  drink 
and  drive. 

A fifth  assumption  might  be  that  public  opinion 
could  be  aroused  sufficiently  to  exert  the  force  it  is 
capable  of  bringing  to  bear  on  problems  affecting  all 
citizens.  But  in  the  case  of  a traffic  problem,  this  is  a 
forlorn  hope.  It  hasn’t  worked  — yet  — to  reduce  the 
total  annual  slaughter  of  more  than  50,000  on  the 
nation’s  roads. 

Of  these  assumptions,  two  might  offer  something 
to  do  until  better  information  is  available.  Better 
driver-ed  courses  and  tighter  license  control  should 
help.  But  the  best  route  to  improvement  will  come 
only  after  a great  deal  more  research  is  done.  An 
assumption  is  no  substitute  for  knowledge. 

H.  L.  H. 


Baby's  Diaper  and  My  Plate  of  Soup 

\Ne  insist  that  proprieters  of  restaurants  and  snack  facilities  should  have  a clean  cover 
placed  over  table  and  counter  surfaces  to  he  used  by  customers.  It  is  very  unappetizing 
and  possibly  a source  of  contamination  (e.g.  staphylococcus  and  salmonella)  to  clean  the 
eating  surface  by  takmg  a quick  swipe  with  a damp  rag  that  has  been  lying  around  unsteril- 
ized for  an  indeterminate  period  of  time. 

Formica  and  resistant  lacquers  have  been  a boon  to  the  restaurant  trade,  but  also  an  en- 
couragement to  great  carelessness.  We  have  many  times  seen  babies  seated  on  service  coun- 
ters and  tables,  and  it  is  scandalously  common  for  ladies  to  place  their  handbags  on  these 
surfaces  after  resting  them  on  the  floor  in  all  imaginable  sorts  of  places.  That  damp  cloth 
does  nothing  to  the  table  top  and  possibly  becomes  contaminated  itself. 

We  have  tried  at  times  to  thwart  a server  by  placing  paper  napkins  at  our  place  as  im- 
promptu covers  to  bear  the  eating  utensils,  but  almost  invariably  these  utensils  are  placed 
on  the  service  area  next  to  the  napkins.  We  hate  to  use  knives  and  forks  that  have  rested 
where  bahy’s  diaper  rested  but  a few  minutes  before.  A swipe  of  that  damp  rag  doesn’t  re- 
lieve our  sense  of  outrage,  honed  as  it  is  by  a lifetime  of  training  in  the  principles  of  asepsis. 
While  we  undoubtedly  live  in  a sea  of  bacteria,  there  is  no  sense  in  adding  insult  to  injury. 

Our  personal  consultant  on  paper  products  assures  us  that  paper  place  mats  may  be  ob- 
tained in  quantity  for  less  than  one-half  cent  each.  We  would  be  happy  to  have  this  totally 
nominal  amount  added  to  the  cost  of  our  meal. 

Editorial  in  Rhode  Island  Medical  Journal,  August  1971 
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Two  dosage 
strengths- 
125  mg.  5 ml. 
and 

250  mg. /5  ml. 


V-Cillin  KIPediatric 

potassium 

phenoxymethyl 

, available  to  the 

protession  on  request. 

U VI  llvlllll  I Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 


*^Based  on  Lilly  selling  price  to  wholesalers. 
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Voluntary  Sterilization  of  the  Male: 

A Survey  of  Elective  Vasectomies  Performed  by 
Washington  State  Urologists 

BYRON  N.  FUJITA,  B.A.,  J.  WILLIAM  McROBERTS,  M.D.,  and 
RONALD  J.  PION,  M.D.,  Seattle,  Washington 


In  the  wake  of  the  recent  nega- 
tive publicity  regarding  oral  contra- 
ceptives,'”^ there  has  been  a flurry 
of  unwanted  pregnancies  and,  for 
many  couples,  an  increase  in  re- 
quests for  vasectomy  as  the  most 
acceptable  method  of  long-term  con- 
traception. This  has  occurred  at  a 
time  when  the  population  explosion 
has  become  the  most  publicized  up- 
coming disaster  in  the  history  of 
man.  The  result  has  been  a signifi- 
cant increase  in  the  number  of  re- 
quests for  elective  vasectomies.  New 
York’s  Association  For  Voluntary 
Sterilization  estimates  that  the  num- 
ber of  vasectomies  in  New  York 
State  has  increased  nearly  500  per- 
cent in  the  past  decade;  and  that 
presently  there  are  approximately 
80,000  elective  vasectomies  per- 
formed yearly  in  the  United  States. 

Prior  to  the  present  day,  the 
number  of  voluntary  sterilizations 
in  this  country  had  been  curtailed 
by  two  ill-founded  fears.  One  was 
the  fear  held  by  many  doctors  of 
possible  adverse  legal  consequences. 
In  point  of  fact,  such  procedures  are 
legal  in  every  state,  although  Con- 
necticut and  Utah  have  statutes  re- 
quiring that  they  be  done  only  for 
“medical  necessity.’’*  But  neither 
the  statutes  nor  the  courts  of  these 
two  states  have  attempted  to  define 
medical  necessity.  The  other  deter- 
rent has  been  the  popular  confusion 
among  males  of  sterilization  (vasec- 
tomy) with  castration,  and,  less 
commonly,  the  equating  of  infertil- 
ity with  impotence.^  1 1 

Surveys  of  voluntary  steriliza- 
tions in  this  country  reveal  that  63 
percent  are  performed  on  females, 
37  percent  on  males. Such  a dis- 
parity cannot  be  accounted  for  on 
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sity of  Washington;  Dr.  McRoberts  is 
Assistant  Professor  of  Urology,  University 
of  Washington,  and  Dr.  Pion  is  Professor 
of  Population  Studies  and  Family  Plan- 
ning Services,  School  of  Public  Health, 
University  of  Hawaii,  Honolulu. 


the  basis  of  technical  medical  prob- 
lems since,  even  by  laparoscopy, 
tubal  ligation  is  a major  surgical  un- 
dertaking. On  the  other  hand,  vasec- 
tomy is  a relatively  safe  and  simple 
outpatient  procedure,  requiring  only 
local  anesthesia.  Most  patients  are 
back  at  work  the  day  following  sur- 
gery,' and  quite  a few  return  the 
same  day.  This  almost  twofold  dis- 
parity between  the  number  of  tubal 
ligations  performed  as  compared 
with  the  number  of  vasectomies  can- 
not be  accounted  for  on  the  basis  of 
difficulties  of  the  procedures.  Rath- 
er, psychological  objections,  center- 
ing around  threats  to  masculinity 
and  subsequent  sexual  performance, 
weigh  particularly  heavy  on  males 
as  potential  candidates  for  the  pro- 
cedure. On  the  other  hand,  recent 
records  of  the  University  of  Wash- 
ington affiliated  hospitals  and  out- 
patient clinics  indicate  that  the  pro- 
portion of  vasectomies  to  tubal  liga- 
tions and  the  absolute  number  of 
vasectomies  are  rising.  Despite  this 
recent  trend,  the  persistent  psycho- 
logical objections  and  availability  of 
the  procedure  remain  controversial 
issues  for  both  patients  and  physi- 
cians. For  these  reasons,  and  to  lend 
perspective,  we  feel  it  important 
that  the  general  availability  of  elec- 
tive vasectomy  within  the  State  of 
Washington,  as  well  as  the  criteria 
upon  which  it  is  performed,  be 
known. 

the  study 

In  the  spring  of  1970  we  (with 
the  co-sponsorship  of  the  Division 
of  Family  Planning  and  Education, 
Department  of  Obstetrics  and  Gyn- 
ecology, and  the  Department  of  Ur- 
ology, all  of  the  University  of  Wash- 
ington School  of  Medicine)  under- 
took a survey  of  elective  vasectomies 
performed  by  Washington  State  ur- 
ologists. While  there  was  an  attempt 
to  make  the  survey  exhaustive,  it  is 
possible  that  a very  few  urologists 
were  not  questioned.  Of  the  76 


written  questionnaires  mailed  out, 
66  were  returned  — a response  rate 
of  86.8  percent. 

background  characteristics  of  the 
urologists 

Three  background  characteristics 
were  assessed:  type  of  practice 

(group  or  single),  years  of  practice, 
and  population  of  the  community 
in  which  the  physician  practiced. 

Of  the  66  urologists  who  re- 
sponded, 29  (43.9  percent)  practiced 
alone.  There  was  1 (1.5  percent) 
no-answer. 

Thirty -five  (53.0  percent)  had 
practiced  15  years  or  less,  and  30 
(45.5  percent)  had  practiced  16 
years  or  more.  There  was  1 (1.5 
percent)  no-answer. 

Twenty-seven  (40.9  percent)  prac- 
ticed in  communities  of  500,000 
people  or  more  (Greater  Seattle). 
Four  (6.1  percent)  practiced  in 
communities  between  250,000  and 
500,000;  12  (18.2  percent)  between 
50,000  and  100,000  and  6 (9.1  per- 
cent) between  25,000  and  50,000. 
There  were  7 (10.6  percent)  no- 
answers. 

In  summary,  the  response  to  this 
survey  indicates  that  urologists  in 
this  state  represent  a well-distributed 
array. 

practice  of  vasectomy 

Of  the  66  respondents,  55  (83.3 
percent)  do  vasectomies.  Of  the  55 


TABLE  1 

Will  Perform  Vasectomy 


Indications 

No. 

Percent 

Voluntary  only 

1 

1.5 

Medical  only 

6 

9.1 

Both  indications 

48 

72.7 

Do  not  do 
vasectomies 

11 

16.7 

Total 

66 

100.0 
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who  do  them,  48  (87.3  percent) 
will  do  them  for  both  medical  and 
voluntary  reasons,  6 (10.9  percent) 
for  medical  indications  only,  and  1 
(1.8  percent)  for  voluntary  reasons 
only. 

The  practice  of  all  respondents  is 
summarized  in  Table  1.  It  may  be 
observed  that,  over  all,  about  3 of  4 
urologists  will  do  the  procedure  for 
both  medical  and  voluntary  reasons. 
One  of  6 will  not  do  them  for  either 
indication. 

A further  question  asked  the  ur- 
ologists’ reasons  for  not  doing  vasec- 
tomy. Of  these  1 1 physicians,  5 had 
religious  objections,  2 cited  military 
regulations,  3 cited  evidence  of  post- 
operative patient  maladjustment  as 
an  influencing  factor,  and  1 gave  no 
reason.  One  urologist  added  the 
fear  of  adverse  legal  consequences, 
and  one  stated,  “I  have  enough 


problems  without  taking  on  vasec- 
tomies.” 

Postoperative  maladjustment  to 
the  procedure,  military  regulations, 
inconvenience  of  “cluttering  a load- 
ed clinic”  and  the  assertion  that 
“there  are  other  effective  means  of 
birth  control  without  surgery”  were 
reasons  offered  for  avoiding  volun- 
tary requests.  Two  urologists  were 
absolutely  opposed  to  vasectomy 
because  they  felt  it  was  contrary  to 
nature  to  have  such  an  operation. 

referral 

Of  those  11  urologists  who  do 
not  do  vasectomies,  7 stated  “yes” 
when  asked  if  they  refer  a patient 
requesting  the  procedure.  One  said 
“Occasionally,”  and  3 said  “no.” 
There  were  2 no-answers.  The  1 ur- 
ologist who  did  them  for  voluntary 


reasons  only  did  not  answer  this 
item. 

number  and  fee 

Forty-eight  physicians  do  vasec- 
tomy for  both  reasons.  Figure  1 re- 
ports their  responses  to  the  question, 
“About  how  many  vasectomies  have 
you  performed  in  the  past  year?” 
As  may  be  observed,  the  urologists 
are  generally  split  into  3 groups  — 
those  who  performed  under  20, 
those  who  performed  between  20 
and  50,  and  those  who  performed 
over  50  last  year. 

Table  2 presents  the  usual  fee  for 
all  urologists  who  do  vasectomies. 
The  clustering  around  $75,  $100, 
and  $125  is  clear.  A few  charged 
$150.  One  urologist  stated  he  had 
not  set  a standard  fee,  and  5 (slightly 
misinterpreting  the  question)  stated 
they  had  not  done  any  last  year. 
Four  of  the  latter  men  were  urolo- 
gists who  performed  vasectomy  for 
medical  indications  only. 

An  additional  question  asked  if 
there  were  any  exceptions  to  the 
usual  fee.  Of  the  55  who  do  vasec- 
tomy, 24  (43.6  percent)  said  “yes,” 
4 said  “yes,  if  the  need  comes  up,” 
and  12  (21.8  percent)  said  “no.” 
There  were  15  (27.3  percent)  no- 
answers. Without  exception,  vari- 
ations from  the  usual  fee  were  based 
on  financial  need.  Many  cited  infor- 
mal arrangements  with  local  Planned 
Parenthood  clinics.  One  urologist 
mentioned  financial  hardship  plus  5 
or  6 children. 

acceptability  of  candidate 

As  previously  noted,  11  urolo- 


TABLE  2 
Fee 


Fee 

No. 

Percent 

50 

1 

1.8 

75 

10 

18.2 

90 

1 

1.8 

100 

19 

34.6 

120 

1 

1.8 

125 

14 

25.5 

150 

2 

3.6 

Not  set 

1 

1.8 

None  last  year 

5 

9.1 

No  answer 

1 

1.8 

Total 

55 

100.0 

Distribution  of  vasectomies 
for  those  who  do  the 
procedure  ( July  69-June70) 
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gists  would  not  do  vasectomy  for 
either  medical  or  voluntary  reasons. 
An  additional  6 would  do  them  for 
medical  indications  only,  and  1 
would  do  them  only  for  voluntary 
reasons.  Within  the  latter  group,  re- 
quest for  the  major  criteria  of  mar- 
ital status,  age,  and  number  of  chil- 
dren, elicited  a variety  of  responses. 
Of  these  48  urologists  in  the  “both” 
category,  31  (64.6  percent)  stated 
that  the  male  had  to  be  married.  Of 
these,  5 further  stipulated  the  condi- 
tion of  happily  married,  and  an  addi- 
tional 6 indicated  that  mutual  con- 
sent must  be  demonstrated  either 
through  written  agreement  or  by 
assessment  in  counseling. 

Twenty  (41.7  percent) physicians 
in  this  group  mentioned  age  as  a cri- 
terion. Of  these,  11  stipulated  that 
the  age  of  the  male  should  be  30  or 
more;  6 stipulated  that  he  be  more 
than  25;  1,  older  than  28;  and  1, 
older  than  21.  One  urologist  stated 
age  as  a criterion  but  did  not  specify 
a limit. 

Twenty-one  urologists  mentioned 
number  of  children  as  a criterion, 
43.7  percent  of  the  “both”  group. 
Three  of  these  stipulated  3 or  more 
children,  14  required  2 or  more  chil- 
dren, and  2 mentioned  children  but 
did  not  specify  the  number.  One 
urologist  stated  that  the  couple 
should  have  1 son,  and  one  said  the 
couple  should  have  at  least  1 child. 

In  contrast  to  those  who  stated 
explicit  criteria  for  accepting  a can- 
didate, there  were  9 (18.8  percent) 
urologists  who  reported  what  may 
be  termed  “permissive”  criteria.  Two 
said  “no  strict  criteria,  each  case 
individual,”  3 said  “no  strict*  cri- 
teria, seen  in  counseling,”  and  4 
stated  “none”  (that  is,  no  criteria) 
as  a response. 

procedure 

In  response  to  the  question,  “do 
you  usually  consult  colleagues  be- 
fore the  procedure  is  performed?”  4 
of  the  55  urologists  who  do  the 
operation  (7.3  percent)  answered 
“yes,”  and  46  (83.6  percent)  an- 
swered “no,”  of  all  who  did  vasec- 
tomy. There  were  5 (9.1  percent) 
no-answers. 

When  asked  if  a mandatory  or 
suggested  waiting  period  was  rou- 
tine, 10  (18.2  percent)  said  it  was, 
and  41  (74.5  percent)  said  it  was 
not.  There  were  4 (7.3  percent)  no- 
answers. Of  those  who  had  waiting 
periods,  1 was  for  1 day,  6 for  1 to 


2 weeks,  2 for  3 to  4 weeks  and  1 
for  over  4 weeks. 

Finally,  the  urologists  were  asked 
if  they  had  a procedure  for  post- 
operative follow-up.  Of  the  55 
physicians  who  did  vasectomy,  48 
(87.4  percent)  reported  “yes”  and  1 
(1.8  percent)  reported  “no.”  There 
were  6 (10.9  percent)  no-answers. 

reversal 

Of  all  respondents,  51  (77.3  per- 
cent) have  had  reversal  requests,  8 
(12.1  percent)  have  not,  and  there 
were  7 (10.6  percent)  no-answers. 
The  majority  of  physicians  reported 
that  requests  were  related  to  re- 
marriage. Thirty-six  physicians  men- 
tioned remarriage  as  the  sole  reason 
in  their  clinical  experience.  Two 
other  factors  were  mentioned:  Two 
physicians  added  subsequent  finan- 
cial capability  of  supporting  another 
child,  and  two  added  the  desire  re- 
sulting from  the  death  of  a child. 

legal  consequences  of  performing 
vasectomy 

Of  the  66  respondents,  57  (86.4 
percent)  responded  “no”  to  the 
question  “have  you  ever  been  sued 
following  a vasectomy?”  No  one 
said  “yes,”  and  there  were  9 (13.6 
percent)  no-answers. 

cross-  tabula  tions 

In  3 separate  cross-tabulation 
comparisons,  the  indications  for  per- 
forming vasectomy  (“do  not  do, 
medical  only,  voluntary  only,  both 
reasons”)  were  compared  with  the 
following  differentials;  type  of  prac- 
tice (group  or  single),  years  of  prac- 
tice, and  population  of  the  com- 
munity in  which  the  physician  prac- 
ticed. With  the  full  recognition  that 
numbers  in  some  of  the  indication 
categories  were  very  small  (thereby 
precluding  adequate  statistical  anal- 
ysis), none  of  these  comparisons 
yielded  a strong  correlation.  That  is, 
a urologist’s  background  character- 
istics in  this  survey  are  not  a good 
index  of  whether  he  will  do  vasec- 
tomies and,  if  so,  for  what  indica- 
tions. 

discussion 

In  response  to  the  issue  of  ad- 
verse legal  consequences,  the  Wash- 
ington State  survey  reflects  the 
national  absence  of  such  suits.  In 
1968,  363  hospitals  and  238  doctors 


doing  voluntary  sterilization  in  the 
United  States  were  randomly  sur- 
veyed. Six  of  the  hospitals  had,  at 
some  time,  been  sued  following  such 
an  operation.  In  all  6 instances,  the 
hospital  successfully  defended  the 
suit.  Of  the  physicians  surveyed,  4 
reported  a suit  involving  vasectomy; 
of  these,  3 were  settled  out  of 
court.®  These  surveys  strongly  sug- 
gest that  fear  of  adverse  legal  conse- 
quences is  generally  unwarranted. 

In  the  past,  misinformation  has 
been  an  important  cause  of  psycho- 
logical objections  to  vasectomy.  Ap- 
parently, more  factual  and  honest 
information  about  sexuality  in  gen- 
eral and  sterilization  in  particular 
has  begun  to  alleviate  some  of  these 
fears.  Given  the  relative  risks  and 
inconvenience  of  tubal  ligation,  vas- 
ectomy is  a major  alternative  to 
long-term  contraceptive  use.  How- 
ever, the  question  remains  as  to  how 
available  the  procedure  is  to  the 
candidate. 

One  out  of  6 urologists  surveyed 
does  not  do  vasectomy  for  either 
medical  or  voluntary  reasons.  One 
of  11  will  do  them  for  medical  indi- 
cations only.  It  would  seem  reason- 
able to  assume  that  those  physicians 
who  cannot  in  good  conscience  per- 
form vasectomy  would  refer  their 
patients  elsewhere.  As  the  survey 
indicates,  some  do  not  make  refer- 
rals but  most  do. 

While  3 of  4 urologists  surveyed 
will  do  vasectomy  for  both  medical 
and  voluntary  reasons,  many  assert 
formal  restrictions.  These  criteria 
(specific  as  to  marital  status,  age, 
and  number  of  children)  are  used  in 
assessing  the  acceptability  of  the 
candidate.  While  such  criteria  may 
be  interpreted  as  informal  indices 
of  the  patient’s  social  and  psycho- 
logical well-being  — an  assertion  par- 
tially confirmed  in  the  general  ex- 
perience that  remarriage  is  a primary 
motive  for  requesting  reversal  — 
these  criteria  can  be,  and  indeed 
sometimes  are,  arbitrary.  This  is  par- 
ticularly true  for  the  “age”  and 
“number  of  children”  qualifications. 
If  the  physician’s  concern  is  the 
impact  of  vasectomy  on  the  social 
and  psychological  welfare  of  the 
patient  (and  his  family),  it  seems 
reasonable  to  make  this  assessment 
directly  through  counseling  rather 
than  through  the  use  of  absolute 
criteria.  As  indicated  in  the  survey, 
few  urologists  in  this  state  take  such 
an  approach. 
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A holistic  approach  to  vasectomy 
has  certain  advantages.  On  the  one 
hand,  a candidate  who  does  not 
meet  absolute  criteria  may  have  the 
maturity,  cooperation  and  security 
of  his  spouse  and  the  desired  num- 
ber of  children.  On  the  other,  the 
use  of  absolute  criteria  does  not  in 
itself  preclude  the  possibility  of  co- 
ercive tactics  by  the  wife,  or  a vari- 
ety of  other  ill-founded  motives  for 
seeking  vasectomy.'  ^ Unfortunate- 
ly, the  reality  of  the  patient’s  situa- 
tion may  become  manifest  only 
after  the  procedure,  giving  rise  to 
psychological  maladjustment  and  re- 
versal requests  (especially  if  there  is 
remarriage).  In  short,  a full  discus- 
sion of  the  procedure  with  the  pa- 
tient and  his  partner  will  encourage 
the  most  rational  and  appropriate 
decision. 


To  be  specific,  we  suggest  the 
following: 

1.  Preoperative  information  (edu- 
cational) should  be  provided  for 
the  couple  interested  in  this  form  of 
permanent  contraception.  While  the 
procedure  is  in  some  instances  re- 
versible, vasectomy  should  be  ap- 
proached as  permanent  because  of 
the  limited  (35  to  40  percent)  suc- 
cess rate  of  reversal.'  ^ 

2.  The  procedure  should  be  fully 
discussed  in  the  context  of  the  so- 
cial situation.  The  candidate’s  psy- 
chological disposition  now,  and  in 
the  reasonably  foreseeable  future, 
should  be  assessed.  This  should  in- 
clude therapeutic  discussion  of  any 
concerns  and  covertly  unfavorable 
attitudes  so  as  to  reduce  to  an  abso- 
lute minimum  the  number  of  pa- 
tients who  might  experience  con- 


tinuing challenge  to  personal  con- 
cept of  masculinity  following  vasec- 
tomy. 

3.  There  should  be  a waiting 
period  of  at  least  one  week  before 
performing  the  procedure. 

4.  There  should  be  further  op- 
portunities for  individualized  coun- 
seling as  the  need  is  perceived  by  the 
couple  or  the  physician.  In  this  con- 
text, it  seems  reasonable  that  those 
physicians  who  cannot,  in  good  con- 
science, perform  vasectomy  should 
refer  their  patients  elsewhere  rather 
than  just  refuse  to  do  the  procedure. 

5.  There  must  be  postoperative 
follow-up,  to  confirm  both  sterility 
and  postoperative  adjustment. 

217  Harborview  Hall 
(98104) 
(Mr.  Fujita) 
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First  Healing  Ourselves 

Physicians  have  always  been  a key  group  both  in  studies  of  smoking  and  in  application 
of  the  knowledge  thus  gained.  In  the  now-classic  study  of  mortality  rates  and  smoking 
among  English  physicians,  it  was  shown  that  over  a ten-year  period,  the  death  rate  from 
cancer  of  the  lung  increased  in  all  men  age  twenty-five  years  and  over  by  22  percent.  Dur- 
ing the  same  period,  the  death  rate  from  lung  cancer  among  physicians  declined  by  7 per- 
cent. This  fall  was  attributed  to  changes  in  the  physicians’  smoking  habits. 


Smoking  Habits, 
Peter  Greenwald,  M.D. 
in  New  York  State  Journal  of  Medicine 
September  1,  1971 
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Fig.  1.  Barium  roentgenogram  during  the  Valsalva  maneuver  showing  a lower 
esophageal  ring  (arrow)  with  an  8 mm  lumen  and  a small  hiatus  hernia.  This  illus- 
tration appeared  in  the  April  1970  issue  of  Medical  Times  with  an  article  by  Dr. 
Gelfand,  and  is  copied  by  permission. 


Notes  on  Digestive  Diseases 

III  The  Lower  Esophageal  Ring 

MARTIN  D.  GELFAND,  M.D.,  Seattle,  Washington 


Patients  with  dysphagia  and  an 
apparently  normal  esophagus  by  ra- 
diologic examination  have  been  con- 
sidered psychoneurotic.  The  lower 
esophageal  ring,  first  described  two 
decades  ago,  is  now  recognized  as 
the  cause  of  the  swallowing  diffi- 
culty in  many  of  these  individuals. 
It  may  even  be  the  most  common 
cause  of  dysphagia.  Therefore,  it  is 
important  to  emphasize  this  condi- 
tion and  its  unique  symptoms  so 
this  disease  can  be  diagnosed  and 
treated  properly. 

symptoms 

The  most  characteristic  symp- 
tom reported  by  a patient  with  a 
lower  esophageal  ring  is  an  intermit- 
tent, episodic  inability  to  swallow 
dry,  solid  foods.  Meat  is  the  worst 


offender;  hence  the  term  steak-house 
syndrome.  A bolus  of  food  sticks 
at  the  ring  and  produces  a well- 
localized,  sudden  substernal  discom- 
fort, that  gradually  eases  as  the  food 
passes  through  or  is  voluntarily  re- 
gurgitated. Long  asymptomatic  peri- 
ods follow  these  attacks,  which  may 
be  precipitated  by  nervous  tension. 
Frequency  of  these  episodes  may  be 
slowly  progressive,  but  absence  of 
weight  loss  and  heartburn  may  lead 
the  physician  to  presume,  mistak- 
enly, that  the  symptoms  are  func- 
tional. Gradually  the  dysphagia  may 
occur  more  frequently  and  be  trig- 
gered by  semi-solids  as  well.  Rarely 
it  may  be  impossible  for  the  patient 
to  disimpact  the  food.  If  this  hap- 
pens, enzyme  digestion  or  endo- 
scopic removal  is  required. 


Symptoms  depend  on  two  fac- 
tors. When  the  opening  inside  the 
ring  is  less  than  1 3 mm  in  diameter, 
symptoms  are  continually  present. 
When  this  dimension  is  more  than 
20  mm,  the  ring  is  asymptomatic. 
The  size  of  the  bolus  is  the  other 
factor.  Edentulous  patients  or  those 
who  hurriedly  swallow  chunks  of 
meat  are  more  likely  to  have  diffi- 
culty. 

diagnosis 

Although  typical  history  suggests 
the  correct  diagnosis,  confirmation 
by  x-ray  is  essential.  The  patient 
should  be  asked  to  attempt  expira- 
tion against  a closed  glottis  (Valsalva 
maneuver),  to  distend  the  distal 
esophagus  after  barium  swallow. 
Rapid  ingestion  of  a large  quantity 
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of  barium  also  may  demonstrate  the 
ring. 

The  lower  esophageal  ring  ap- 
pears as  a short,  sharply  demarcated, 
symmetrical  indentation  in  the  bari- 
um column,  0.5  to  5.5  cm  above  the 
diaphragmatic  shadow,  and  always 
associated  with  a hiatus  hernia.  Fig- 
ure 1.  These  reproducible  and  easily 
recognized  radiologic  features  estab- 
lish the  diagnosis,  but  can  be  missed 
if  the  terminal  esophagus  is  not  dis- 
tended sufficiently. 

Esophagoscopy  is  valuable  in  as- 
sessing the  presence  of  esophagitis. 
It  may  also  help  to  differentiate  a 
ring  from  a peptic  stricture  on  the 
rare  occasion  when  features  are  not 
distinctive  on  x-ray  films.  The  ring 
may  appear  as  a circumferential, 
shelflike  projection  that  produces 
an  abrupt  narrowing  of  the  low'er 
esophagus.  Gastric  folds  may  be 
seen  distal  to  the  narrowing.  When 
the  ring  is  small,  the  esophagus  may 
seem  to  be  entirely  normal. 

pathology 

Although  diverse  histopathologi- 
cal  findings  have  been  described,  the 
best  evidence  indicates  that  the  ring 
consists  of  localized,  proliferated, 
submucosal,  fibrous  connective  tis- 
sue. It  occurs  at  the  cardioesopha- 
geal  junction.  Inflammation  of  the 
esophageal  mucosa,  that  might  be 


expected  because  of  the  hiatus  her- 
nia associated  with  the  ring,  usually 
is  not  present.  Muscular  hyper- 
trophy, which  would  explain  the 
ring’s  sudden  excessive  tone  when  a 
solid  bolus  of  food  passes,  is  found 
only  occasionally. 

etiology 

Several  observations  contradict 
the  theory  that  persistent  acid  reflux 
and  esophagitis  cause  development 
of  the  lower  esophageal  ring.  Symp- 
tomatic or  objective  cardioesopha- 
geal  reflux  usually  does  not  occur. 
The  lower  esophageal  mucosa  is  nor- 
mal, endoscopically  and  histologic- 
ally, in  the  majority  of  patients. 
Rings  are  not  found  in  the  presence 
of  a large  hiatus  hernia.  There  are 
few  instances  when  a ring  and  a pep- 
tic stricture,  the  usual  complication 
of  acid  reflux,  are  difficult  to  differ- 
entiate, or  occur  concomitantly. 

Little  evidence  likewise  supports 
a congenital  etiology,  for  rings 
change  in  size,  and  most  sympto- 
matic patients  are  middle-aged.  The 
etiology  of  this  discrete  hypertro- 
phied area  at  the  cardioesophageal 
junction  is  still  unknown. 

treatment 

Various  approaches  to  the  treat- 
ment of  symptomatic  individuals 


with  this  disorder  have  been  used. 
The  cardioesophageal  junction  and 
its  lower  esophageal  sphincter  must 
be  maintained  to  prevent  intractable 
regurgitation  and  its  complications. 
Surgical  resection  of  the  ring  and 
terminal  esophagus  contradicts  this 
physiological  principle.  Only  in  the 
unusual  instance  when  clinically  sig- 
nificant esophagitis  or  regurgitation 
accompanies  dysphagia  might  surgi- 
cal repair  of  the  hernia  and  fracture 
of  the  ring  be  necessary. 

Peroral  dilatation  of  the  ring  in- 
volves less  morbidity,  and  may  give 
equally  effective  results.  Simple 
mercury-filled  bougies  stretch  or 
break  the  ring.  This  procedure  is 
safe,  quick  and  easily  tolerated,  but 
repetition  at  intervals  may  be  neces- 
sary. With  an  older  patient  or  small- 
er ring,  however,  this  form  of  treat- 
ment may  suffice.  In  the  more 
symptomatic  patient,  forceful  pneu- 
matic dilatation  is  preferred.  The 
ring  is  fractured,  but  the  muscle  fi- 
bers are  preserved  and  reflux  usually 
does  not  ensue.  The  excellent  relief 
obtained  makes  dilatation  the  treat- 
ment of  choice  in  the  management 
of  most  symptomatic  patients  with 
this  disorder. 


1118  Ninth  Avenue 
(98101) 


The  Right  Mood 

Cousin  Malcolm  and  his  beautiful  wife,  Elizabeth,  had  decided  to  convert  their  barn  in- 
to guest  quarters,  and  when  1 arrived  I found  Cousin  Malcolm  lying  on  his  back  on  the 
floor  of  a small  lavatory  he  had  just  built.  In  one  hand  he  held  a broomstick  to  which  was 
attached  a piece  of  chalk,  and  in  the  other  was  a National  Geographic  map  of  the  heavens. 
He  was  laying  out  a constellation  on  the  ceiling.  Spotting  me  at  the  door  — and  without 
pausing  in  his  work  — he  said,  “1  think  the  South  Pacific  must  be  the  most  tranquil  place 
in  the  world,  so  1 am  putting  up  the  Southern  Cross.  It  creates  the  right  mood.  What  do 
you  think  of  the  motto  1 painted  over  the  door?  Cornelia  Skinner  and  I worked  it  out.” 
I stepped  back,  looked  up,  and  there  over  the  door  to  the  inside  “summer  folk” privy  I 
read: 


Enter  and  behold  civilization's 
only  contribution  to  the  simple  life. 

Cortez  F.  Enloe,  Jr.,  M.D.,  editorial,  in  Nutrition  Today,  July /August  1971 
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Vagotomy:  Truncal,  Selective  or  None 

A Plea  for  Common  Sense 
in  the  Choice  of  Operation  for  Peptic  Ulcer 

JOHN  SONNELAND,  M.D.  and  EDWARD  ROCKWELL,  M.D. 

Spokane,  Washington 


Three  deeades  after  the  introduc- 
tion of  vagotomy  there  are  still  those 
trying  to  find  a single,  utopian  opera- 
tion for  peptic  ulcer.  The  search  has 
been  abandoned  by  others  in  favor 
of  a new  objective:  select  the  proper 
operation  for  the  particular  needs  of 
a particular  patient. 

physiology 

Peptic  ulcer  is  not  a single  disease 
process,  although  some  surgeons 
suggest  this  by  using  the  same  opera- 
tion for  all  peptic  ulcers.  While 
there  is  agreement  that  duodenal 
ulcer  is  probably  caused  by  an  acid- 
pepsin  mechanism,  perhaps  associ- 
ated with  hypersecretion,  the  cause 
of  gastric  ulcer  is  hotly  debated. 
Dragstedt  holds  that  gastric  ulcer  is 
due  to  stasis  with  increased  antral 
secretion  of  gastrin.*  Tending  to 
confirm  this,  Trudeau  and  McGuigan 
find  36  percent  higher  gastrin  levels 
in  gastric  than  in  duodenal  ulcer  pa- 
tients.^ There  are  theories  pointing 
to  impaired  mucosal  defense  against 
acid  as  the  underlying  mechanism 
of  gastric  ulcer.  Figure  1.  Under 
this  umbrella,  Menguy  suggests  that 
the  most  important  cause  of  gastric 
ulcer  may  be  inadequate  mucus  to 
protect  superficial  epithelial  cells. ^ 
Capper  neatly  phrases  the  reflux  the- 
ory, “Just  as  duodenal  ulcer  is  a du- 
odenal response  to  gastric  secretion, 
so  gastric  ulcer  is  the  gastric  response 
to  duodenal  contents,”  a concept 
recently  seconded  by  Rhodes  with 
tagged  bile  salts.'*”®  Whatever  the 
cause  of  gastric  ulcer,  Davenport  sug- 
gests that  impaired  mucosal  defense 
allows  hydrogen  ion  penetration  of 
mucosa,  with  histamine  release,  sub- 


This  paper  was  presented  at  the  Surg- 
ery Scientific  Session,  September  23, 
1970,  at  the  81st  Annual  Meeting  of  the 
Washington  State  Medical  Association  in 
Spokane. 


mucosal  microhemorrhage,  then  ul- 
ceration.* 

We  agree  that  surgical  treatment 
of  duodenal  ulcer  aims  at  reducing 
secretion  of  gastric  acid.  Surgical 
cure  of  gastric  ulcer  is  not  so  clearly 
defined,  but  the  evidence  leans  to- 
ward removal,  not  only  of  the  ulcer 
itself,  but  probably  of  the  gastrin- 
secreting  antrum  also.  Vagotomy 
probably  has  little  place  in  the  sur- 
gery of  gastric  ulcer  because  it  not 
only  may  result  in  gastric  stasis,  but 
also  profoundly  alters  volume  and 
composition  of  gastric  mucus. 

Acid-pepsin  is  produced  by  pari- 
etal cells  of  the  proximal  stomach 
as  a response  to  two  main  stimuli. 
They  not  only  receive  psychic  stim- 
ulation via  the  vagi  but  hormonal 
stimulus  by  gastrin  also,  released 
primarily  in  response  to  food  within 
the  antrum.  Action  of  gastrin  is 
enhanced  by  stimuli  from  the  vagus 
nerves.’ 


Fig.  1 


truncal  versus  selective  vagotomy 

The  differences  between  truncal 
and  selective  vagotomy  need  expla- 
nation. Table  1.  Complete  transec- 
tion of  the  vagus  nerves  at  the  dia- 
phragm constitutes  truneal  vagot- 
omy. Griffith  and  others  have  re- 
peatedly emphasized  that  the  vagal 
nerves  are  anatomically  unpredict- 
able at  the  diaphragm.®  In  contrast, 
the  pattern  at  the  esophagogastric 
junction  is  constant.  Anatomists 
know  that  both  the  hepatic  branch 
to  the  biliary  tree,  and  the  coeliac 
branch  to  the  intestinal  tract  as  far 
as  the  splenic  flexure,  are  given  off 
from  the  vagi  in  the  approximately 
five  centimeter  distance  between  the 
diaphragm  and  the  esophagogastric 
junction.  Finally,  and  of  utmost 
importance,  is  the  fact  that  skilled 
surgeons  consistently  report  inade- 
quate and  incomplete  truncal  vagot- 
omy for  approximately  one  patient 
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in  three,  Table  2.  By  contrast, 
Griffith  and  Sawyers  have  each  re- 
ported that  virtually  all  their  pa- 
tients are  Hollander-negative  after 
selective  vagotomy.^*  ° 

The  only  advantage  that  truncal 
has  over  selective  vagotomy  is  that 
it  can  be  performed  more  rapidly,  a 
factor  that  would  be  of  importance 
in  the  critical  case  where  speed  was 
paramount. 

patient  selection 

What  additional  factors  should  be 
considered  in  selecting  the  proper 
operation  for  the  particular  needs  of 
the  individual  patient?  We  should 
consider  three  things.  First,  we 
want  our  patient  to  have  a reason- 
able chance  of  cure.  Second,  we 
want  that  cure  to  be  free  of  late 
complications  — because  a cured 
ulcer  patient  can  be  a gastrointest- 
inal cripple.  And,  most  importantly, 
we  want  low  mortality. 

Over  the  past  decade  several 
authors  have  suggested  that  subtotal 
gastrectomy  carries  higher  mortal- 
ity than  either  vagotomy-pyloro- 
plasty or  vagotomy-antrectomy  and, 
therefore,  should  be  abandoned  in 
favor  of  these  so-called  safer  proce- 
dures.* ^ But  gastrectomy’s  high- 
er mortality  cited  by  these  authors 
is  that  incurred  by  a mixture  of 
trained,  semi-trained  and  untrained 
surgeons. 

In  comparing  the  three  principle 
operations,  one  should  properly 
want  to  know  the  operative  mortal- 
ity in  the  hands  of  fully-trained  sur- 
geons. A study  was  made  of  the 
surgery  performed  by  30  qualified, 
competent  Spokane  surgeons.  The 
records  of  all  their  patients  under- 
going definitive  surgery  for  duoden- 
al ulcer  in  the  Deaconess  and  Sacred 
Heart  hospitals  were  examined  for 
the  eight  year  period  through  1967. 
Details  will  be  found  elsewhere.*^ 
In  689  cases,  excluding  patients 
with  massive  hemorrhage,  the  opera- 
tive mortality  was  negligible.  Table 
3.  This  point  has  been  made  in 
other  centers  by  Colcock  and  Priest- 
ley.*'’'*^ 

If  competent  surgeons  operate 
with  safety  irrespective  of  the  oper- 
ation selected,  the  goals  in  selecting 
the  particular  operation  for  the 
needs  of  a particular  patient  should 
then  be  two  in  number:  cure  the 

patient  and  minimize  late  disability. 
In  the  attempt  to  cure  the  patient. 


Transected:, 

Anatomy: 

Spares: 

Denervates: 

Failure: 


TABLE  1 
Vagotomy 

Truncal  versus 

At  diaphragm 

Eccentric 

Nothing 

Stomach,  biliary  tract, 
pancreas,  small  intestine, 
right  colon 
20-40%  Hollander 
Positive 


Selective 

At  esophagogastric 
junction 
Constant 
Hepatic  branch 
Coeliac  branch 
Stomach 


0-4%  Positive 


TABLE  2 

Incidence  of  Incomplete  Truncal  Vagotomy 
(Hollander  or  Tolbutamide) 


Authors 

Operations 

Positive  Test 
No.  % 

Burdette  et  al  (1968) 

Vagotomy-pyloroplasty 

35/129 

27 

Ross  and  Kay  (1964) 

Vagotomy-drainage 

38/100 

38 

Ross  and  Kay  (1964) 
(collected) 

Vagotomy-drainage 

80/258 

31 

Scott  et  al  (1968) 

Vagotomy-antrectomy 

10/54 

19 

Stempien  et  al  (1958) 

Vagotomy-pyloroplasty 

36/93 

39 

Walters  (1957) 

Vagotomy-gastroenterostomy 

14/77 

18 

we  believe  it  is  highly  important  to 
weed  out  the  “virulent”  ulcer  pa- 
tient from  the  run-of-the-mill  pa- 
tient. Claude  Welch  has  underscored 
the  virulent  ulcer:  prior  perforation, 
prior  massive  hemorrhage,  alcohol- 
ism and  emphysema.  These  patients 
need  our  most  curative  operation. 

The  Zollinger-Ellison  tumor  caus- 
es a further  kind  of  virulent  ulcer. 
A good  screening  test  for  this  tumor 
is  a two-hour  gastric  analysis  with 
Histalog  stimulation,  in  which  the 
Zollinger-Ellison  tumor  can  be 
strongly  suspected  if  the  basal  acid 
secretion  is  over  15mEq  per  hour, 
and  the  basal  volume  is  over  80  cc 
per  hour.^ 

Gastric  analysis  can  also  be  a 
rough  guide  to  surgical  therapy. 
High  basal  acid  volume  can  be  rea- 
sonably equated  with  vagal  hyper- 
activity and,  therefore,  argues  for 
vagotomy.  High  post-Histalog  acid 
values  correlate  with  an  increased 
population  of  parietal  cells  and, 
therefore,  suggest  need  for  more 
generous  gastric  resection. 

Unfortunately,  many  physicians 
and  surgeons  have  fallen  into  the 
trap  of  evaluating  ulcer  surgery  by 


TABLE  3 


Operative  Mortality  by 
30  Selected  Surgeons  1960-1967 


No. 

% 

Gastrectomy 

1/146 

0.7 

Vagotomy- 

Antrectomy 

3/344 

0.9 

Vagotomy- 

Pyloroplasty 

1/199 

0.5 

Total 

5/689 

0.7 

the  cure-rate  alone,  using  the  identi- 
cal operation,  as  an  example,  for  the 
high-strung  30-j'ear-old  female  teach- 
er and  for  the  50-year-old  alcoholic 
reprobate  with  massive  hemorrhage. 
If,  as  many  authors  suggest,  our 
only  goal  were  to  select  a single 
operation  with  the  best  chance  of 
cure,  that  operation  would  be  vagot- 
omy-antrectomy.* ^ A second  choice 
for  cure  would  be  subtotal  gastrec- 
tomy. Without  any  attempt  at  elim- 
ination of  the  virulent  ulcer  patient, 
75  percent  gastrectomy  has  a recur- 
rence rate  of  about  one  patient  in 
twenty.*^  Vagotomy-pylorplasty  is 
a poor  third  as  a choice  for  cure.  It 
is  the  quickest  to  perform,  bur  long- 
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TABLE  4 

Ulcer  Recurrence:  Long  Term 

Follow-up  Recurrence  % 


Vagotomy-Antrectomy 

(Schuberth  '65) 

7 + years 

0 

(Scott '68) 

5 + 

0.6 

Subtotal  Gastrectomy 

(Walters  '57) 

6 + 

3.6 

(Welch  '63) 

8 + 

4.5 

Vagotomy-Drainage 

(Nobles  '68) 

15  + 

28.0 

(Stempien  '70) 

10  + 

27.3 

TABLE  5 

Complications  of  Truncal  Vagotomy 


Dysphagia 

Postlethwait  (collected),  1968  3.6 

Crimson  (transthoracic),  1947  37 

Myocardial  Ischemia  (moderate  to  marked,  transient) 

Gallivan,  1970  9 

Biliary  Tract  Disease 

Nobles,  1966  18 

Clave,  1969  23 

Gastric  Retention 

Whittaker,  1967  12 

Harper  (surgery  for  obstruction),  1966  27 

Gas,  Cramps,  Bloating 

Burdette,  1968  29 

Kraft,  1962  60 

Vansant,  1967  29 

Diarrhea,  moderate 

Burdette,  1967  27 

Schofield,  1967  13 

Whittaker,  1967  14 

Diarrhea,  severe 

Burdette,  1968  10 

Evans,  1967  1.7 

Schofield,  1967  1 

Whittaker,  1967  .5 


TABLE  6 

Indications  for  Vagotomy 
in  14  Patients  (JS) 
(excluding  massive  hemorrhage 
and  plications) 


Virulent  ulcer: 

Prior  massive  hemorrhage  4 

Perforation  or  prior  perfora- 
tion 4 

Emphysema  2 

Alcoholism  3 

Edema  of  pancreatico-duodenal 
area  1 

Duodenal  ulcer  coexisting  with 
an  additional  surgical  problem  3 

Excessive  fasting  gastric  volume  2 

No  satisfactory  reason  1 


term  follow-up  studies  by  both 
Nobles  and  Stempien  point  toward 
an  unacceptable  recurrence  rate  ap- 
proaching one  patient  in  three,  ’ ^ 

which,  probably  not  by  coincidence, 
is  very  close  to  the  known  rate  of 
incomplete  truncal  vagotomy.  Table 
4.  Perhaps  selective  vagotomy  can 
salvage  a procedure  that,  by  present 
standards,  seems  of  only  occasional 
value. 

Finally,  the  question  arises: 
which  operation,  in  the  long-term, 
gives  the  most  comfort  to  the  pa- 
tient? Gastrectomy’s  chief  complica- 
tion is  dumping,^  but  it  should  be 
emphasized  that  dumping  is  a man- 
ageable complication.  In  contrast, 
the  complications  of  vagotomy  of- 
ten cannot  be  successfully  managed. 


Table  5.  Furthermore,  vagotomy 
carries  with  it  almost  five  percent 
incidence  of  serious  intraoperative 
complication,  a risk  increased  in  the 
obese. ^ ' 

discussion 

A good  ulcer  operation  must 
combine  safety,  cure  and  long-range 
comfort.  While  vagotomy  carries 
great  intellectual  appeal,  it  should 
never  be  forgotten  that  five  to  ten 
percent  of  these  patients  are  crip- 
pled by  vagotomy,  suffering  compli- 
cations that  are  often  uncorrectable 
and  life-long.  When  vagotomy  is 
clearly  indicated,  experienced  sur- 
geons find  selective  vagotomy  al- 
most always  complete,  while  at- 
tempted truncal  vagotomy  fails  for 
about  one  patient  in  three. 

The  experience  of  one  of  us  (JS) 
illustrates  the  approach  by  which 
treatment  is  varied  according  to  the 
needs  of  the  patient.  Fifty-one  op- 
erations were  performed  for  peptic 
ulcer  in  the  period  1960-70,  exclu- 
sive of  those  having  massive  hemor- 
rhage or  plication  alone  for  perfora- 
tion. Three  could  not  be  followed 
beyond  the  second  postoperative 
month;  almost  all  of  the  remaining 
patients  were  followed  to  the  pres- 
ent. Three  died  of  unrelated  disease. 
There  were  no  postoperative  deaths 
and  one  known  recurrence,  this  fol- 
lowing incomplete  vagotomy  and 
gastrojejunostomy. 

Fourteen  of  the  51  patients  un- 
derwent vagotomy.  Table  6.  Eleven 
of  these  were  bilateral  truncal  va- 
gotomies, while  the  four  most  re- 
cent vagus  sections  interrupted  sup- 
ply to  the  stomach  only  (bilateral 
gastric  selective  in  nature,  sparing 
the  hepatic  and  coelic  branches). 
These  selective  vagotomies  were  per- 
formed according  to  the  technique 
demonstrated  by  Charles  Griffith. 

Of  the  38  patients  having  a gas- 
trectomy alone,  30  were  asympto- 
matic on  follow-up  to  10  years.  Six 
of  the  eight  with  symptoms  were 
women.  Symptoms  ranged  from 
occasional  mild  indigestion  (three) 
to  mild  dumping  (two)  to  single  pa- 
tients with  diarrhea,  reflux  gastritis, 
or  hypoglycemia. 

Nine  had  vagotomy  and  gastrec- 
tomy, three  being  asymptomatic. 
Three  had  several  loose  bowel  move- 
ments a day  on  occasion,  two  indi- 
gestion, one  dumping,  and  one  was 
lost  to  follow-up.  One  required  re- 
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operation  for  chronic  retention  man- 
ifested by  weight  loss  and  vomiting 
episodes  each  evening. 

Vagotomy  and  a draining  proce- 
dure was  performed  for  five  patients, 
two  being  lost  to  follow-up,  one 
promptly  developing  a gastrojejunal 
ulcer,  one  having  occasional  diarrhea 
and  one  being  asymptomatic. 

The  series  of  51  patients  just 
cited  is  short,  and  the  follow-up 
period  should  be  longer  for  recur- 
rence figures  to  be  more  significant. 
With  these  reservations  surgery  for 
those  who  truly  need  their  opera- 
tion has  been  highly  gratifying.  Two 
with  an  initially  unsatisfactory  re- 
sult (recurrence  and  retention  pa- 
tients) were  converted  to  pleased 
patients  with  reoperation.  With  the 
exception  of  the  woman  with  hypo- 
glycemia, and  another  with  reflux 


gastritis,  postoperative  symptoms 
have  really  been  quite  mild,  or  for 
most,  non-existent. 

choice  of  operation 

Selection  of  the  appropriate  pro- 
cedure for  a given  patient  requires 
knowledge  of  both  the  technical 
and  physiological  advantages  and 
disadvantages  of  various  operative 
procedures  for  duodenal  and  gastric 
ulcer.  Accordingly,  the  following 
outline  is  suggested: 

1.  Vagotomy-antrectomy  seems 
indicated  for  the  patients  with  viru- 
lent ulcers,  the  increased  rate  of  late 
sequelae  being  an  acceptable  risk  for 
those  who  have  had  prior  massive 
hemorrhage,  perforation  or  prior 
perforation,  emphysema,  alcohol- 
ism, or  high  basal  acid  volume. 

2.  Vagotomy  and  a drainage  pro- 

Discussion  by  Peter  T.  Brooks,  M.D. 


cedure  have  usefulness  in  ulcers  with 
marked  edema  of  the  pancreaticodu- 
odenal area. 

3.  Typical  ulcer  patients  com- 
prise about  three-fourths  of  those 
requiring  surgery  for  duodenal  and 
gastric  ulcer  and  are  most  likely  to 
have  a cure  with  comfort  by  gastrec- 
tomy alone.  The  extent  of  distal 
resection  will  range  from  50-75  per- 
cent, depending  on  such  factors  as 
age,  sex,  weight  and  preoperative 
secretory  pattern.  Specifically,  gas- 
trectomy is  indicated  for  intract- 
ability, obstruction,  recurrent  mild 
bleeding,  ptotic  J-stomach,  duoden- 
al ulcer  accompanied  by  obesity, 
poor  operative  exposure  and  gastric 
ulcer. 

500 Medical  Center  Building 
(99204) 


Dr.  Sonneland’s  plea  for  matching  of  patient  and  proce- 
dure is  most  refreshing  when  we  are  still  being  bombarded 
with  papers  by  avid  proponents  of  vagotomy  and  drainage, 
vagotomy  and  antrectomy,  and  gastric  resection  as  the  “best” 
operation  for  this  etiologically  complex  problem.  The  path- 
ologic physiology  and  anatomy  of  peptic  ulceration  is  so  di- 
verse that  it  is  amazing  to  me  that  so  many  authors  feel  any 
single  surgical  procedure  can  hope  to  be  the  best  for  the  ma- 
jority of  cases. 

Although  the  necessity  for  surgical  intervention  for  this 
disease  in  a small  rural  community  is  understandably  infre- 
quent, my  surgical  colleague  and  1 have  performed  well  over 
one  hundred  operations  for  peptic  ulcer  in  the  past  fifteen 
years,  with  an  overall  mortality  of  one  patient.  Our  usual 
procedure  has  been  a standard  Hofmeister  one-half  to  three- 
fifths  resection  with  an  anterior  gastrojejunostomy,  but  we 
have  employed  almost  all  of  the  other  techniques  from  sim- 
ple posterior  gastroenterostomy  to  the  various  vagal  nerve 


interruptions  with  and  without  concomitant  drainage.  On 
two  occasions  we  succumbed  to  the  siren  songs  of  the  enthusi- 
asts and  subjected  a series  of  our  patients  to  the  Billroth  I 
procedure  and  later  employed  vagotomy-pyloroplasty  as  our 
“standard”  procedure  when  technically  feasible.  The  com- 
bined complications  or  lack  of  permanent  cures,  or  both, 
soon  became  frighteningly  clear,  and  we  returned  to  the 
comfort  (that  of  the  surgeons  and  the  patients)  provided  by 
our  older  procedure.  It  can  well  be  argued  that  lack  of  ex- 
perience or  skill  could  have  been  largely  responsible  for  these 
failures,  but,  since  both  of  these  procedures  were  lesser  and 
easier  technically,  this  cannot  be  entirely  true.  However,  it 
does  add  one  more  dimension  to  Dr.  Sonneland’s  arguments 
against  everyone’s  adopting  a single  procedure  as  the  best  for 
most  instances.  Certainly,  what  a surgeon  can  do  best  and 
with  which  he  can  obtain  the  best  results  should  be  given 
great  weight  in  this  continuing  argument. 
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Disposable  Radiopaque  Grid  for 
Intrauterine  Fetal  Transfusion 
and  Other  Uses 

MARCIA  K.  BILBAO,  M.D.,  Portland,  Oregon 


In  the  course  of  performing  in- 
trauterine transfusions,  a radiopaque 
surface  marker  was  modified  to  fa- 
cilitate accurate  needle  insertion 
and,  by  minimizing  the  need  for  re- 
insertion, to  reduce  the  risk  of  the 
procedure.  The  grid,  which  is  com- 
mercially available,  consists  of  a 
sheet  of  porous  surgical  tape,  adhe- 
sive backed.  A 4”x  S"  cross-grid  is 
printed  on  one  side.  Figure  1.  Indi- 
vidual grid  lines  are  identified  by 
radiopaque  letters  and  numbers.  It 
is  sterilizable  (gas  method)  and 


X-Grid  Disposable  Radiopaque  Grid, 
is  manufactured  by  Bio-Medical  Systems 
and  distributed  by  Profexray  Division, 
Litton  Industries,  515  East  Touhy  Ave., 
Des  Plaines,  Illinois. 


serves  as  surgical  drape  as  well  as 
localizing  grid. 

In  use,  the  skin  of  the  mother’s 
abdomen  is  prepared  and  two  sterile 
radiopaque  grids  are  stuck  in  place, 
one  in  front  over  the  site  of  intend- 
ed needle  insertion,  the  other  on  the 
lateral  surface  of  the  abdomen.  Con- 
trol films  are  then  exposed  in  two 
planes.  Figure  2.  These  serve, 
through  reference  to  the  visible  grid 
markings,  to  guide  both  site  and 
depth  of  needle  insertion  through 
the  grid,  the  mother’s  abdominal 
wall  and  uterus  and  into  the  fetal 
peritoneal  cavity.  (The  latter  target 
area  in  this  technique  is  usually  visu- 
alized by  contrast  agent  previously 
injected  into  the  amniotic  cavity  so 
as  to  reach  the  fetal  GI  tract  by  the 
time  of  the  procedure.)  Next,  cor- 


rect needle  placement  is  radiograph- 
ically established  following  the  in- 
jection of  a bubble  of  nitrous  oxide 
into  the  fetal  peritoneal  cavity  and 
the  needle  is  replaced  by  a length 
of  polyethylene  tubing  threaded 
through  it.  In  the  rare  instance 
where  corrective  re-insertion  is  re- 
quired, this,  too,  is  made  easy  by 
reference  to  the  grid  lines. 

The  grid  has  also  proved  to  be  of 
value  in  the  performance  of  other 
special  radiologic  techniques  where 
precise  localization  is  a necessary  or 
desirable  procedural  ingredient,  for 
example,  in  renal  biopsy. 

University  of  Oregon 
Medical  School 
3181  SW  Sam  Jackson  Park  Road 
(97201) 


Fig.  1.  Disposable  radiopaque  sterile  localizing  grid. 


Fig.  2.  Radiograph  showing  grid  in  place;  markings 
clearly  visible  even  through  pregnant  abdomen. 
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Fig.  1 — 1.  a scout  film,  on  which  no  calculi  are  seen.  — 2.  an  early  l.V.  pyelo- 
gram  on  which  can  be  seen  two  ureters  crossing  the  second  right  lumbar  transverse 
process.  No  dye  is  present  in  the  left  flank.  — 3.  a later  pyelogram  shows  the  lower 
end  of  the  left  ureter  in  normal  position.  Again  no  evidence  of  left  renal  func- 
tion is  seen  in  its  normal  location.  — 4.  demonstrates  the  crossed  fused  renal 
ectopia.  No  therapy  is  indicated. 

Crossed  Renal  Ectopia:  A Diagnostic  Trap 

L.  J.  SCHEINMAN,M.D. 

Seattle,  Washington 


Because  two  kidneys  were  on  the  right  side,  this  patient’s  left  flank  pain  and  absent 
left  kidney  shadow  on  the  intravenous  pyelogram  could  have  been  misinterpreted.  Retro- 
grade pyelogram  provided  the  correct  diagnosis.  Crossed  renal  ectopia  can  present  a diag- 
nostic trap. 


Crossed  renal  ectopia  is  charac- 
terized by  anomalous  blood  supply 
which  may  cause  ureteral  compres- 
sion and  hydronephrosis.  A low  lo- 
cation may  complicate  gestation. 
Renal  volvoilus  due  to  excessive  mo- 
bility has  been  reported.  Some- 
times crossed  renal  ectopia  is  asymp- 
tomatic and  an  incidental  finding  on 
x-ray  or  at  autopsy.  It  may  present 


a diagnostic  trap,  particularly  if  x- 
ray  studies  are  limited  to  a KUB 
scout  film. 

The  accompanying  x-rays  are 
those  of  a 59-year-old,  obese  female 
who  suffered  several  days  of  nausea, 
vomiting,  left  backache  of  increasing 
severity,  and  recent  urgency  of  uri- 
nation. She  had  previously  under- 
gone cholecystectomy  and  hyster- 


ectomy, the  latter  complicated  by 
phlebitis.  On  8/16/70  in  Seattle 
General  Hospital  her  temperature 
was  100  F,  weight  225  pounds, 
pulse  70,  respirations  20  and  blood 
pressure  146/100.  On  abdominal 
palpation  dull  left-flank  ache  was 
provoked.  A presumptive  diagnosis 
of  left  renal  calculus  was  made. 
Urinalysis  showed  no  albumin  or 
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sugar  and  an  occasional  white  blood 
cell  microscopically.  Hematocrit 
was  46  with  15.1  gm  hemoglobin 
and  7,800  white  blood  cells  with  59 
percent  polys.  Blood  sugar  was  95. 
A KUB  film  was  reported,  8/17/70: 
“The  kidney  outlines  and  psoas 
muscles  are  well  demonstrated  and 
as  visualized  appear  normal.  A nor- 
mal gas  pattern  is  seen.  No  stones 
are  seen.  Conclusion:  Normal  KUB.” 
Intravenous  pyelography  performed 
the  next  morning  was  reported  as 
follows:  “The  kidney  outlines  and 
psoas  muscles  are  well  demonstrated 
and  appear  normal. 

“Following  the  intravenous  injec- 
tion of  opaque  material  there  is  at 
no  time  any  visualization  of  the  up- 
per tract  on  the  left  except  for  a 
short  segment  of  the  lower  end  of 
the  ureter.  This  latter  appears  nor- 
mal. 

“On  the  right  there  is  apparently 
a double  collecting  system.  The  in- 
ferior system  appears  normal,  where- 
as the  superior  system  shows  a lit- 
tle blunting  of  some  of  the  calyces. 
There,  structures  are  not  too  well 
visualized.  I cannot  see  where  the 
ureters  join,  but  it  must  be  at  about 
the  level  of  the  sacrum,  inasmuch  as 
I see  a single  ureter  approaching  the 


bladder.  The  bladder  fills  out  well 
and  empties  normally. 

“Multiple  delayed  films  up  to 
twenty-four  hours  were  taken.  At 
no  time  is  there  any  visualization  on 
the  left. 

“Conclusion:  There  is  appar- 

ently a double  collecting  system  on 
the  right,  and  possibly  there  is  some 
inflammation  of  the  upper  pole. 
There  is  complete  non-visualization 
of  the  kidney  on  the  left,  even  on 
the  delayed  films. 

“I  would  suggest  a retrograde 
pyelogram  in  order  to  further  evalu- 
ate the  situation.” 

Dull  backache  persisted,  and  on 
8-20-70  cystoscopy  was  done  under 
local  anesthesia.  Bladder  trabecu- 
lations  were  present  secondary  to 
a contracted  and  chronically  infec- 
ted urethra.  The  ureteral  orifices 
were  in  normal  location.  Catheters 
were  passed  without  obstruction  and 
retrograde  pyelograms  were  made. 
A diagnosis  of  crossed  renal  ectopia 
became  evident. 

Lumbar  spine  films  showed  mark- 
ed narrowing  of  L5-S1  interspace 
with  marginal  sclerosis  and  a vacu- 
um joint  indicative  of  disc  disease. 
Lower  and  upper  gastrointestinal  x- 
ray  studies  showed  no  disease.  She 


was  placed  on  sulfa  medication  for 
urethritis  and  other  symptomatic 
therapy.  On  8/24/70  she  was  dis- 
charged from  the  hospital  asympto- 
matic. 

summary 

A case  of  crossed  renal  extopia 
demonstrates  that  it  can’t  be  renal 
pain  if  the  kidney  is  elsewhere.  In 
diagnosis,  short  cuts  are  verboten. 

7/5  Cobb  Medical  Center 
(98101) 
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Art  of  Medicine 

Too  often  today  we  have  placed  our  medical  trust  in  the  science  of  medicine,  ignoring 
the  art.  Too  often,  we  physicians  see  sitting  across  the  desk  from  us,  not  a fellow-being  in 
need  of  human  as  well  as  medical  understanding,  but  a “condition”  to  be  treated.  In  this 
world  of  technology  I’m  convinced  that  the  “condition”  is  being  better  diagnosed  and 
treated  than  it  ever  has  been,  but  that  is  not  enough.  The  art  of  medicine  conveys  to  me 
the  thought  of  an  Osier  or  a Hunter,  curious,  watchful,  observant  yet  scientific,  with  the 
ever  present  knowledge  that  the  patient  is  a fellow  human  being  in  trouble  and  that  the 
physician’s  whole  training,  clinical  and  moral,  is  pointed  towards  help  and  cure. 

W.  M.  Gibson,  M.B.,  Ch.B.,  in  Canadian  Family  Physician,  August  1971 
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Telephone  Recall  System  for  Periodic 
Cervical  Cytologic  Examinations 


RICHARD  H.  GANZ,  M.D.,  Spokane,  Washington 


A telephone  recall  system  was  used  to  encourage  annual  return  of  women  for  breast, 
pelvic,  and  cervical  smear  examination  in  a cancer  detection  program.  Of  a sample  of  100 
women  called,  93  responded  by  making  appointments  for  examination. 


A cancer  case-finding  program  us- 
ing periodic  Papanicolaou  smears 
and  breast  examination  can  be  high- 
ly successful  in  a private  office  if 
patients  return  on  schedule  for  re- 
peat smears  and  examination.  I have 
been  pleased  with  the  response  to  a 
telephone  recall  system  I have  used 
for  the  past  two  years. 

There  is  no  doubt  that  a routine 
program  of  smears  will  pick  up  many 
unsuspected  cases.  For  more  than  a 
decade,  periodic  cervical  cytologic 
examinations  have  been  championed 
as  a highly  successful  approach  to 
reduction  of  mortality  from  cer- 
vical carcinoma.  The  American  Can- 
cer Society’s  public  education  pro- 
gram urges  patients  to  seek  periodic 
checks. 

The  American  Academy  of  Gen- 
eral Practice  has  been  engaged  for 
the  past  ten  years  in  a nationwide 
survey  of  the  feasibility  of  office  use 
of  Papanicolaou  smears.  The  Wash- 
ington Academy  of  General  Practice 
has  participated  in  this  program 
since  1966  and,  through  January, 
1970,  members  of  WAGP  had  col- 
lected 66,000  smears.  Positive  re- 
ports were  returned  on  173.  Nation- 
ally, 1,580,000  smears  gave  a yield 
of  2,839  cervical  carcinomas. 

recall  methods 

Many  methods  have  been  used  to 
encourage  patient  return  for  repeat 
smears.  Advance  appointments  can 
be  given;  the  patient  may  merely  be 
advised  to  return  in  about  a year;  a 


mail  reminder  may  be  sent,  or  a tele- 
phone recall  system  may  be  used.  1 
chose  the  latter. 

My  receptionist  keeps  a five-year 
appointment  notebook  at  her  desk. 
After  a patient  has  had  a breast  and 
pelvic  examination  and  a cervical 
smear,  her  name  is  entered  in  the 
book  for  recall  one  year  later.  Wom- 
en seen  for  other  conditions  are 
asked  if  they  would  like  to  be  in- 
cluded in  the  recall  system,  and 
their  names  are  entered  in  the  book 
if  they  request  the  service. 

During  the  first  week  of  each 
month,  the  women  listed  during 
that  month  of  the  previous  year  are 
called:  “The  recall  appointment 

you  asked  to  be  reminded  of  is  now 
due.  When  would  you  like  to  make 
your  appointment?”  If  the  patient 
seems  reluctant,  she  is  reminded  of 
the  importance  of  the  exam,  and 
that  she  had  requested  the  recall 
service.  If  she  fails  to  make  an  ap- 
pointment, her  name  is  entered  for 
recall  one  year  later.  If  she  fails  to 
respond  for  two  successive  recalls, 
her  name  is  dropped  from  the  book. 

If  there  is  no  answer,  the  recep- 
tionist repeats  the  call  later.  If  there 
is  no  answer  to  the  third  call,  a mail 
reminder  is  sent.  No  further  effort 
is  made.  I estimate  that  this  recall 
system  takes  about  three  hours  of 
clerical  time  each  month. 

results 

To  check  effectiveness  of  the  tel- 
ephone recall  system,  I worked  back 


in  the  record  book,  collecting  100 
names  of  patients  who  had  been 
called,  excluding  names  of  those 
who  had  moved,  changed  physicians, 
or  become  pregnant.  If  the  patient 
had  refused  to  make  an  appoint- 
ment, delayed  repeatedly  in  making 
an  appointment  and  had  never  ful- 
filled it,  or  had  failed  to  make  any 
response  to  repeated  invitations,  the 
contact  was  classified  as  negative. 

Of  the  100  selected,  93  made 
appointments  and  kept  them,  for  re- 
peat breast  and  pelvic  examination 
and  cervical  smear.  Seven  did  not 
comply. 

conclusion 

Success  rate  of  93  percent  sug- 
gests that  a telephone  recall  system, 
if  followed  assiduously,  is  a good 
method  of  ensuring  return  for  an- 
nual cancer  detection  examination. 
On  the  other  hand,  a seven  percent 
failure  rate  may  be  considered  un- 
acceptable. On  follow-up,  four  of 
the  seven  actually  had  changed  doc- 
tors. The  other  three  have  since  had 
a breast  and  pelvic  examination. 
This  latter  3 percent  stated  they 
didn’t  feel  it  was  necessary  to  be 
seen  so  often.  I am,  therefore,  con- 
centrating on  better  indoctrination 
at  the  initial  visit,  hoping  to  instill 
enough  conviction  to  reduce  the 
7 percent  failure  rate. 

3615  S.  Grand  Boulevard 
(99203) 
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fErratum 

In  the  article  on  a telephone  recall  system  in  the 
November  issue,  page  768,  the  period  of  trial  is  given 
as  two  years.  Dr.  Ganz  reports  that  he  has  been  using 
the  method  for  12  years.  The  published  statement 
was  inserted  by  the  editor  in  the  process  of  rewriting 
portions  of  the  original  manuscript. 
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On  this  occasion  of  my  first  “President’s  Message” 
I wish  to  extend  my  greetings  to  the  Oregon  Medical 
Association  membership.  I am  humble  when  I look  at 
the  impressive  array  of  my  predecessors  — as  distin- 
guished, capable  and  dedicated  an  assemblage  of  phy- 
sicians as  can  be  found  anywhere  — whose  perform- 
ances will  be  most  challenging  to  emulate.  Only  time 
will  tell  whether  this  coming  year  will  be  judged  a 
good  one. 

The  problem  of  communication  and  mutual  under- 
standing which  has  been  with  us  a long  time,  and 
which  will  continue  to  challenge  our  efforts  for  a 
long  time  to  come,  should  continue  to  get  prime  con- 
sideration. In  recent  years,  physicians  as  individuals, 
as  well  as  collectively  in  the  form  of  organized  medi- 
cine, have  been  castigated  repeatedly  by  certain  ele- 
ments of  the  news  media,  a number  of  politicians  and 
a variety  of  other  citizens  for  our  many  alleged  faults 
and  shortcomings.  Allowing  that  we  are  all  mortals 
and,  as  such,  are  not  perfect  by  any  means,  and  admit- 
ting that  there  are  many  unresolved  problems  in  mat- 
ters that  concern  us,  we  are  all  not  as  bad  as  our  critics 
would  have  the  public  believe.  Our  ethics  discourage 
us  from  activities  that  bear  the  taint  of  “advertising,” 
feeling  that  sincere,  conscientious  efforts  and  dedica- 


tion will  be  rewarded  by  appropriate  recognition. 
This  has  not  occurred.  It  is  time  for  us  to  speak  out 
more  loudly  and  “tell  it  as  it  is.”  Only  by  correcting 
the  many  distortions  and  restoring  perspective  can  we, 
as  physicians,  work  together  with  all  other  concerned 
elements  of  our  nation  to  bring  about  truly  satisfac- 
tory solutions  to  the  problems  troubling  us  at  the 
present  time. 

It  is  equally  important  to  develop  this  educative 
process  internally  within  our  Association.  We  have 
made  great  progress  in  improving  the  communications 
gap  within  our  state  organization  but  I sense  that  the 
messages  going  both  ways  do  not  always  get  through. 
At  times  we  are  guilty  of  complaining,  of  telling  others 
what  is  wrong,  but  we  fail  to  listen  to  what  others 
have  to  say.  We  want  to  speak  and  to  lecture  and  we 
fail  to  discuss. 

In  November,  several  of  the  Association’s  officers. 
Auxiliary  officers,  OMA  staff,  and  hopefully,  our  re- 
gional AMA  field  representative,  Mike  Reilly  and  I 
will  be  making  visitations  across  the  state,  hoping  to 
meet  with  as  many  physicians  and  county  societies  as 
time  will  permit  over  a three-week  period  that  has 
been  set  aside  for  this  purpose.  The  purpose  of  these 
visitations  is  to  hear  and  consider,  at  the  grass  roots 
level,  any  suggestions,  complaints  and  questions  from 
our  members  and  the  component  societies.  We  plan 
to  listen  and  we  plan  to  talk  only  to  the  extent  that 
you  require  it  of  us  to  explain  and  clarify  OMA  pol- 
icies and  activities.  We  will  not  be  out  to  sell  anything 
except  the  good  will  of  the  OMA  and  our  willingness 
to  serve  you  in  the  best  way  possible. 

I am  personally  looking  forward  to  these  tours 
throughout  the  state  and  I expect  to  gain  much  from 
your  suggestions  and  advice. 

Sincerely, 


770 

Northwest  Medicine,  November,  1971 


I 


i 


1971  OMA  Convention  Report 


Successful  Session  Draws 
1500  to  Portland 

The  97th  Annual  Session  of  the  Oregon  Medical 
Association  drew  some  1500  participants,  including 
1 100  physician  registrants  plus  auxiliary  members  and 
guests. 

The  52nd  series  of  Sommer  Memorial  Lectures, 
held  in  conjunction  with  the  OMA  meeting,  featured 
three  separate  presentations  each  from  W.  A. 
Altemeier,  chairman  of  the  Department  of  Surgery  at 
the  University  of  Cincinnati  and  Director  of  Surgical 
Services,  Cincinnati  General  Hospital;  Harvey  Blank, 
chairman  of  the  University  of  Miami  School  of  Medi- 
cine’s Dermatology  Department  and  Chief  of  Derma- 
tology Services  at  Jackson  Memorial  Hospital  in 
Miami,  and  Donald  W.  Seldin,  President  of  the  Associ- 
ation of  Professors  of  Medicine  and  chairman  of  the 
Department  of  Internal  Medicine  at  the  University  of 
Texas  Southwestern  Medical  School  in  Dallas,  Texas. 

Guest  Speakers 

Guest  speakers  invited  to  participate  in  scientific 
sessions  during  the  week  were  Edgar  S.  Gordon,  in- 
ternist; Meyer  Freidman,  director  of  cardiovascular 
research  at  Mt.  Zion  Hospital,  San  Francisco;  Sydney 
Segal,  pediatrics.  University  of  British  Columbia; 
Robert  T.  Reid,  pediatric  immunologist  and  allergist 
IV,  University  of  California  Medical  School,  San 
Diego;  Justin  D.  Call,  child  psychiatrist  and  depart- 
ment head  at  University  of  California,  Irvine;  Robert 
H.  Freiberger,  director.  Department  of  Radiology, 
Cornell  University  Medical  College,  and  J.  Jerome 
Wildgen,  now  president  of  the  renamed  American 
Academy  of  Family  Practice,  from  Kalispell,  Montana. 

Awards  — Citations 

At  the  President’s  Installation  and  Awards  Banquet 
September  25,  Robert  L.  Hare  awarded  four  presiden- 
tial citations  for  outstanding  efforts  during  his  term  as 
president  to  Louis  Machlan,  Jr.,  for  his  three  years  as 
OMA  Speaker  of  the  House;  Mr.  Robert  Bascom  and 
the  Lane  County  Medical  Society  for  their  diligence 
in  setting  up  a successful  peer  review  mechanism; 
Merle  Pennington  for  his  involvement  as  chairman  of 
the  Comm.ittee  on  Continuing  Medical  Education, 
and  Mr.  William  N.  Wilber,  administrator  of  Blue 
Mountain  Hospital  in  John  Day,  for  his  successful 
efforts  in  recruiting  five  new  physicians  to  Grant 
County. 

Winner  of  the  1971  Doctor-Citizen  of  the  Year 
Award  was  Beatrice  Rose,  a Portland  internist,  in  re- 
cognition of  her  extensive  involvement  in  community 
health  activities.  Dr.  Rose  is  in  her  fifth  year  as  a 
member  of  the  State  Board  of  Health  and  vice- 
president  for  the  2nd  consecutive  year. 

A television  producer  and  a newspaper  reporter 


President-Elect 


George  M.  Robins,  M.D.,  President-Elect  of  the  Oregon 
Medical  Association,  greets  the  House  of  Delegates  opening 
session  following  the  announcement  of  his  election. 


were  announced  as  the  winners  of  the  OMA’s  12th 
Annual  Media  Awards  Contest.  Mr.  Richard  Hawkins, 
director  of  Special  Projects  at  KATU  Television  in 
Portland,  won  the  Broadcast  Division  award  for  a half- 
hour  documentary  titled  “A  Matter  of  Conscience  — 
Abortions  in  Oregon,”  which  looks  into  the  effects  of 
Oregon’s  1969  abortion  law  18  months  after  it  passed 
in  the  State  Legislature. 

Mr.  Jerry  Uhrhammer,  Eugene  Register  Guard  re- 
porter, won  the  print  media  honor  for  his  recent  series 
presenting  the  controversy  surrounding  the  proposed 
new  hospital  in  Lane  County. 

A surprise  presentation  was  made  to  Mr.  John  P. 
Misko,  Oregon  City  attorney  and  OMA  lobbyist  for 
some  14  years,  on  the  occasion  of  his  retirement. 
Mrs.  Doris  Bennett,  staff  secretary,  was  presented  with 
a special  commemorative  award  from  the  OMA  staff 
for  her  ten  years  of  devoted  service. 

Officers  Elected 

Officers  elected  to  serve  the  1971 -’7 2 term  with 
OMA  President  Augustus  M.  Tanaka  are:  president- 
elect, George  M.  Robins,  Portland;  vice-president,  John 
W.  Bussman,  Portland;  secretary-treasurer,  Donald  F. 
Kelly,  Portland. 

The  House  of  Delegates  elected  a new  speaker  of 
the  House,  Roy  A.  Payne,  Milwaukie;  vice-speaker, 

continued  on  page  774 
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I When  you  see  him,  he  can 
ikrdly  straighten  up,  let  alone  work 
(it  at  the  gym.  One  more  case  of 
(i^erexerting  underexercised  muscles, 
"ialium  (diazepam)  as  an  adjunct 
ji  skeletal  muscle  spasm  can 
felp  break  the  reflex  cycle  of 
i3asm/pain/spasm.  The  sooner  you 
<m  relieve  your  patient’s  skeletal 
auscle  spasm,  the  sooner  he  can  get 
lack  to  getting  into  shape  on  a more 
raduated  exercise  program. 

If  your  patient  can’t  get  to  sleep, 
n h.s.  dose  of  Valium  added  to  the 
id.  dosage  may  enable  him  to  get  a 
(ood  night’s  rest. 
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VALIUM®(diazepam) 

2-mg,  5-mg,  10-mg  tablets 
useful  adjunct  in  skeletal 
muscle  spasm 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants  of 
emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma;  may  be  used  in 
patients  with  open  angle  glaucoma  who  are 
receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness.  When  used 
adjunctively  in  convulsive  disorders,  possibility 
of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of 
standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion 
of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with 
barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting 
and  sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit  against 
possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed; 
drugs  such  as  phenothiazines,  narcotics, 
barbiturates,  MAO  inhibitors  and  other  anti- 
depressants may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely 
depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or 
oversedation. 


Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin 
rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech, 
tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been 
reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 


Rocfie  Laboratories 

Division  of  Hoffmann-La  Rocfie  Inc 

Nutley,  N J.  07110 
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Guest  speaker  J.  Jerome  Wildgen,  president  of  the  Ameri- 
can Academy  of  Family  Practice,  earned  rapt  attention  of 
House  of  Delegates  at  opening  session. 

continued  from  page  771 

William  A.  Fisher,  Portland;  delegates  to  AM  A,  Ernest 
T.  Livingstone  and  Clinton  S.  MeGill,  both  of  Port- 
land; alternate  delegates  to  AMA,  Louis  O.  Machlan 
and  J.  Richard  Raines,  both  of  Portland.  The  House 
of  Delegates  also  elected  a new  member  of  the  Com- 
mittee on  Publications,  Louis  J.  Feves,  Pendleton. 
He  replaced  F.  J.  Underwood,  who  had  resigned  after 
serving  since  1963. 

Oregon  Medical  Auxiliary  Highlights 

The  Woman’s  Auxiliary"  to  the  Oregon  Medical  As- 
sociation followed  a busy  schedule  of  workshops, 
luncheons  and  business  meetings. 

Two  distinguished  guest  speakers  graced  the  podi- 


Congresswoman Edith  Green  (D. -Oregon),  right,  joins  im- 
promptu discussion  with  Mrs.  Bill  B.  (Gloria)  Ferguson,  new 
State  Auxiliary  president,  and  other  guests  following  Mrs. 
Green’s  speech  to  auxiliary’s  Saturday  luncheon. 


um  at  Auxiliary  functions.  State  Senator  Betty 
Roberts  (D. -Multnomah)  charmed  the  members  at  the 
installation  luncheon  on  Friday,  September  24,  and 
U.  S.  Congresswoman  Edith  Green  (D. -Oregon)  flew 
home  from  Washington,  D.  C.  to  address  a Saturday 
luncheon  honoring  County  Auxiliary  presidents. 

New  officers  installed  were  President,  Mrs.  Bill  B. 
Ferguson  (Gloria),  Hillsboro;  President-Elect,  Mrs. 
Roy  A.  (Anna)  Payne,  Milwaukie;  First  Vice-President, 
Mrs.  Clyde  H.  (Bea)  DuVall,  Portland;  Recording 
Secretary,  Mrs.  George  Satterwhite,  Portland,  and 
Treasurer,  Mrs.  D.  J.  Molenkamp,  Portland. 

Saturday  workshops  included  Health  Careers,  Com- 
munity Health,  Legislation,  International  Health  and 
AMA-ERF. 


Sheik  Foundation  Fund's  Gift  to  Physicians 


Justin  D.  Call,  Professor  and  Chief  of  the  Child 
Psychiatry  Division,  University  of  California,  Irvine, 
was  a guest  speaker  at  the  session  on  psychiatry,  Ore- 
gon Medical  Association,  at  Portland,  September  25. 
His  appearance  was  supported  by  the  Oregon  Medical 
Education  Foundation.  Source  of  the  special  fund  was 
reported  by  Herman  A.  Dickel,  as  follows: 

It  is  with  pleasure  and  a great  sense  of  pride  that  I 
rise  to  explain  the  nature  of  the  Sheik  Foundation 
Fund's  gift.  A special  fund  has  been  deposited  with 
the  Oregon  Medical  Education  Foundation,  and  from 
this  the  interest  will  substantially  support  an  occa- 
sional speaker  for  the  physicians  of  Oregon,  in  the 
particular  field  of  the  emotional  and  psychiatric  prob- 
lems of  the  younger  persons. 

Mr.  and  Mrs.  Stuart  Sheik,  residents  of  Prineville, 
Oregon,  known  to  many  physicians  of  Oregon  on  a 
personal  basis,  have  long  had  this  serious  interest  in 
the  problems  of  young  people  as  they  grow  into  adult 


life.  Noting,  with  their  wisdom  and  thoughtfulness, 
how  often  the  physician  is  called  upon  to  assist  the 
younger  patient,  and  on  many  occasions  seems  at  a 
loss  as  to  how  to  proceed,  they  have  seen  fit  to  give  us 
these  monies  as  a step  forward  in  bringing,  at  the  time 
of  our  Annual  Session,  lecturers  who  can  instill  in  us 
a greater  desire  to  help  the  young  people  from  a medi- 
cal point  of  view,  or  who  can  give  us  some  approaches, 
some  techniques,  or  other  mechanisms  by  which  these 
young  people  can  be  assisted. 

I am  sure  I express  for  Mr.  and  Mrs.  Sheik  their 
appreciation  in  knowing  that  the  first  lecturer  will  be 
at  this  meeting,  and  I am  sure  that  you  would  have  me 
express  to  Mr.  and  Mrs.  Sheik  not  only  the  deep  ap- 
preciation of  all  physicians  who  will  benefit  now  and 
in  the  future,  but  our  deep  thanks  for  making  use  of 
our  own  Oregon  Medical  Education  Foundation  as  a 
means  of  preserving  for  the  future  that  which  is  mean- 
ingful for  us  today. 


J 
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Summary  of  Actions 


Here  is  a summary  of  the  actions  of  the  1971 
Annual  Meeting  of  the  OMA  House  of  Delegates: 

1.  Recommended  that  the  OMA  encourage  its 
members  to  refrain  voluntarily  from  using  amphet- 
amines or  their  congeners  for  the  treatment  of 
obesity. 

2.  Adopted  extensive  revisions  of  OMA's  Bylaws 
and  reduced  the  number  of  OMA  standing  commit- 
tees. 

3.  Granted  two  seats  in  the  House  of  Delegates 
for  affiliate  student  members  of  the  OMA  to  repre- 
sent the  Oregon  Chapter  of  SAM  A. 

4.  Authorized  OMA  to  apply  for  a developmental 
phase  contract  or  grant  for  development  of  a com- 
prehensive medical  peer  review  system  for  Oregon. 

5.  Voted  to  advise  the  State  Board  of  Health  that 
OMA  does  not  favor  compulsory  premarital  exam- 
ination testing  for  venerea!  disease,  but  that  testing 
for  venerea!  disease  be  strongly  recommended  to 
all  physicians. 

6.  Directed  that  the  OMA  and  the  State  Board  of 
Medical  Examiners  investigate  the  need  for  contin- 
uance of  the  basic  science  exam  for  medical  licen- 
sure and  study  the  Oregon  Medical  Practice  Act 
for  possible  improvements. 

7.  Approved  a list  of  medical  guidelines  for  the 
performance  of  therapeutic  abortions. 

8.  Approved  the  concept  of  a Workmen's  Com- 
pensation Rehabilitation  Center. 

9.  Urged  the  State  Public  Welfare  Department  and 
the  Department  of  Human  Resources  adopt  the 
AMA's  Current  Procedural  Terminology,  a coding 


and  nomenclature  system,  for  all  medical  claims. 

10.  Created  a standing  committee  on  Medical  Serv- 
ices to  study  changes  in  health  care  delivery. 

1 1.  Adopted  Long  Range  Planning  Committee's  re- 
port establishing  long-term  Association  objectives. 

12.  Adopted  a deadline  of  7 calendar  days  prior  to 
the  opening  session  of  each  House  of  Delegates 
meeting  for  submission  of  reports  and  recommen- 
dations. 

13.  Adopted  policy  positions  on  delivery  of  health 
care  to  the  poor  by  private  practitioners  or  orga- 
nized medical  groups,  featuring  equality  of  access 
for  all  persons  at  all  economic  levels.  Government 
funding  must  recognize  the  pluralistic  system  and 
be  available  for  total  purchase  or  partial  supple- 
mentation in  meeting  costs. 

14.  Adopted  lengthy  principles  as  guidelines  for 
the  evaluation  of  a universal  health  insurance  and 
recommended  they  be  forwarded  to  the  AM  A. 

15.  Endorsed  the  AMA  Medicredit  Plan  for  Na- 
tional Health  Insurance. 

16.  Directed  the  OMA  Committee  on  Pharmacy 
and  Drugs  to  provide  the  Legislative  interim  Com- 
mittee on  Alcohol  and  Drugs  with  every  possible 
assistance,  including  an  analysis  of  the  role  of  phy- 
sicians in  measures  to  control  the  use  and  abuse  of 
legal  and  illegal  drugs. 

17.  Voted  that  OMA  establish  and/or  encourage 
educational  programs  for  physician  treatment  of 
patients  with  drug  problems,  and  urged  members 
to  re-evaluate  the  potential  for  abuse  and/or  misuse 
of  drugs  they  prescribe. 


Mr.  John  P.  Misko,  retiring  after  14  years  as  OMA  lobbyist 
in  the  State  Legislature,  received  a surprise  award  at  the  Presi- 
dent’s Banquet,  a wall  plaque  engraved  with  his  likeness,  the 
OMA  seal  and  the  seal  of  the  State  of  Oregon. 


Winner  of  the  OMA’s  Doctor-Citizen  of  the  Year  Award 
for  1971,  Beatrice  Rose,  pauses  at  podium  to  search  for  words 
of  acceptance. 
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Special  Presidential  Citation 


The  Oregon  Medical  Association  presented  a spe- 
cial presidential  citation  to  a layman  this  year  at  the 
Annual  Session,  September  22-26.  William  N.  Wilber, 
administrator  for  the  Blue  Mountain  Hospital  District 
in  John  Day,  Grant  County,  Oregon,  was  honored  for 
his  “ . . . perseverence  and  selfless  dedication  in  spear- 
heading long  and  ultimately  successful  community  ef- 
forts to  recruit  physician  manpower  adequate  to  meet 
the  critical  needs  of  the  people  of  John  Day  and 
Grant  County.” 

Just  about  two  years  ago  at  this  time,  residents  of 
Grant  County  in  Eastern  Oregon  learned  that  their 
only  physician,  Howard  Newton,  planned  to  move  his 
practice  to  McMinnville.  Mr.  Wilber,  one  month  into 
his  new  job  as  hospital  administrator,  realized  that 
not  only  would  this  development  jeopardize  the  wel- 
fare of  the  county’s  40,000  inhabitants,  but  it  would 
render  the  hospital  practically  useless. 

Mr.  Wilber  contacted  the  Oregon  Medical  Associa- 
tion for  assistance.  Through  the  OMA’s  physician 
placement  service,  Mr.  Wilber  was  notified  of  all  avail- 
able doctors  who  had  expressed  a desire  to  practice  in 
Oregon.  Through  letters,  phone  calls  and  visits,  he 
extended  invitations  to  visit  John  Day  country,  enlist- 
ing the  aid  of  the  community  to  entertain  the  visiting 
M.D.’s  and  their  families,  aware  of  the  influence  a wife 
and  family  have  on  the  physician’s  decision  to  estab- 
lish a practice  in  a certain  community. 

Mr.  Wilber  negotiated  through  the  O.MA’s  Military 
Affairs  Committee  to  convince  the  National  Security 
Council  to  waive  draft  requirements  for  young  doctors 
who  were  willing  to  fill  the  desperate  need  in  Grant 
County.  The  committee  was  told  that  “essential  need” 
deferments  were  no  longer  being  granted.  They 
formed  an  appeal  through  Oregon’s  Congressional 
delegation  — Representative  A1  Ullman  and  Senators 
Bob  Packwood  and  Mark  Hatfield  — to  try  to  convince 
the  National  Security  Council  to  reconsider  its  de- 
cision. Coincidentally  or  not,  while  the  request  was 
before  the  Council,  the  members  decided  to  rescind 
the  order  to  deny  deferments  for  essential  need  and 
and  restored  the  original  policy,  making  the  new  John 
Day  physicians  eligible  for  deferment. 

The  results  of  Wilber’s  persistence  began  to  show. 

First  he  was  joined  by  Roger  Bothwell,  M.D.,  soon  fol- 
lowed by  Lewis  J.  Miller,  D.O.,  and  three  more  M.D.’s, 
William  Disher,  Bruce  Carlson  and  William  Stahl. 

Dr.  Bothwell  and  Mr.  Wilber  established  a network 
of  satellite  clinics  throughout  Grant  County,  manned 
by  loyal  R.N.’s  and  held  weekly  in  schools,  churches 
and  homes  in  little  towns  surrounding  John  Day,  with 
quaint  names  like  Seneca,  Dayville,  Long  Creek, 
Monument  and  Spray. 

Meanwhile,  Mr.  Wilber  had  other  fish  to  fry.  Tried 
of  his  complaining  about  the  inadequate  ambulance 
service,  the  community  appointed  him  chairman  of 
the  ambulance  committee.  He  immediately  spear- 
headed a drive  and  secured  a federal  grant  through  the 
Highway  Safety  Act  to  pay  for  65  percent  of  the  cost 
of  a new  ambulance.  The  community  raised  the  bal- 
ance, and  by  April  1971  the  new  ambulance  was  in 
service. 
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Mr.  William  Wilber,  John  Day  hospital  administrator, 
thanks  OMA  members  for  special  recognition  received  at 
President’s  Banquet. 


A corps  of  22  volunteer  drivers  (men  and  women, 
including  Mr.  Wilber)  was  formed,  and  the  five  doctors 
are  currently  conducting  a six-month,  75-hour  emer- 
gency medical  technician  training  course  to  insure  that 
all  participants  are  equipped  to  handle  all  conceivable 
emergencies  they  might  encounter. 

Since  Mr.  Wilber  came  to  town,  medical  history  has 
been  made  in  John  Day.  Other  communities  have 
come  to  him  for  advice.  Heppner  and  the  Fossil- 
Condon  area  are  down  to  one  doctor  each,  and  Baker, 
with  a hospital  and  eight  doctors,  still  suffers  a short- 
age. 

Mr.  Wilber  attributes  much  of  his  success  in  attract- 
ing the  new  doctors  to  the  existence  of  a good  hospi- 
tal and  John  Day’s  unique  recreational  opportunities 
for  hunting,  fishing,  camping,  skiing,  boating,  etc. 

In  these  days  when  medicine  is  fighting  a critical 
physician  shortage,  especially  in  rural  areas,  Mr. 
Wilber’s  persistence  brought  about  a phenomenal  im- 
provement in  the  quality  of  the  community’s  health 
care. 


Stanley  Boyd  Re-Elected  AAFP  Vice  Speaker 

Stanley  A.  Boyd,  of  Eugene,  was  re-elected  vice 
speaker  of  the  Congress  of  Delegates  of  the  American 
Academy  of  General  Practice  at  its  1971  Annual  Meet- 
ing October  2-4  in  Miami  Beach,  Florida. 

more  Oregon  news  on  page  119 
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Additional  information  available  to  the  profession  on  request. 

Ell  Lilly  and  Company  • Indianapolis,  Indiana  46206 


101488 


ARIZONA 


■5 


PHOENIX  • 1841  North  23rd  Avenue  • 85005  i 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926  ! 

Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 
El  Segundo,  California  90245 
Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 
North  Highlands,  California  95669 
Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92191 
Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 
South  San  Francisco,  California  84080 
Telephone:  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 
Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 

DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 


* 


...t;he  “now”  supplier! 

When  you  neetd  that  specific  something — NOW — 
call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 


OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 

SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone  (713)  344-8303 


SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER  COMPANY 
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Medical  and  Scientific  Supplies 


A Bergen  Brunswig  Compeny 


A 
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1 1 continued  from  page  776 

‘ The  Congress  is  the  Academy’s  principal  policy- 

forming body,  and  is  composed  of  two  delegates  from 
each  of  its  5 3 states  and  territorial  chapters.  Dr.  Boyd 
has  been  delegate  from  the  Oregon  Academy  since 
1963,  and  was  first  elected  vice  speaker  in  1969. 

At  the  Miami  meeting  this  national  organization  of 
31,000  physicians  in  general  practice  (founded  in 
1947)  changed  its  name  to  the  American  Academy  of 
Family  Physicians. 

Medical  Board  Licenses  56  Doctors 

At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held  on 
October  7,  8 and  9,  1971,  Raymond  M.  Reichle,  M.D., 
secretary,  announced  that  the  following  doctors  are 
licensed  to  practice  medicine  in  Oregon: 

John  Ivan  Blair  Antonius,  M.D.  ; Edward  Anthony 
Ariniello,  M.D.;  Michael  Mark  Axman,  M.D.;  Thomas 
Dale  Bartley,  M.D.;  Christopher  Paul  Bice,  M.D.;  Alan 
Charles  Blaugrund,  M.D.,  Timothy  Angus  Burton,  M.D.; 
David  Druker,  M.D.;  Albert  Franklin  Garib,  M.D.; 
Obert  Desmond  Haugen,  M.D.;  Jerold  Anthony  Hawn, 
M.D.;  Herschel  Woron  Lawson,  M.D. ; William  George 
Lew,  M.D.;  Wesley  Neal  Manor,  M.D.;  Burton  Charles 
Pattee,  M.D.;  Harper  Davis  Pearse,  M.D.;  Donald 
Frederick  Plumb,  M.D.;  Larry  Francis  Rich,  M.D.; 
Ronald  Alan  Ruhl,  M.D.;  Paul  Edward  Smith,  M.D.; 
Reuben  Straus,  M.D.;  Robert  Dean  Vallion,  M.D.  and 
Sidney  Yassinger,  M.D.,  all  of  Portland. 

Franklin  Dalton  Aldrich,  M.D.,  Cambridge,  Massa- 
chusetts; Ralph  Michael  Bishop,  M.D.,  New  York,  New 
York;  Jack  Fong  Chan,  M.D.,  Milwaukie,  Oregon; 


Werdna  Foster  Cochran,  M.D.,  Wilsonville,  Oregon; 

Joe  Edward  Coker,  M.D.,  Key  West,  Florida;  Ronald 
Charles  Fraback,  M.D.,  Chemawa,  Oregon;  Thaddeus 
Hagan  Ferrell,  M.D.,  Jackson,  Mississippi;  Henry  John 
Fischer,  Jr.,  M.D.,  White  Plains,  New  York;  Robert  Roy 
Greenheck,  M.D.,  Denver,  Colorado;  Hugh  Richard 
Henderson,  111,  M.D.,  Klamath  Falls,  Oregon;  David 
Michael  Hennes,  M.D.,  Bremerton, Washington;Patricia 
Scanned  Hicks,  M.D.,  Corvallis,  Oregon;  Karl  Edward 
Humiston,  M.D.,  Tacoma,  Washington;  George  Elliott 
Kabacy,  M.D.,  Santa  Ana,  California;  Robert  Kao, 

M.D.,  U.S.  Public  Health  Service;  Richard  Thomas 
Knepper,  M.D.,  Eugene,  Oregon;  Leola  Carolyn 
Lorenzen,  M.D. , Chicago,  Illinois;  David  Barclay  Luce,  ' 

M.D.,  Stockton,  California;  Robert  John  McAllister,  j 

M.D.,  Sparks,  Nevada;  George  Patrick  McLean,  M.D., 

Eugene,  Oregon;  David  Kimball  Miller,  M.D.,  Lake  , 

Forest,  Illinois;  Herbert  Phillip  Newburger,  U.  S. 

Army;  Irwin  Herschel  Noparstak,  M.D.,  Eugene,  Ore- 
gon; Charles  Stephen  Patterson,  M.D.,  U.  S.  Navy; 

Ronald  Charles  Phelps,  M.D.,  U.  S.  Navy;  Vita  Sari 

Stahl  Pliskow,  M.D.,  Bremerton,  Washington;  Gene 

Louis  Rogers,  M.D.,  Corvallis,  Oregon;  Robert  Henry  i 

Rozendal,  M.D.,  Corvallis,  Oregon;  Stephen  Louis 

Saukerson,  M.D.,  Eureka,  California;  Ronald  Joseph 

Schwerzler,  M.D.,  Canby,  Oregon;  Neil  Raymond 

Scott,  M.D.,  Palo  Alto,  California;  Marshall  Bruce 

Segal,  M.D.,  Chicago,  Illinois;  and  Richard  Malcolm  ! 

Thorne,  M.D.,  Albany,  Oregon. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  January  13,  14  and  15,  1972  and 
the  filing  deadline  date  for  this  meeting  is  December 
13,1971. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Peter  Tighe,  President 
Merle  C.  Lynch,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  Hoizgang,  M.D. 

William  W.  Thompson,  M.D. 
Psychiatrist 
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1971  WSMA  Convention  Pictorial 

The  Presidents 


Richard  C.  Greenleaf,  1970-71  WSMA  President  hands  his 
gavel  to  incoming  President,  Peter  T.  Brooks  at  the  final 
session  of  the  House  of  Delegates. 


Mrs.  Roscoe  S.  Mosiman,  right,  1971-72  WSMA  Auxiliary 
President,  joins  Dr.  and  Mrs.  Peter  T.  Brooks  at  the  New 
President’s  Reception. 


Mrs.  Robert  M.  Phillips 
delivers  the  Auxiliary  Report 
to  the  WSMA  House  of  Delegates 
as  she  ends  her  term  of  office. 


Past  Presidents  of  WSMA  get  together  for  their  annual  breakfast  session. 
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Noted  Guests 


John  Lein,  University  of  Washington  School 
of  Medicine,  chats  with  John  Knowles,  General 
Director,  The  Massachusetts  General  Hospital 
prior  to  the  latter’s  address  to  the  General 
Assembly. 


Senator  Warren  G.  Magnuson  makes  a point  with  WSMA  President  Richard 
C.  Greenleaf  as  Dean  Robert  L.  VanCitters,  University  of  Washington  School  of 
Medicine  looks  on. 


Louis  Lasagna,  noted  Pharma- 
cologist/Toxicologist from  the  Uni- 
versity of  Rochester  (New  York)  School 
of  Medicine  and  Dentistry,  addresses 
the  membership  on  “The  Use  and 
Misuse  of  Drugs.” 


Max  Parrott,  Chairman,  AM  A Board  of  Trustees,  congratu- 
lates President  Peter  T.  Brooks  at  the  New  President’s  Recep- 
tion. 


Charles  R.  Baxter,  University  of  Texas,  and  Arthur  S. 
Keats,  Baylor  College  of  Medicine,  were  members  of  the  panel 
on  “The  Management  of  Acute  Trauma.” 
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Award  Winners 


With  Mrs.  Tanbara  proudly  looking  on,  George  A.  Tanbara, 
Tacoma,  receives  the  1971  Community  Service  Award  from  WSMA 
President  Richard  C.  Greenleaf. 


Walter  F.  Krengel,  Jr.,  accepts  the  Aescu- 
lapius Award  for  Best  Scientific  Exhibit,  “Total 
Hip  Replacement,”  from  Donald  L.  Silverman 
on  behalf  of  his  co-exhibitors,  Marr  P.  Mullen, 
Ernest  M.  Burgess,  Robert  L.  Romano,  Ivar  W. 
Birkeland,  Jr.,  and  Kenneth  G.  Kay. 


! 


Auxiliary  President,  Mrs.  Robert  M.  Phillips,  receives  a 
special  award  plaque  from  Mrs.  George  Parke,  Centralia,  State 
Volunteer  Advisor,  National  Foundation  — March  of  Dimes. 


President-elect,  Mrs.  Paul  Kinney,  Ephrata,  presents  the 
annual  $500  philanthropic  donation  to  Richard  Presbrey, 
Clinical  Director,  Child  Study  and  Treatment  Center,  Western 
State  Hospital. 


50-year  Practitioners,  David 
H.  Johnson,  center,  and  John  S.  Lundy, 
received  tribute  from  President  Peter 
T.  Brooks.  A third  50-year  practitioner, 
J.  Howard  Manning,  now  of  Denver, 
was  not  present. 
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The  Relaxing  Receptions 

New  President's  Reception 


Despite  his  incapacitation, 

Roscoe  S.  Mosiman  joins  his  wife,  left, 
new  WSMA  Auxiliary  President  and 
Dr.  and  Mrs.  Peter  T.  Brooks  during 
the  New  President’s  Reception. 


Members  and  guests  wend  their 
way  through  the  reception  line  to 
congratulate  the  New  Presidents 
of  WSMA  and  the  Auxiliary 

Family 

Banquet 


Several  members  brought  state  legislators  to  the 
convention.  S.  William  Shaw,  center,  chats  with  his 
guest.  Representative  Norwood  Cunningham,  Seattle, 
and  WSMA  President  Richard  C.  Greenleaf. 


I 


i 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  2V^, 
caffeine  gr.  V2. 


I 


New  Officers  and  Delegates 


New  Key  Officers  of  WSMA  pose  for  their  first  picture 
together.  Seated  are  Paul  Lauer  and  Peter  T.  Brooks;  standing, 
1 to  r,  Richard  C.  Greenleaf,  J.  W.  Wallen  and  Gilbert  Bade. 


New  WSMA  Delegates  to  the  AMA  include  Arch  Logan, 
Malcolm  W.  Bulmer,  and  Waldo  O.  Mills,  seated;  standing, 
right,  Charles  O.  Muller  with  Robert  Hunter,  recently-elected 
AMA  Board  ofTrustees  member. 


Scientific  Sessions 


Interested  physicians  fill  the  room  during  one  of  the  scientific  sessions  held  during  the  82nd  Annual  Meeting. 
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None  of  the  students  entertained 
any  idea  of  cutting  classes  during 
the  popular  course  on  Fluid  Balance 
conducted  by  Robert  M. 
Hegstrom  and  Richard  R.  Paton 


The 

Workers 


. . . as  do  the  equally  hard-working  officers  at  the  head  table. 


Hard-working  members  of  the  House  of  Delegates  study 
their  materials  during  an  early  session.  . . . 


Looking  for  new  ways  to  stimulate 
interest  and  improve  political  action  were 
the  members  of  AMPAC. 
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(diethylpropion  hydrochloride,  N.R) 


I 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
lEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

.ontroindicafions:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
his  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Corning;  Although  generolly  sofer  than  the  amphetomines,  use  with  great  caution  in 
>otients  with  severe  hypertension  or  severe  cordiovasculor  diseose.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
>leasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
n relofively  low  incidence.  As  is  characteristic  of  sympathomimetic  ogents,  it  moy 
>CCosionolly  cause  CNS  effects  such  os  insomnio.  nervousness,  dizziness,  anxiety, 
»nd  iitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
in  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
ascufor  effects  reported  include  ones  such  os  tochycordio,  precordial  pain, 


orrhythmio,  palpifotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  wos  on  isoloted  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticorio,  ecchymosis,  and  erythemo.  Gostroinfestinof  effects  such  os  diorrheo, 
constipation,  nausea,  vomiting,  ond  obdominol  discomfort  have  been  reported. 

Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocyfosis.  ond  leukopenia.  A voriety  of  miscelloneous  odverse 
reoctions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  headache,  dyspneo,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  ond  polyuria. 

Convenience  of  *wo  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  toblet 

doily,  swallowed  whole,  in  midmorning  (10  o.m,);  TEPANIL:  One  25  mg.  tablet  three 

times  doily,  one  hour  before  meols.  If  desired,  on  odditionol  toblet  moy  be  given  in  j 

midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not  j| 

recommended.  ^ | 
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MERRELL-  NATIONAL  LABORATORIES  ; ’ 

Division  of  Richardson* Merrell  Inc.  ^ i 

Cincinnati.  Ohio  45215 


^Merrell^ 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition;  Eoch  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  os  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

MERRELL- NATIONAL  LABORATORIES 

Division  of  Richardson -Meirell  Inc. 

CirKinnati,  Ohio  45215 


Quinamm 

(quinine  sulfafe  260  mg.,  aminophylline  195  mg.) 


1.3326  (2977) 


Specific  therapy  for  night  leg  cramps 


^Merrell^ 


Exhibits 


A general  view  of  the  68  Commercial 
Exhibits  on  the  floor  of  the  Grand  Ballroom. 


One  of  the  highly  interesting 
Scientific  Exhibits  displayed  in  the 
Spanish  Lounge  during  the  con- 
vention. 


Some  physicians  manage  to 
find  time  to  devote  to  the  arts 
and  their  efforts  were  well-viewed 
by  many  conventioneers  who 
managed  to  find  time  to  visit 
this  Art  Exhibit  on  the  stage  in 
the  Grand  Ballroom 
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Upjohn  again 
reduces  the  price 

of  E-Mycin 


NOC  9 103  2 


NO.  5155 


(Erythromycii’^  


Once  again  Upjohn  has 
been  able  to  reduce  the  ^ ^ 

price  of  erythromycin  without  reducing  the  quahty  you  expect 
from  an  Upjohn  product. 


llpjohn 


E-Mycin 


I 


(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


© 1971  The  Upjohn  Company 
JA71-17H 


IDAHO  Medical  Association 


407  West  Bannock  St.,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 

J.  Gordon  Daines,  M.D.,  Boise 


Officers  and  Councilors 

The  officers  and  councilors  of  the  Idaho  Medical 
Association  held  their  fall  meeting  at  Sun  Valley, 
September  23-25,  1971,  with  President  George  W. 
Warner,  Twin  Falls,  presiding.  Others  present  included 
President-Elect  John  E.  Comstock,  Pocatello;  immedi- 
ate Past-President  William  R.  Tregoning,  Boise;  Secre- 
tary-Treasurer J.  Gordon  Daines,  Boise;  Councilor, 
District  No.  1,  E.  R.  W.  Fox,  Coeur  d’Alene;  Council- 
or, District  No.  2,  R.  George  Wolff,  Caldwell;  Council- 
or, District  No.  3,  R.  G.  Neher,  Shoshone;  Councilor, 
District  No.  4,  Ronald  K.  Lechelt,  Idaho  Falls;  AMA 
Delegate  Donald  K.  Worden,  Lewiston;  AMA  alter- 
nate Delegate  A.  Curtis  Jones,  Boise,  and  Speaker, 
House  of  Delegates,  James  R.  Kircher,  Burley. 

Actions  of  the  officers  and  councilors: 

Directed  that  executive  committees  of  the  North 
Idaho  Medical  Service  Bureau  and  the  South  Idaho 
Medical  Service  Bureau  be  asked  to  attend  the  next 
meeting  of  the  officers  and  councilors  to  discuss  mer- 
ger negotiations;  reviewed  committee  reports  and  a 
detailed  report  on  the  79th  annual  meeting;  discussed 
arrangements  for  the  Interim  Session  of  the  House  of 
Delegates  to  be  held  February  3-5,  1972  at  the  Holiday 
Inn  in  Twin  Falls;  approved  IMPAC-AMPAC  Break- 
fast February  4,  during  the  Interim  Session;  approved 
suggestion  that  component  societies  reimburse  dele- 
gates for  costs  involved  in  attending  House  of  Dele- 
gates sessions. 

Reviewed  matters  connected  with  1972  Idaho  Leg- 
islature; agreed  to  support  introduction  of  a Medical 
Examiners  law;  agreed  to  seek  amendment  of  laws  to 
permit  physicians  to  serve  on  county  and  district  hos- 
pital boards;  agreed  to  support  legislation  regarding 
privileged  communications;  agreed  to  pay  expenses  of 
Idaho  legislator  to  attend  a conference  on  chiropractic 
and  quackery;  discussed  arrangements  for  Legislative 
Dispensary;  approved  plans  for  association  to  act  as 
fiscal  agent  for  the  WAMI  Program;  agreed  to  ask  for 
more  information  justifying  proposed  Boise  State  Col- 
lege nurse-practitioner  training  program  prior  to  con- 
sidering endorsement;  agreed  to  invite  Fred  O. 
Graeber,  Boise,  temporary  director,  to  discuss  the  Ex- 
perimental Health  Services  Delivery  System  contracted 
by  Boise  State  College;  referred  proposed  program  on 


Continuing  Medical  Education  to  Medical  Education 
Committee. 

Reviewed  membership  statistics;  reviewed  and  ap- 
proved budget  for  1972;  discussed  activities  of  Budget 
and  Finance  Committee.  Considered  the  Professional 
Liability  insurance  program  and  approved  an  addition- 
al informational  mailing  to  all  members  in  the  pro- 
gram; directed  that  all  insurance  programs  involving 
the  association  be  referred  to  Special  Insurance  Com- 
mittee for  review  and  comment. 

Agreed  to  hold  next  officers  and  councilors  meet- 
ing on  November  12-13  in  Idaho  Falls;  assigned  re- 
sponsibility for  activities  in  connection  with  health 
care  for  the  poor  to  the  Indian  Health  Advisory  Com- 
mittee; appointed  Past-President  Tregoning  to  Advis- 
ory Committee  to  the  Idaho  Legislative  Council’s 
Committee  on  Workmen’s  Compensation;  ordered  pre- 
paration of  a letter  protesting  federal  interference  in 
the  provision  of  medical  care  after  reviewing  a series 
of  requests  for  endorsement  of  programs;  nominated 
Councilor  Fox  to  represent  the  association  on  the 
Idaho  Cancer  Coordinating  Committee;  heard  Merrill 
J.  Sharp,  Pocatello,  and  Lester  J.  Petersen,  Rexburg, 
members  of  the  Idaho  State  Board  of  Health  discuss 
proposed  reorganization  plans  for  Department  of 
Health. 


Action  Delayed 

At  a meeting  in  Boise  September  29,  the  Idaho 
State  Board  of  Health  voted  to  delay  for  60  days  ac- 
tion on  a proposed  Department  of  Health  reorganiza- 
tion plan.  The  plan  would  have  reduced  the  depart- 
ment’s eight  divisions  to  three.  Merrill  J.  Sharp,  Poca- 
tello, a Board  member,  made  the  successful  motion  to 
delay  action  and  ask  groups  such  as  health  advisory 
boards  and  legislative  committees  to  submit  recom- 
mendations for  reorganization.  The  motion  was  sec- 
onded by  Lester  J.  Petersen,  Rexburg.  R.  George 
Wolff,  Caldwell,  Chairman  of  the  Public  Health  Com- 
mittee of  the  Idaho  Medical  Association  questioned 
whether  the  reorganization  might  not  further  insulate 
the  administrator  from  division  functions. 

continued  on  page  796 
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An  intesdiia 
autobiogrraph\ 

of  rage 
contentment 
and  horror 


"Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit."* 


"The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful.”* 


He  was  overwhelmed  by 
"paralyzing  horror"  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  ". . .the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period. . . ."* 


Background 

*Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40-cn 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest 
attainment  and  simple  tastes,  the  subject 
depends  on  the  investigators  as  he  might  his 
own  family.  His  full-time  job  is  as  a "human 
laboratory,”  and  throughout  the  13-year  perio 
of  the  study,  he  has  taken  great  personal  prid( 
in  his  own  participation. 


A story  charged  with  emotion 

I The  graphs  on  the  facing  page  are  intestinal  motility 
readings  on  a human  subject  experiencing  the 
emotions  of  rage,  contentment  and  horror  (see 
“Background”  below  left).  This  “intestinal 
autobiography”  dramatizes  the  point  that  certain 
jemotions  correlate  with  specific  patterns  of 
G.I.  motility. 

I 

The  visceral  clutch 

and  functional  G.I.  disorders 

The  gut  response  to  stress  has  been  amply 

i demonstrated  in  many  functional  G.I.  disorders. 
Nervous  diarrhea  and  irritable  colon  syndrome,  for 
j example,  are  disorders  associated  with  abnormal  G.I. 
motility.  And  these  disorders  are  commonest  among 
patients  sensitive  to  life-stress  situations  productive 
of  conflict  and  excessive  anxiety. 

iLibrax^calms  anxiety, 
calms  the  gut 

In  these  areas  of  G.I.  pathology,  Librax  has  become 
I a mainstay  of  adjunctive  therapy.  Reason?  Effective 
two-way  calming  action.  Librax,  by  relieving 
excessive  anxiety,  not  only  helps  calm  emotional 
overreaction  to  stress,  it  controls  intestinal 
hypermotility,  too.  Depend  on  Librax— the  only  drug 
that  combines  the  well-known  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  potent, 
dependable  antisecretory/antispasmodic  action  of 
Quarzan®  (clidinium  Br). 

1 or  2 capsules,  3 or  4 times  daily 
in  the  treatment  of 
nervous  diarrhea  and 
irritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions;  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 


In  functional  G.I.  disorders, 
X t-i  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Divjsion  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


CONTINl|N 

Compiled  by  Washington/Alaska  Regional  Medi  i p, 


SUBJECT 

FACULTY 

SPONSOR 

L(  )CATION 

FOR 

1 

Basic  Office  Skills:  Ophthal- 
mology' and  Otolaryngology 

A.  J.  Elliot.  M.D.,  Kenneth  G.  Camdon. 
M.D..  Co-chairmen 

Department  ol  Ophthalmology. 
Division  of  Otolaryngology,  The 
University  of  British  Columbia 

Vancouver.  British  Columbia 

Physicians  ' 

Office  Orthopedics 

Samuel  F.  Gill.  M.D. 
Stanley  L.  James,  M.D. 

University  ol  Oregon  Medical 
School,  Circuit  Course  Program 
Supported  by:  Oregon  Regional 
Medical  Program 

December  1 - 

Ontario.  C)rcgoii 
HoK  Rosary  Hospital 
December  2 

LaGrandc.  Oregon 
Grande  Ronde  Hospital 
December  ' 

Pendleton.  Oregon 
St.  Anthony  Hospital 

Physicians 

OAGP  CYedii;  hours  i 

Medicine  and  the  Law  , 

John  Huston.  Chairman 

University  of  Washington  School 
of  Law:  Washington  State  Medical  As- 
sociation; Washington/Alaska  Regional 
Medical  Program:  Division  of  Continu- 
ing Medical  Education,  University  of 
W'ashington  School  of  Medicine 

Spanish  Ballroom.  Olympic  Hotel 
Seattle 

Lawyers,  physicians,  hos; 
administrators  and  other 
fessionals 

Office  Management  of 
Ocular  Emergencies:  Diagnosis 
and  Treatment 

J.  W.  Wood.  M.D.,  Chairman 

Medical  Education  Department. 
Salem  Hospital 

Salem  Hospital.  Memorial  Uni» 
Auditorium.  665  Winter  Street  SE 
Salem.  Oregon 

All  physicians 
AAC'»P  Credit:  3 hours 

Laparoscopy:  Indications. 
Technique.  Anesthesia  and 
Equipment 

Michael  R.  Smith,  M.D..  Donald  C. 
Smith.  M.D.,  Co-chairmen 

Virginia  Mason  Medical  Center; 
Washington/Aiaska  Regional  Medi- 
cal Program:  Division  of  Continuing 
Medical  Education.  University  of 
Washington  School  of  Medicine 

The  Mason  Clinic.  Seattle 

Obstetricians  and  Gyncccfi 

Sports  Injuries  • Basketball 
and  Skiing 

David  Garrick,  M.D..  Chairman 

Division  of  Continuing  Medical 
Education,  University  of  Washing- 
ton School  of  Medicine 

Room  105,  Graves  Building. 
University  of  W ashington 

Physicians 

Disorders  of  the  Colon: 
Diagnosis  and  Treatment 

William  C.  Awe,  M.D..  Walter  E. 
Meihoff,  M.D..  Clifford  S.  Melnyk,  M.D. 

University  of  Oregon  Medical 
School,  Circuit  Course  Program 
Supported  by:  Oregon  Regional 
Medical  Program 

December  8 - 

Newport,  Oregon 
Paciiic  Communities  Hospital 
December  9 • 

Astoria,  Oregon 
Columbia  Memorial  Hospital 

Physicians 

OAGP  Credit:  4Vz  hours 

Diabetes.  Obesity, 
Hypoglycemia 

Robert  L.  Neilsen,  M.D.,  Chairman 

The  Virginia  Mason  Medical  Center 

The  Mason  Clinic 

Physicians 

Coronary  Artery'  Disease 

Richard  P.  Anderson,  M.D..  Frank  E. 
Kloster,  M.D..  Manuel  R.  Malinow,  M.D. 

University  of  Oregon  Medical 
School.  Circuit  Course  Program 
Supported  by:  Oregon  Regional 
Medical  Program 

Salem,  Oregon 

Salem  Memorial  Hospital 

Physicians 

OAGP  Credit:  4Vi  hours 

Postgraduate  Preceptorships: 
Individualized  refresher  courses 
are  arranged  in  most  medical 
specialties 

Practicing  physicians 

Washington/Alaska  Regional  Medi- 
cal Program;  Division  of  Continuing 
Medical  Education,  University  of 
Washington  School  of  Medicine; 
Washington  State  Medical  Association 

Hospitals  in  Seattle,  Spokane, 
Tacoma.  Yakima 

Physicians 
AAGP  Credit 

Medical  Television 

Expanded  Role  of  the  Nurse  (November  23) 

Programs  on  November  30,  December  6 and  14  are  to  be 
announced.  (Check  local  listing) 

Washington/Alaska  Regional  Medical 
Program 

Channel  9,  Seattle;  47,  Yakima; 
7,  Spokane;  1 0.  Pullman;  10, 
Portland 

Physicians,  nurses  and 
allied  health  personnel 
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biCAL  EDUCATION 

Regional  Medical  Program,  Mountain  States  Regional  Medicol  Program. 


.rollment  limit 

DURATION 

DATE  AND  HOUR 

FEE 

INFORMATION,  REGISTRATION 

Two  days 

November  25,  26 
November  25  - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
November  26  • 

Session:  8:30  a.m.  - 5 p.m. 

S60 

Preregistration  requested.  Contact  the  Division 
of  Continuing  Education  in  the  Health  Sciences, 
The  University  of  British  Columbia,  Task  Force 
Building,  Vancouver  8,  B.C.,  Canada 
(604)  228-2626 

j 

One-half  day 

December  1 , 2,  3 

Sessions:  1 : 30  p.m.  - 6 p.m. 

SIO 

Director,  Circuit  Course  Program.  University  of 
Oregon  Medical  School.  3181  SW  Sam  Jackson 
Park  Road,  Portland,  Oregon  97201 
(503)  228-9181,  ext.  1181 

1 limit 
! 

i' 

Two  days 

December  2,  3 
December  2 • 

Registration:  8:30  a.m. 
Session:  9 a.m.  • 5 p.m. 
December  3 - 

Session:  9 a.m.  - 5 p.m. 

S50 

Preregistration  requested.  Contact  the  Division 
of  Continuing  Medical  Education,  University  of 
Washington  School  of  Medicine,  Seattle  98195 
(206)  543-1050 

i 

One-half  day 

December  3 

Session:  1 p.m.  • 5 p.m. 

None 

Requests  to:  Salem  Hospital  Memorial  Unit 
665  Winter  Street,  SE,  Salem,  Oregon  97301 
(503)  370-5377  No  pre-registration  necessary 

One  and  one-half  days 

December  3.  4 
December  3 - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
December  4 - 

Session;  8:30  a.m.  - 12  noon 

SI  00 

Preregistration  requested.  Contact  Kenneth  Wilske,  M.D., 
Chairman,  Division  of  Continuing  Medical  Education, 
Virginia  Mason  Medical  Center,  1111  Terry  Avenue, 
Seattle  98101 

(206)  MA  3-3700,  ext.  470  or  343 

) 

Two  days 

December  6,  7 
December  6 - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
December  7 • 

Session:  9 a.m.  - 5 p.m. 

S40 

Preregistration  requested.  Contact  the  Division  of  Con- 
tinuing Medical  Education,  University  of  Washington 
School  of  Medicine,  Seattle  98195 
(206)  543-1050 

One-half  day 

December  8,  9 

Sessions:  1:30  p.m.  - 6 p.m. 

SIO 

Requests  to:  Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School. 

3181  SW  Sam  Jackson  Park  Road,  Portland,  Oregon  97201 
(503)  228-9181,  ext.  1181 

Two  days 

December  9,  10 
December  9 - 

Registration;  8:30  a.m. 
Session;  9 a.m.  - 5 p.m. 
December  1 0 - 

Session:  9 a.m.  • 5 p.m. 

S35 

Preregistration  requested.  Contact  Kenneth  R.  Wilske,  M.D., 
Director  of  Continuing  Medical  Education, 

Virginia  Mason  Medical  Center.  1111  Terry  Avenue 
Seattle  98101 

(206)  MA  3-3700,  ext.  343,  470 

1 

One-half  day 

December  22 

Session:  1:30  p.m.  - 6 p.m. 

SIO 

Requests  to:  Director,  Circuit  Course  Program 
University  of  Oregon  Medical  School, 

3181  SW  Sam  Jackson  Park  Road.  Portland,  Oregon  97201 
(503)  228-9181,  ext.  1181 

To  be  individually 
arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorship  Project,  Washington/Alaska 
Regional  Medical  Program,  530  “U”  District  Building, 
Seattle  98105  (206)  543-8525 

25  minutes 

Telecasts  are  every  Tuesday  at 
7:35  a.m.;  repeat  programs  at 
8:05  a.m.  ana  at  10:30  p.m.  or 
11  p.m.  (Check  local  listing) 

Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  be  sent  to  Joan  Kelday, 
JJO  University  District  Building,  Seattle,  Washington,  98105, 
by  the  6th  of  the  month,  two  months  before  the  course  is  to 
be  presented. 
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Still  serving... 


Miltown^ 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
Crnnburv,  NJ.  08512  ^ 


Appointment 

Governor  Cecil  D.  Andrus  has  reappointed  Fred  C. 
Humphreys,  Boise,  to  a five-year  term  on  the  State 
Board  of  Health.  The  term  runs  until  September  13, 
1976.  Mr.  Humphreys  is  currently  chairman  of  the 
Board.  Other  members  of  the  Board  are  Merrill  J. 
Sharp,  Pocatello,  whose  term  expires  September  13, 
1973;  Lester  J.  Petersen,  Rexburg,  September  13, 
1975,  and  Mr.  John  Van  Orman,  Jerome,  September, 
1974.  Carter  V.  Beghtol,  Orofino,  whose  term  would 
have  expired  in  1972,  resigned  because  of  a move  to 
Texas.  Mr.  Pete  Gertonson,  Lewiston,  has  been  ap- 
pointed as  his  replacement. 

Resignation 

Myrick  W.  Pullen,  Jr.,  resigned  effective  October  1 
as  director  of  the  Idaho  Division  of  Mental  Health.  He 
has  accepted  the  position  as  director  of  in-patient 
services  and  medical  director  for  alcohol  rehabilitation 
for  the  Eastern  Idaho  Mental  Health  Center  in  Idaho 
Falls.  Mr.  Jack  Steneck,  Boise,  assistant  director,  was 
named  acting  director  of  the  division. 

Committee  Meetings 

Committees  of  the  Idaho  Boards  of  Medicine  and 
Nursing  met  in  Boise,  September  10  to  discuss  rules 
and  regulations  governing  the  role  of  registered  nurses. 
Promulgation  of  the  rules  was  authorized  by  a 1971 
amendment  to  the  Nurse  Practice  Act.  Representing 
the  Board  of  Medicine  at  the  meeting  were  Fred  H. 
Helpenstell,  Nampa;  Quentin  L.  Quickstad,  Boise,  and 
Executive  Secretary  Armand  Bird. 

The  Bylaws  Committee  met  September  25  in  Boise 
to  review  matters  referred  to  it  by  the  1971  House  of 
Delegates.  The  committee  scheduled  its  next  meeting 
for  November  20,  1971.  Attending  the  September 
session  were  Chairman  J.  B.  Morris,  Boise,  and  Max  W. 
Carver,  Twin  Falls.  Elizabeth  L.  Munn,  Caldwell,  was 
unable  to  attend. 

The  Industrial  Medical  Committee  met  in  associa- 
tion headquarters  October  1-2,  1971,  to  begin  imple- 
mentation of  Resolution  1-71,  adopted  by  the  House 
of  Delegates  last  July.  The  resolution  calls  for  negoti- 
ations of  a new  industrial  medical  fee  schedule  based 
on  a relative  value  guide.  Attending  were  Chairman 
Russell  Tigert,  Jr.,  Soda  Springs;  Richard  P.  Sutton, 
Burley;  David  W.  Heusinkveld,  Lewiston;  Claude  VV. 
Barrick,  Boise.  Unable  to  attend  was  Donald  R. 
Bjornson,  Idaho  Falls. 

Verne  J.  Reynolds,  Boise,  Chairman,  has  called  a 
meeting  of  the  Special  Insurance  Committee  for  Nov- 
ember 5,  1971,  in  the  association’s  executive  office  in 
Boise.  Members  of  the  committee  are  Allen  M.  Coch- 
rane, Lewiston;  Gerald  N.  Hecker,  Boise;  William  H. 
Woodson,  Twin  Falls;  Charles  R.  Boge,  Idaho  Falls; 
Donald  D.  Price,  Caldwell;  Robert  D.  Jenkins,  Boise; 
George  W.  Warner,  Twin  Falls,  President,  and  Mr. 
Armand  L.  Bird,  Executive  Director. 

Idaho  news  continued  on  page  802 
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WASHINGTON/ ALASKA  REGIONAL  MEOICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  SEATTLE,  WASHINGTON  98105 


HIGHLIGHTS 

• Hospital  sharing,  an 
evolutionary  process— 
Editorial 

• Physicians  can  mold  new 
federal  health  programs 

• Experts  reveal  pros  and 
cons  of  multiphasic 
screening 


NOVEMBER,  1971 


DR.  MARCHIORO  explained  the  perfusion  machine,  on  right,  which  is  the  key 
to  the  kidney  retrieval  project  designed  to  increase  the  number  of  transplants 
for  chronic  kidney  disease  patients  in  the  Pacific  Northwest.  Also  participating 
in  the  news  conference  were  Dr.  Christopher  Blagg,  (c)  medical  director  of 
N.W.  Kidney  Center  who  will  supervise  the  organ  retrieval  and  Dr.  F.  Kingsbury 
Curtis  (I),  chief  of  nephrology,  V.A.  Hospital,  Seattle  and  director  of  regional 
administration  for  the  RMP  Kidney  Disease  Program. 


TV  TUESDAY'  PROGRAMS  FOR  M.D.'S,  NURSES 


4,  NO.  6 

IIDNEY  RETRIEVAL 
IROGRAM  TO  BEGIN 

The  plan  to  retrieve  donor  kidneys 
5 transplants  in  Washington,  Alas- 
/ Montana  and  Idaho  is  ready  for 
ition.  The  unique  regional  project 
jpart  of  the  W/ARMP-funded  Kid- 
liy  Disease  Control  Program. 

A portable,  perfusion  machine, 
dich  will  keep  kidneys  alive  for  48 
lurs  until  they  are  transplanted, 
IIS  demonstrated  to  newsmen  last 
f)nth  at  the  Northwest  Kidney  Cen- 
I'  in  Seattle. 

/A/hen  kidneys  are  removed  from 
J ceased  donors,  they  can  be  placed 
(these  battery-powered  refrigerated 
(its  which  simulate  the  action  of 
i3  human  body  and  shipped  to  Seat- 
I for  transplantation. 

(Portable  units  will  be  placed  in  key 
(ipulation  centers  in  the  region  and 
(large  console  model  will  be  per- 
Hnently  located  in  Seattle.  These 
jits,  developed  last  year  at  the  U. 

I Minnesota,  cost  $3,800  each  for 
ktables  and  $6,800  for  the  console, 
id  were  purchased  by  a W/ARMP 
ant.  It  is  anticipated  that  some  of 
a units  will  be  in  use  by  next  month. 
Donor  organ  cards  authorizing  use 
a person’s  kidneys  or  other  or- 
ns  for  science  or  transplantation 
;er  death  were  distributed  to  RMP 
’ices  in  the  four  states.  Announce- 
ant  of  these  cards  was  made  by 
AP  to  newspapers  in  the  region. 
Dr.  Thomas  Marchioro,  professor 
surgery  at  the  U.  Hospital  in  Seat- 
, who  performs  the 'kidney  trans- 
mts  in  the  region,  said  that  it  is 
.portant  that  physicians  and  the 
neral  public  be  aware  of  the  organ 
■trieval  project  and  its  potential. 


NOV.  16— “Intensive  Care”  live  wrap- 
up  with  course  instructors  an- 
swering phone  questions.  Call 
toll-free  543-2000  in  Seattle. 

NOV.  23— “Expanding  Role  of  the 
Nurse,”  featuring  local  nurses, 
physicians,  hospital  administra- 
tors and  patients,  a W/ARMP 
program. 

NOV.  30— “Exercise  and  the  Heart,” 

Rancho  Los  Amigos  Hospital  and 
DSC  School  of  Medicine,  Cali- 
fornia. 

DEC.  7— “Chronic  Bronchitis  and  Pul- 


monary Emphysema,”  New  York 
U.  Medical  Center  and  Public 
Health  Service. 

DEC.  14— “Part  II”  of  Dec.  7 program. 

(Programs  will  NOT  be  broadcast 
during  remainder  of  December  and 
first  part  of  January.  Watch  for  sched- 
ule of  next  series  in  January  “Re- 
sults.” Programs  are  carried  on 
Channel  9,  Puget  Sound  area;  47, 
Yakima;  7,  Spokane;  10,  Pullman;  10, 
Portland  and  on  local  cable  stations. 
Times  are  7:30  and  8:00  a.m.  and  at 
close  of  the  broadcast  day. 


\\Z\RMP  SPOTLIGHT 


LUCIUS  DAVIS  HILL,  III,  M.D. 


Dr.  Lucius  Hill  is  a multi-talented 
Seattle  surgeon  who  makes  signifi- 
cant contributions  to  many  profes- 
sional and  civic  organizations  and 
who  has  devoted  a generous  amount 
of  time  to  W/ARMP. 

As  chief  of  the  surgery  depart- 
ment at  The  Mason  Clinic  and  Vir- 
ginia Mason  Hospital,  Dr.  Hill  main- 
tains a heavy  surgery  and  patient 
schedule.  In  addition  to  this  daily 
workload,  he  is  active  on  8 or  10 
staff  committees,  belongs  to  17  pro- 
fessional organizations,  is  a regular 
contributor  to  medical  journals  and 
participates  in  numerous  continuing 
education  projects. 

Because  of  his  inherent  leadership 
ability,  Dr.  Hill  isn’t  just  a passive 
“joiner,”  but  an  active  “doer.”  In  the 
American  College  of  Surgeons,  he  is 
a member  of  the  Board  of  Governors 
and  Commissions  for  Self-Assess- 
ment Exam  for  Surgeons  and  Peer 
Review. 

For  the  WSMA,  Dr.  Hill  has  been 
President  and  Chairman  of  the  execu- 
tive committee  and  member  of  mis- 
cellaneous committees  including  Edu- 
cation and  Research  Foundation  and 
Board  of  Directors. 

Fortunately,  W/ARMP  has  been  a 
recipient  of  Dr.  Hill’s  talent  and 
knowledge  since  the  early  develop- 
ment stages  in  1966.  He  was  a char- 
ter member  of  the  Regional  Advisory 
and  Executive  Committees  and  served 
on  the  Cardiac  Subcommittee  which 
provides  technical  review  of  all  car- 
diac projects  prior  to  funding. 

Dr.  Hill’s  latest  contribution  to  W/- 
ARMP  is  a four-program  television 
series  on  intensive  care  featuring 
physicians  at  Virginia  Mason.  (See 
schedule  page  1.) 

Two  years  ago.  Dr.  Hill  and  his 
colleagues  presented  four  TV  pro- 
grams on  vascular  disease  which  are 
Continued  on  page  3 
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SHARING  PLANS  OF  HOSPITALS  TOIf 


The  way  in  which  hospitals  can 
work  out  cooperative  arrangements 
to  share  staff,  equipment  and  even 
patients,  was  a program  highlight  of 
the  39th  annual  convention  of  the 
Washington  State  Hospital  Associa- 
tion held  in  Spokane  last  month. 

Overcomirig  the  competition  among 
the  trustees  and  medical  staff  of  dif- 
ferent hospitals  and  concentrating 
instead  on  provision  of  the  best  pos- 
sible services  for  the  community  is  a 
trend  that  forward-looking  hospital 
administrators  are  encouraging. 

“We  must  share  our  experience 
and  our  resources,  or  someone  else 
will  do  it  for  us,”  said  Paul  Bloom- 
quist,  administrator  of  Gray’s  Harbor 
Community  Hospital. 

“Sharing”  arrangements  in  seven 
different  areas  in  the  state  were  out- 
lined for  the  600  convention  regis- 
trants. 

The  RMP-assisted  agreement  be- 
tween Virginia  Mason  and  Willapa 
Harbor  hospitals,  located  125  miles 
apart,  is  one  that  could  be  easily 
copied  by  other  big  city  and  small 
rural  hospitals  to  mutual  advantage, 
hospital  spokesmen  said.  The  ar- 
rangement promoted  continuity  of 
care,  facilitated  inter-hospital  trans- 
fer, broadened  both  hospitals’  per- 
spectives and  tested  management  ex- 
perience at  no  additional  cost,  they 
reported. 

Lack  of  trained  medical  records 
librarians  was  a problem  in  the  Co- 
lumbia Basin  area.  Working  with  the 
community  college  there,  five  hos- 
pitals shared  a qualified  librarian 


who  also  began  an  on-the-job  trll 
ing  course  for  hospital  staff.  | 

Standardizing  28  different  mediij 
chart  forms  required  12  months’  wkj 
for  five  Spokane  hospitals,  but  e' 
results  were  cost  savings,  less  hum 
error,  better  interpretation  by  pL- 
macists  and  advantages  for  ph 
cians  who  had  patients  in  more  fn 
one  hospital. 

An  agreement  to  share  staff,  eqc^ 
ment  and  services  between  an  est  • 
lished  hospital  in  Anacortes  am  a 
new  one  on  Whidbey  island  provitj 
quality  service  for  both  communitc 
and  resulted  in  successful  recr  • 
ment  of  medical  specialists  and  • 
ditional  physicians  for  the  area.  i 

HEALTH  MEETING  SE’ 
FOR  COEUR  D’ALEhi 

Health  leaders  in  Eastern  Wa  ■ 
ington  and  Northwestern  Idaho  \f 
meet  Nov.  19  in  Coeur  d’Alene  i 
hear  spokesmen  for  local,  state  ail 
national  health  education  prograr 

Main  purpose  of  the  meeting  \\ 
be  to  discuss  the  relationship  I 
Eastern  Washington  and  Idaho  co,- 
munities  to  WAMI,  Area  Health  Ecf 
cation  Centers,  W/ARMP  and  the  L' 
Health  Sciences,  according  to  I,. 
Robert  G.  Heskett,  coordinator  f 
medical  education  in  the  Inlal 
Empire. 

Health  resources  and  needs  ' 
Spokane  and  surrounding  commu 
ties  will  also  be  reviewed  by  lo(| 
leaders  at  the  Northshore  Conventi'* 
Center. 


MAKING  ROUNDS  OF  KIDNEY  transplant  patients  was  part  ot  a group  pr 
ceptorship  in  toUow-up  care  at  the  U.  Hospital  in  Seattle  last  month.  Thirtet 
physicians  from  Alaska,  Washington  and  Montana  attended  the  one-day  coun, 
to  prepare  them  for  the  increased  number  of  transplant  patients  expeck. 
when  the  kidney  program  is  in  full  operation.  It  is  hoped  that  patients  a\ 
receive  follow-up  care  in  or  near  their  hometowns  rather  than  traveling 
Seattle.  From  left  are:  L.  J.  Vizzutti,  Jr.,  Missoula;  Dr.  Henry  Tenkchoff,  U 
kidney  diseases  professor;  Dr.  Thomas  Marr,  medical  director,  Spokane  ar 
Inland  Empire  Artificial  Kidney  Center  and  Dr.  Richard  Steury,  Spokane. 


iHOOTING  A SCENE  for  a training  fiim  are  members  of  the  Oscar  Produc- 
hns’  crew,  a Model  City  funded  program  to  teach  students  the  art  of  TV  and 
I'm  making.  Four  programs  on  communicating  with  minority  and  underprivi- 
i ged  people  about  their  health  problems  are  being  produced  for  "Outreach” 
iorkers  at  the  Odessa  Brown  Clinic  in  Seattle’s  Model  City  area.  W/ARMP 
I funding  the  project.  From  left  are:  Ed  Jung,  Maxine  McCray,  Leonard  Berry, 
roduction  supervisor,  and  Mike  V/iHiams. 


HULTIPHASIC  SCREENING 

I 

Multiphasic  screening  programs, 

[ill  in  the  introductory  stage,  should 
Dncentrate  first  on  important  dis- 
ases  that  can  be  recognized  early 
id  for  which  treatment  is  known 
jnd  available. 

This  was  the  conclusion  of  Dr. 
ugh  Thompson,  Jr.,  M.D.,  U.  of 
rizona  pediatrics  professor,  who 
ddressed  the  more  than  200  partici- 


POTLIGHT  continued 

ow  part  of  many  hospital  staff  audio- 
sual  libraries  in  Washington  and 
laska. 

On  the  national  medical  scene.  Dr. 
ill  has  gained  recognition  for  his  ad- 
ances  in  the  repair  and  correction 
f hiatal  hernia. 

Dr.  Hill  came  to  Seattle  and  joined 
le  staff  of  The  Mason  Clinic  and 
Dspital  in  1959.  Prior  to  that  he 
ompleted  residencies  in  thoracic 
id  general  surgery  at  the  Lahey 
linic  and  the  U.  of  Virginia,  where 
a received  his  M.D.  degree. 

He  took  internships  in  medicine, 
athology  and  surgery  at  the  U.  of 
irginia  and  Vanderbilt  U. 

The  son  of  a physician.  Dr.  Hill 
as  born  in  Knoxville,  Tenn.  Dr.  Hill 
id  his  wife,  Torrance,  have  two 
aughters,  21  and  18,  and  a son  16. 


GETS  CRITICAL  REVIEW 

pants  at  the  Multiphasic  Screening 
Conference,  Oct.  1-2  in  Seattle’s 
Pacific  Science  Center. 

Twenty  speakers,  who  gathered 
from  all  parts  of  the  U.S.,  took  a cri- 
tical look  at  the  acceptability,  acces- 
sibility and  cost  effectiveness  of 
screening  programs.  The  Conference 
was  co-sponsored  by  W/ARMP. 

Baric  Wright,  M.B.,  F.R.C.S.,  of 
London,  who  heads  Great  Britain’s 
largest  screening  program  there, 
thinks  screening  will  play  a major 
role  in  the  reordering  of  medical 
priorities. 

“Everything  changes  so  fast  today 
that  we  need  a speedy,  efficient  way 
to  identify  medical  problems,’’  he 
said.  Public  pressure,  especially  by 
women’s  groups,  has  resulted  in  a 
growing  number  of  screening  pro- 
grams throughout  Great  Britain. 

He  predicted  a “great  future”  for 
well  women  clinics,  conducted  in  mo- 
bile vans  and  operated  by  midwives 
and  medical  aides.  In  455  breast 
examinations  conducted  in  one  such 
clinic,  the  results  were  24  positive 
and  52  equivocal,  requiring  further 
tests. 

Screening  was  proving  particularly 
valuable  in  psycho-social  or  psycho- 
sexual  fields,  he  said,  because  prob- 
lem areas  were  pinpointed  more 


FIELD  WORK  PROJECT 
TO  AID  COMMUNITIES 

Juan  Sanchez  and  Kenneth  Mit- 
chell are  the  first  of  several  UW 
graduate  students  from  various  dis- 
ciplines who  will  take  part  of  their 
field  work  requirements  with  the  RMP 
Community  Health  Services. 

Plans  are  to  involve  at  least  six 
other  students  in  the  UW  Health  Sci- 
ences schools  beginning  in  January. 

The  RMP  idea  of  involving  Univer- 
sity students  in  helping  communities 
organize  to  meet  their  own  health 
needs  accomplishes  a dual  purpose 
— students  gain  an  opportunity  for 
experience  in  a variety  of  settings 
and  the  program  gains  additional 
man— or  woman— power. 

Sanchez,  a so- 
ciology graduate 
of  St.  Mary’s  Uni- 
versity in  San  An- 
tonio, will  com- 
plete his  Masters’ 
in  Social  Work  at 
the  UW  next  March 
plans  to  re- 
is.  turn  to  his  native 

■iiAK.  town  of  Browns- 

JUAN  SANCHEZ  ^exas  to 

work  in  his  chosen  profession. 

He  is  assigned  to  vvork  with  the 
Toppenish  Family  Farm  Workers 
Health  Clinic,  which  W/ARMP  as- 
sisted in  establishing. 

Mitchell,  who  plans  to  complete 
his  Masters’  in  Urban  Planning  from 
the  UW  College  of  Architecture  next 
June,  became  in- 
terested in  health 
problems  during 
his  training  as  a 
medic  in  the  Army 
Reserve. 

He  is  currently 
working  with  the 
Ballard  Advo- 
cates, a group 
representing  wel- 
fare recipients  in 
that  Seattle  area,  and  will  probably 
be  involved  in  the  extension  of  the 
Model  City  program  there. 


KEN  MITCHELL 


quickly  by  the  machine  than  by  hours 
of  personal  consultation. 

An  automated  personal  history  sys- 
tem in  private  group  practice  re- 
sulted in  lower  cost  to  patients,  less 
waiting  time,  and  more  than  double 
the  number  of  new  patients  seen, 
Carl  Lyle,  M.D.,  of  Charlotte,  N.C., 
reported. 

Proceedings  of  the  two-day  con- 
ference will  be  published  and  can  be 
ordered  from  the  Medical  Computer 
Services,  180  U-District  Bldg.,  Seat- 
tle, 98105. 


EDITORIAL 


by  Austin  Ross,  Administrator,  Virginia 
Mason  Hospital;  President,  Washington 
State  Hospital  Assn.;  and  RAC  Member. 

At  the  Washington  State  Hospital  Asso- 
ciation meeting  in  Spokane  on  Oct.  14, 
hospital  administrators  reported  on  a sam- 
pling of  new  shared  programs  by  Wash- 
ington hospitals.  This  sampling  included 
projects  such  as  a five  hospital  medical 
record  inservice  training  program  (Odes- 
sa), joint  hospital  coordination  (Aber- 
deen), standardized  medical  record  forms 
(Spokane),  urban-rural  hospital  exchange 
program  (Seattle  and  Willapa  Harbor), 
shared  equipment,  staff  and  services  (Ana- 
cortes  and  Coupeville),  group  purchasing 
(Seattle  area),  and  consolidation  of  metro- 
politan maternity  programs  (Seattle).  (See 
story  pg.  3). 

Programs  are  moving  that  a few  years 
ago  would  have  been  considered  difficult, 
if  not  impossible.  Once  the  process  of 
change  begins  it  often  creates  its  own 
momentum,  and  we  are  seeing  signs  this 
is  taking  place  with  respect  to  inter-hos- 
pital sharing  programs. 

Certainly  the  pressures  for  change  are 
significant.  Public  Law  89-749  (Compre- 
hensive Health  Planning)  is  a contributing 
force.  The  recently  enacted  Certificate  of 
Need  (supported  by  the  Hospital  Associa- 
tion, incidentally)  also  is  creating  an  im- 
pact in  its  own  way.  Some  pressures  are 
positive,  some  may  be  negative.  Of  con- 
siderable importance,  however,  is  that 
most  of  these  sharing  programs  are  taking 
place  without  regulatory  edict. 

The  Board  of  Trustees  of  the  State  Hos- 
pital Association  recently  created  a spe- 
cial task  force  to  inventory  existing  shared 
programs  between  hospitals  and  “to  study 
methods  of  developing,  expanding,  and 
financing  additional  inter-hospital  sharing 
activities  on  a local,  regional,  and  state- 
wide basis.” 

The  Regional  Medical  Program  could 
have  a significant  role  to  play  in  this  proj- 
ect. Over  the  last  several  years  staff  mem- 
bers of  the  RMP  have  quietly  and  effec- 
tively acted  as  “marriage  brokers”  be- 
tween hospitals  by  identifying  specific 
needs  and  then  attempting  to  seek  out  re- 
sources to  help  meet  these  needs. 

The  strengthening  relationships  between 
urban  centers  and  rural  hospitals  can  be 
directly  attributed  to  the  RMP.  In  addition, 
there  have  been  considerable  successes 
in  continuing  education  activities  spon- 
sored for  laboratory  technicians  and  other 
health  personnel.  We  should  see  the  role 
of  the  RMP  expand— in  part,  perhaps,  be- 
cause it  has  the  virtue,  in  these  days  of 
pressure,  of  being  supportive  and  non- 
threatening. 

Why  are  we  devoting  all  this  space  to 
inter-hospital  sharing  activities?  Simply 
because  sharing  is  one  piece  of  significant 
evidence  that  in  this  state  hospitals  and 
physicians,  prodded  to  a degree  to  be 
sure  by  certain  external  pressures,  are 
nevertheless  positively  responding  and  im- 
plementing change.  Through  the  sharing 
of  expertise,  facilities,  and  staff,  progress 
is  being  made  to  close  some  existing  medi- 
cal care  gaps. 

page  4 


DR.  MARGULIES,  left,  visited  the  W/ARMP  continuing  education  exhibit  at  tl 
WSMA  annual  meeting  in  Seattle.  Explaining  the  different  kinds  of  teachir 
equipment  and  productions  available  for  demonstration  was  Dr.  Robert  > 
Davidson,  W/ARMP  continuing  education  associate  director. 


RMP  DIRECTOR  URGES  PHYSICIANS'  INPU 


“The  question  of  whether  the  gov- 
ernment can  impose  certain  kinds  of 
requirements  on  the  health  care  de- 
livery system  is  no  longer  controver- 
sial,” said  Dr.  Harold  Margulies,  na- 
tional director  of  Regional  Medical 
Programs  located  in  Bethesda,  Md. 

“Health  care  delivery  is  less  politi- 
cal now  than  it  ever  has  been  before. 
The  argument  is  how  we’re  going  to 
go  about  it,”  he  reported.  Dr.  Mar- 
gulies made  these  comments  to  the 
Washington  State  Internal  Medicine 
Society  at  the  annual  meeting  of  the 
Washington  State  Medical  Associa- 
tion in  Seattle,  Sept.  21. 

Dr.  Margulies  challenged  physi- 
cians to  study  the  issues  involved  in 
the  emerging  federal  health  care  pro- 
grams, such  as  the  Area  Health  Edu- 
cation Centers,  Health  Maintenance 
Organizations  (HMD’s)  and  national 
health  insurance.  He  said  that  when 
problems  arise  in  HMO’s,  such  as 
how  to  use  manpower,  how  to  set  up 
a medical  record  system  or  how  to 
measure  the  results  of  this  in  terms 
of  patient  care,  the  answers  will  be 
asked  of  those  in  HEW  concerned 
with  the  delivery  of  health  care,  not 
of  the  congressmen  or  people  in  the 
political  arena. 

“Our  response  to  these  questions,” 
said  Dr.  Margulies,  “is  going  to 
depend  on  our  competence.”  He 
stressed  that  HEW  depends  heavily 
on  suggestions  from  the  practicing 
physicians  who  will  be  providing  the 
health  care  in  these  new  programs. 
He  explained  that  they  could  voice 
their  opinions  through  the  RMP  or 
directly  to  those  in  the  HEW. 

“There  is  a readiness  and  willing- 
ness to  do  experimentation  on  differ- 
ent kinds  of  record  systems  and  to 


take  a look  at  a variety  of  expei 
mental  health  care  delivery  systems 
the  RMP  official  stated.  “This  seni 
of  testing,  change,  and  particular 
evaluation,  is  acceptable  now  ar 
should  be  utilized.  This  is  the  tin 
when  we  need  people  like  yourselvi 
(physicians)  and  when  the  best  kii 
of  professional  input  could  be  mac 
The  channels  now  are  wide  oper 
Dr.  Margulies  said. 

SICKLE  CELL  ACTION 

A Task  Force  committee  to  pr 
vide  a state-wide  education  ai 
counseling  service  for  a sickle  c 
disease  program  was  formed  l« 
month  in  Seattle. 

Glenn  Reece  of  W/ARMP’s  Coi 
munity  Health  Services  was  elect 
acting  chairman  for  the  group. 

The  committee’s  first  task  will  i 
identifying  and  developing  resourc 
and  building  an  inventory  of  age 
cies,  facilities  and  equipment  to  coi 
bat  sickle  cell  disease. 

Members  include,  Jack  Allai 
M.D.;  Max  Bader,  M.D.;  William  Be 
Paul  Bonin,  Tom  Curtis,  Alma  Ge 
try,  Tyna  Hooks,  Blanche  Laviz/ 
M.D.;  Donald  Woodhouse  and  Can 
D.  Reese,  all  of  Seattle  and  E. 
Yung,  M.D.,  Olympia. 

Doctors  Arno  G.  Motulsky  ai 
George  Stamtoyannopoulos,  of  tl 
UW  School  of  Medicine,  will  advi 
the  task  force. 


RMP  RESULTS  is  published  by  the 
Washington/Alaska  Regional  l^edical  Program 
500  University  District  Building 
Seattle,  Washington  98105 
543-8540 

Donal  R.  Sparkman,  M.D.  — Director 
Marion  Hoff  Johnson  — Editor 
Shirley  I.  Cannon  — Assistant  Editor 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


Mylanta 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 

Good  taste  = patient  acceptan 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  detoaming  action  of  simethicone 
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Director  to  be  Chosen 

A decision  on  the  selection  of  the  person  to  serve  as 
Director  of  Medical  Education  in  the  office  of  Higher 
Education  of  the  Idaho  State  Board  of  Education  is 
expected  soon.  The  committee  assigned  the  task  of 
making  recommendations  for  appointment  has  nar- 
rowed its  selection  to  three.  Unofficial  reports  from  a 
number  of  sources  list  the  candidates  as  Thomas  A. 
Nicholas,  Jr.,  Buffalo,  Wyoming,  general  practitioner, 
long  active  in  the  Wyoming  Medical  Association  and 
well  oriented  to  patient  care;  M.  Roberts  Grover,  Jr. , 
Portland,  Assistant  Dean,  University  of  Oregon  Medi- 
cal School,  and  Robert  C.  Davidson,  Seattle,  Associa- 
tion Director  for  Continuing  Medical  Education,  Re- 
gional Medical  Program,  University  of  Washington 
School  of  Medicine. 

New  Officers  and  Delegates 

New  officers  and  delegates  for  the  coming  year  have 
been  elected  by  the  following  component  societies: 
Southeastern  Idaho  District  Medical  Society 

President:  Edward  E.  Fisher,  Pocatello;  President- 
Elect:  Lloyd  S.  Call,  Pocatello;  Secretary -Treasurer: 
James  S.  Sullivan,  Pocatello. 

Delegates:  Richard  B.  Gresham,  Dennis  L.  Wight, 
Merrill  J.  Sharp,  Clark  T.  Parker,  Edward  E.  Fisher, 
and  James  S.  Sullivan,  all  of  Pocatello. 

Ada  County  Medical  Society 

President:  R.  Bruce  Moody,  Boise;  President-Elect: 
Glenn  E.  Talboy,  Boise;  Secretary:  John  J.  Mohr,  Boise; 
Treasurer:  Jude  N.  Werth,  Boise;  Councilor  Member- 
at  large:  Joseph  M.  Thomas,  Boise. 

Delegates:  (Terms  expiring  1972)  R.  Bruce  Moody, 
Glenn  E.  Talboy,  Quentin  L.  Quickstad,  Bernard  P. 
Strouth,  Miles  E.  Thomas,  and  H.  Theodore  Thoreson , 
all  of  Boise.  (Terms  expiring  1973)  Robert  B.  Mont- 
gomery, Gerald  N.  Hecker,  Roy  J.  Ellsworth,  Everett 
N.  Jones,  Jr.,  Curtice  E.  Clohessy,  and  Howard  E.  Ad- 
kins, all  of  Boise.  (Terms  expiring  1974)  David  M. 
Barton  and  David  K.  Merrick,  both  of  Boise. 
Southwestern  Idaho  District  Medical  Society 

President:  Wilfred  E.  Watkins,  Nampa;  President- 
Elect:  Wayne  F.  Allen,  McCall;  Secretary:  Darrell  F. 
Kammer,  Nampa;  Treasurer:  Hal  E.  Reynolds,  Cald- 
well; Council  Member-at-Large:  Gerald  C.  Bauman, 
Caldwell. 

Delegates:  (Terms  expiring  1972)  Jack  R.  Farber, 
Nampa;  Harmon  E.  Holverson,  Emmett;  R.  George 
Wolff,  Caldwell.  (Terms  expiring  1973)  Robert  F. 
Malison,  Caldwell;  John  D.  Ross,  Nampa;  John  R. 
Nielsen,  Caldwell.  (Additional  delegates  and  alternates 
will  be  elected  at  next  meeting  of  the  society.) 

Radiological  Society  Officers 

The  State  Radiological  Society  of  Idaho  has  named 
its  officers  for  1971-72.  They  are:  President:  David  W. 
Bennett,  Caldwell;  President-Elect:  Frederick  W.  Cot- 
trell, Jr.,  Nampa;  Secretary -Treasurer:  Hugh  P.  Smith, 
Boise;  Councilor:  Robert  A.  Butz,  Idaho  Falls;  Alter- 
nate Councilor:  Wesley  E.  Levi,  Boise. 


Mr.  James  E.  Breinich,  Administrator  of  Bonner 
General  Hospital,  Sandpoint,  took  office  as  President 
at  the  annual  meeting  of  the  Idaho  Hospital  Associa- 
tion October  2-6,  1971  at  Sun  Valley.  The  new 
President-Elect  is  Sister  Helen  Frances,  Administrator 
of  St.  Joseph’s  Hospital,  Lewiston,  and  Secretary- 
Treasurer  is  Mr.  Richard  Williams,  Administrator  of 
the  Elks  Rehabilitation  Center,  Boise.  Mr.  John  D. 
Hutchison  is  the  Executive  Director  of  the  association. 

John  A.  Mather,  director  of  the  Preventive  Medicine 
Division  of  the  Idaho  Department  of  Health,  reports 
that  routine  smallpox  vaccination  for  children  and 
travelers  is  no  longer  indicated,  noting  that  travelers  to 
and  from  Asia  and  Africa  should  be  adequately  im- 
munized. He  announced  that  the  Health  Department 
will  no  longer  provide  smallpox  vaccine  for  routine 
immunization,  but  will  supply  it  to  district  health  de- 
partments for  traveler’s  clinics  and  special  clinics  for 
hospital  and  medical  personnel.  He  urged  that  the  fol- 
lowing contraindications  be  observed:  skin  disorders 
in  the  patient  or  a household  contact,  pregnancy, 
altered  immune  status  from  disease  or  therapy. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  their  component  medical  society: 

South  Central  Idaho  District  Medical  Society: 
Wayne  B.  Carte,  John  J.  Jestadt,  Wallace  Proctor,  and 
Wendell  Petty,  all  of  Twin  Falls;  Karl  R.  K.  Nicholes, 
Burley. 

Personals 

Paul  F.  Miner,  Boise  Cardiologist,  was  chosen 
President-Elect  of  the  North  Pacific  Society  of  Inter- 
nal Medicine  at  the  organization’s  annual  meeting  in 
Victoria,  B.  C.,  September  24-25,  1971.  He  will  take 
office  at  the  1972  meeting  of  the  society,  which  will 
be  held  at  Salishan  Lodge,  Gleneden,  Oregon,  the  last 
week  of  September.  Dr.  Miner  is  a member  of  the 
Idaho  Medical  Association’s  Publication  Committee, 
and  as  such  is  a Trustee  to  NORTHWEST  MEDICINE. 

Ronald  K.  Lechelt,  Idaho  Falls,  who  is  Councilor 
for  District  No.  4 of  the  Idaho  Medical  Association, 
has  been  named  Medical  Director  of  the  District  7 
Health  Department. 

Thomas  H.  Alphin,  formerly  medical  director  for 
the  Equitable  Life  Assurance  Society  of  the  U.S.,  Inc., 
has  resigned  as  director  of  the  Alabama  Medical 
Services  Administration,  which  is  responsible  for  the 
Medicaid  program  in  Alabama,  and  accepted  a post  as 
Assistant  Vice  President  for  Health  Affairs  at  the  Uni- 
versity of  Alabama  at  Birmingham. 

Physicians  Renew  Idaho  Licenses 

As  of  October  1,  1971  a total  of  1,207  physicians 
were  licensed  to  practice  medicine  and  surgery,  osteo- 
pathic medicine  and  surgery  and  osteopathy  in  Idaho, 
Dan  E.  Stipe,  Lewiston,  Chairman  of  the  Idaho  State 
Board  of  Medicine,  reports.  Of  the  total,  715  reside 
and  are  practicing  in  Idaho  and  439  live  out-of-state. 
The  number  licensed  represents  an  increase  of  110 
over  the  previous  year.  Five  residents  and  21  non- 
residents did  not  renew  licenses. 


802 

Northwest  Medicine,  November,  1971 


Obituary 

DR.  ROBERT  E.  LLOTO,  .55.  Boise,  died  April  6,  1971. 
He  was  born  in  Omaha,  Nebraska.  May  4,  191 S,  and 
graduated  from  the  University  of  Omaha  as  a pre- 
medical student  in  1935.  He  received  his  M.D.  de- 
gree from  the  University  of  Nebraska  College  of 
Medicine.  June  5.  1939.  He  interned  at  the  Univer- 
sity Hospital,  Los  Angeles,  from  July  1939  to  June 
30,  1940,  after  which  he  became  an  assistant  resi- 
dent in  dermatology,  at  St.  Luke’s  Hospital.  San 
Francisco. 

From  November.  1940  until  December  1945.  he 
served  with  the  U.S.  Army  Medical  Corps.  He 
served  at  several  stations  in  the  United  States  and 
Europe. 

Dr.  Lloyd  completed  his  residency  training  in 
dermatology  at  the  University  of  Michigan  Medical 
School,  Ann  Arbor,  in  1949,  and  teas  certified  as 
a Diplomate  of  the  American  Board  of  Dermatol- 
ogy the  same  year. 

He  moved  to  Idaho  in  1950  and  on  July  10  re- 
ceived permanent  license  No.  M-2036  to  practice 
medicine  and  surgery  in  Idaho. 

Dr.  IJoyd  was  a delegate  to  the  Idaho  Medical 
Association  from  the  Southwestern  Idaho  District 
Medical  Society  in  1953-54  and  again  in  1959-60. 
He  was  Secretary  of  the  society  in  1944-46  and 
Vice-President  in  1957-58. 

He  was  Secretary-Treasurer  of  the  St.  Alphonsus 
Hosnital  Staff  in  1955.  and  President  and  Chief 
of  Staff  in  1959.  He  was  president  of  the  Idaho 
Division  of  the  American  Cancer  Society  in  1962-63 
and  Chairman  of  the  Executive  Committee  in  1964- 
65. 

In  1964  and  1965,  he  was  a Delegate  to  the  Idaho 
Medical  Association  from  the  Ada  County  Medical 
Society,  and  uas  appointed  to  the  Idaho  State 
Board  of  Medicine  on  March  17.  1965.  He  served 
as  Chairman  of  tlm  board  from  1969  until  March 
17,  1971  when  his  term  on  the  board  exnired.  As 
Chairman  of  the  Idaho  State  Board  of  Medicine. 
Dr.  Lloyd  was  a member  of  the  Federation  of  State 
Medicfd  Boards  of  the  United  States,  and  Chairman 
of  the  L^iiislative  Advisory  Committee. 

He  was  a member  of  the  Ada  County  Medical 
Society,  the  Idaho  Medical  Association,  the  Ameri- 
can Medical  Association,  the  American  Academy  of 
Dermatology,  the  Pacific  Dermatological  Society, 
the  Rocky  Mountain  Dermatolostical  Society,  and 
the  Pacific  Northwest  Dermatology  Society. 


State  Board  of  Medicine  Section 

Six  physicians  have  received  Temporary  Licenses 
to  practice  medicine  and  surgery  in  Idaho.  They  are; 
Peter  F.  Petersen,  M.D. , Lapwai.  Graduate,  University 
of  Oregon  Medical  School,  Portland,  June  12,  1970. 
Internship,  Valley  Medical  Center  of  Fresno,  Califor- 
nia, 1970-71.  Granted  TL-503,  August  8,  1971.  Gen- 
eral Practice.  Indian  Health  Service.  Robert  H.  Lister, 
Jr.,  M.D.,  Twin  Falls.  Graduate,  Tulane  University 
School  of  Medicine,  New  Orleans,  May  15,  1946.  In- 


ternship, Los  Angeles  County  General  Hospital,  Los 
Angeles,  1950-51.  Residency  in  Surgery,  Georgetown 
University  Medical  Center,  Washington,  D.C.,  1952- 
1954;  Memorial  Center  for  Cancer  and  Allied  Dis- 
eases, New  York,  1954-55;  Kings  County  Hospital, 
Brooklyn,  1956-58.  Granted  TL-504,  August  9,  1971. 
Surgery.  James  E.  Mahan,  M.D.,  Lewiston.  Graduate 
University  of  Kansas  Medical  Center,  Kansas  City, 
June  6,  1966.  Internship,  St.  Luke’s  Hospital,  Kansas 
City,  1966-67.  Residency  in  Pediatrics,  Children’s 
Mercy  Hospital,  Kansas  City,  1969-71.  Granted  TL- 
505,  August  14,  1971.  Pediatrics.  James  W.  Hellams, 
M.D.,  Orofino.  Graduate,  Medical  University  of  South 
Carolina,  Charleston,  June  7,  1956.  Internship,  Medi- 
cal University  of  South  Carolina,  Charleston,  1956-57. 
Granted  TL-507,  August  28,  1971.  General  Practice. 
Tullio  Celano,  M.D.,  Boise.  Graduate,  State  University 
of  New  York,  Upstate  Medical  Center,  Syracuse,  May 
29,  1966.  Internship,  St.  Joseph’s  Hospital,  Syracuse, 
1966-67.  Research  Fellow,  Medical  Center  Hospital 
of  Vermont,  Burlington,  1967-68;  Surgery,  1968-69; 
ENT  July  1969-October  1969.  Granted  TL-508,  Oc- 
tober 1,  1971.  General  Practice.  Michael  P.  Naeve, 
M.D.,  Boise.  Graduate,  University  of  Colorado  School 
of  Medicine,  Denver,  June  5,  1964.  Internship,  Fitz- 
simons  General  Hospital,  Denver,  1964-65.  Residency, 
Prespecialty  Surgery,  Martin  Army  Hospital,  Fort 
Penning,  1966-67;  Orthopedic  Surgery,  Tripler  Gener- 
al Hospital,  Honolulu,  1967-70.  Granted  TL-509, 
October  6,  1971.  Orthopedic  Surgery. 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 

V ARCH  LABORATORIES 

J n - 319  South  Fourth  street.  St.  Louis,  Missouri  63102 
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move  up  to 
‘‘the  Robinul 
response” 


when  lower 
G-l  symptoms 
demand 
a potent 
synthetic 
antispasmodic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinul®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinur2mg. 

Forte  (glycopyrrolate) 


■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  ^ 
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PRACTICE  OPPORTUNITIES 


GP  OR  SPECIALIST  NEEDED  — Excellent  space  and  clin- 
ic for  1 or  2 man  practice.  Dividable  space  of  1,600  sq.  ft. 
Patient  area  draws  Kent  and  Renton.  Minutes  from  new 
Valley  General  Hospital.  Contact  Mr.  H.M.  Hall,  Jr.,  4006  E. 
Mercer  Way,  Mercer  Island,  Wa.  98040.  Phone  (206)  232-2439. 


GENERAL  PRACTITIONER  WANTED-  BeautifulOl- 
ympic  Peninsula.  Year  round  sports,  ocean,  mountains,  rivers. 
Growing  community  of  1,500,  surrounding  population  6,000. 
Contact  Mr.  Willard  Perry,  Administrator,  Forks  Community 
Hospital,  Forks,  Wa.  98331 . Phone,  374-6271 . 


OBSTETRICIAN-GYNECOLOGIST  — Board  certified 

or  eligible.  110  man  clinic  of  specialists  associated  with  250- 
bed  hospital.  10  man  department.  Starting  income  S30,000 
per  annum  with  annual  increments  and  fringe  benefits.  Harold 
R.  Cohen,  M.D.,  Chief,  Department  of  Obstetrics-Gynecology. 
The  Permanente  Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore. 
97217 


GENERAL  PRACTITIONER  ANDSURGEON-  wanted 

for  Grand  Coulee,  Washington.  Excellent  opportunity  in  this 
sunshine-filled,  high-employment  area  of  eastern  Washington. 
45-bed  accredited  hospital,  excellent  staff  and  consulting  spe- 
cialists is  located  3 mi.  from  the  $500,000,000  Grand  Coulee 
Dam  construction  project,  close  to  all  forms  of  outdoor  recrea 
tion,  87  mi.  from  Spokane  and  240  mi.  from  Seattle.  Write  to 
Mr.  Delos  J.  Bristor,  P.O.Box  A,  Grand  Coulee,  Wa.  99133  or 
phone  (509)  633-1753. 


GENERAL  PRACTITIONER  — with  experience  in  sur- 
gery. Position  is  in  28-bed  modern  hospital  staffed  with  seven 
physicians  serving  community  of  5,000  in  Central  Pacific. 
Family  housing  available,  excellent  school  system  and  year 
round  recreation  program.  Benefits  include  vacation,  bonus 
and  Federal  Income  Tax  benefits.  Call  collect  Mr.  P.  J.  Crevelt, 
(415)  834-8242  or  send  vitae  to  Global  Associates,  P.O.  Box 
12156,  Oakland,  California  94604.  An  equal  opportunity 
employer. 


GENERAL  PRACTITIONER  — One  or  two  needed  im- 
mediately — Newport,  Washington,  gateway  to  recreation  area 
of  northeastern  Washington  and  northern  Idaho.  Two  physi- 
cians in  practice.  Contact  Administrator,  Newport  Commun- 
ity Hospital,  Box  669,  Newport,  Wa.  99156,  phone  (509) 
447-3131. 


PHYSICIAN  FOR  INSTITUTION — Regular  hours,  fringe 

benefits,  etc.  Pleasant  surroundings.  Full  or  part-time.  Con- 
tact Edgecliff  Hospital,  South  511  Park  Road,  Spok  ane,  Wa., 
99206,  phone  (509)  WA  6-6215. 


SPECI ALISTS  N E EDE D — Eye,  ENT,  psychiatry,  inter- 
nal medicine,  for  addition  to  well  established  medical  center 
in  beautiful  Bellevue.  Will  build  to  suit.  Minutes  from  excel- 
lent hospital  facilities.  Budding  to  be  completed  in  early 
1972.  Contact  L.  Clarke  Aaronson,  M.D.,  181  l-156th  Ave., 
N.E.,  Bellevue,  Wa.,  98007  (206)  SH  6-6500. 


SITUATIONS  WANTED 


YOUNG  UROLOGIST-  completing  recognized  urology 
residency  July  1972,  seeks  urologic  practice  or  association  in 
the  Pacific  Northwest.  Contact  Robert  J.  Hehn,  M.D.,  P.O. 
Box  ‘O’,  Balboa  Heights,  Canal  Zone. 


MEDICAL  MANAGEMENT  CONSULTANT  - Group 

or  solo  practice,  20  years  experience  in  medical  management 
problems,  major  and  minor.  Short  or  long-term  help  or  advice. 
Can  handle  complete  expansion  program.  Reasonable  fees. 
References  and  resume  on  request.  Member,  MGMA  and  Fel- 
low, ACCM.  W.  T.  Johnston,  FACCM,  4601  Pacific  Avenue, 
Tacoma,  Wa.,  98408,  (206)  475-4702,  or  Res.  VE  9-3244. 


GENERAL  PRACTITIONER  — seeks  work,  Portland  area, 
Jan.  15  to  July  15.  Oregon  and  Washington  licenses.  10  years 
GP  in  Oregon,  2 years  in  Peace  Corps,  Peru.  Write  W.  Spomer, 
M.D.,  300  Martin  St.,  Lamed,  Kansas  67550. 


OFFICE  SPACE 


McMinnville,  Oregon  medical  office-  For 

lease,  1,100  sq.  ft.,  central  location,  two  hospitals  and  45  min. 
to  Portland,  Phone  (503)  472-5423. 


FOR  RENT  — Excellent  space  at  Magic  Valley  Professional 
Center,  80  miles  south  of  Sun  Valley.  Immediately  adjacent 
to  modern  hospital.  Opportunity  for  GP,  urologist,  ophthal- 
mologist, otolaryngologist,  ob-gyn.  Ideal  community  of 
25,000.  Junior  college.  Box  1037,  Twin  Falls,  Idaho  83301. 


EQUIPMENT 


WESTINGHOUSE  X-RAY  MACHINE  - lOO  m.a.  with 

Bucky  & Fluoroscope.  Older  model  with  accessories.  $500. 
Portland,  Oregon  (503)  644-1101. 


REAL  ESTATE 


IDEAL  INVESTMENT  — particularly  with  present  trend 
of  government  programs,  is  in  continuing  care  facilities.  Ade- 
quate size,  close  in,  properly  zoned  properties  are  scarce.  Situ- 
ation forces  sale  direct,  avoiding  big  commission.  100  X 400 
with  small  building.  North  end,  close  to  freeway.  Zoned  RM 
900,  which  includes  continuing  care  facilities.  (206)  778-1380 


SPECIAL  NOTICE 

September,  1971  issues  of  NORTHWEST  MEDI- 
CINE are  urgently  needed.  Please  send  any  copies  no 
longer  in  use  to  Northwest  Medicine,  500  Wall  Street, 
Seattle,  Wa.,  98121.  Second-class  postage  of  12  cents 
will  be  refunded. 
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Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  sought 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  ' burning  grass  " on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  oral 
contraception  and  the  lUD  have  freed  women 
from  this  often  fruitless  search  and  consequent 
suffering,  but  there  are  millions  of  women  in  the 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contraceptio 
than  Egyptian  women  of  the  Twelfth  Dynasty. 
Nothing  is  more  urgent  to  all  of  us  than  to  bring 
them  help.  We  cannot  long  support  the  ecologic 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


}arle  contributions  to  the  science  of  contraception 

DTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

>vulen*  • Demulen^ 

I white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

state  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

I pink  tablet  in  Ovulen-28®  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients 

mulen  (for  its  low  estrogen  and  Searle's  progestin)  and  Ovulen  (with  its 
Je  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
setiveness  and  a low  incidence  of  side  effects— both  with  a choice  of  pill-  ^ 
ing  schedules.-.simple  "Sunday-starting”  and  patient-proof  Compack" 
let  dispensers. 


ilions— Ovulen  and  Demulen  aetto  prevent  ovulation  by  inhibiting 
output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
lulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
H)  and  the  luteinizing  hormone  (LH) 

iscial  note  — Oral  contraceptives  have  been  marketed  in  the 
ed  States  since  1960  Reported  pregnancy  rates  vary  from 
luct  to  product  The  effectivehess  of  the  sequential  products 
jars  to  be  somewhat  lower  than  that  of  the  combination  products 
I types  provide  almost  completely  effective  contraception 
i increased  risk  of  thromboembolic  disease  associated  with  the 
ot  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ed in  both  Great  Britain  and  the  United  States  Other  risks,  such 
lose  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
> to  carbohydrates,  have  hot  been  quantitated  with  precisioh 
ing-term  administration  of  both  natural  and  synthetic  estrogens  in 
trimate  animal  species  in  multiples  of  the  human  dose  increases 
frequency  of  some  animal  carcinomas  These  data  cannot  be 
sposed  directly  to  man  The  possible  carcihogenicity  due  to  the 
ogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
cal  surveillance  of  all  women  taking  oral  contraceptives  must  be 
inued 

iication  — Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ion 

>ntraindicatlons  — Patients  with  thrombophlebitis,  thrombo- 
lolic  disorders,  cerebral  apoplexy  or  a past  history  of  these 
Jitions,  markedly  impaired  liver  function,  known  or  suspected 
inoma  of  the  breast,  known  or  suspected  estrogen-dependent 
jiasia  and  undiagnosed  abnormal  genital  bleeding 
irnings— The  physician  should  be  alert  to  the  earliest  manifes- 
ns  of  fhrombotic  disorders  (thrombophlebitis,  cerebrovascular 
rders.  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
lese  occur  or  be  suspected  the  drug  should  be  discontihued 
ediately 

jtrospective  studies  of  morbidity  ahd  mortality  conducted 
reat  Britain  and  studies  of  morbidity  in  the  United  States  have 
wn  a statistically  significant  association  between  thrombophle- 
, pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
the  use  of  oral  contraceptives  There  have  beeh  three  principal 
ies  in  Brifairf'^leading  to  this  conclusion,  and  one*  in  this  country 
estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
eyand  Doll^was  about  sevenfold,  while  Sartwell  and  associates" 
e United  States  found  a relative  risk  of  4 4,  meaning  that  the 
s are  several  times  as  likely  to  undergo  thromboembolic  disease 
out  evident  cause  as  nonusers  The  American  study  was  not 
fgned  to  evaluate  a difference  between  products  However,  the 
liy  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
t:  disease  in  users  of  sequential  products  This  risk  cannot  be 
ititated,  and  further  studies  to  confirm  this  finding  are  desirable 
scontinue  medication  pending  examination  if  there  is  sudden 
al  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
1,  diplopia  or  migraine.  If  examination  reveals  papilledema  or 
iiial  vascular  lesions  medication  should  be  withdrawn 

!nce  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
onstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
cohsecutive  periods  pregnancy  should  be  ruled  out  before  con- 

(ng  the  contraceptive  regimen  If  the  patient  has  hot  adhered  to 
prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
I red  at  the  time  of  the  first  missed  period 

(small  traction  of  the  hormonal  agents  in  oral  contraceptives  has 
1 Identified  in  the  milk  of  mothers  receiving  these  drugs  The 
I -range  effect  to  the  nursing  infant  cannot  be  determined  at  this 

ecautions  — The  pretreatment  and  periodic  physical  examinations 
t|ild  include  special  reference  to  the  breasts  and  pelvic  organs, 
Hiding  a Papanicolaou  smear  since  estrogens  have  been  known  to 
ii  uce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
ij:  animals  Endocrine  and  possibly  liver  function  tests  may  be 
Ijited  by  treatment  with  Ovulen  or  Demulen  Therefore,  if  such 
l!-  are  abhormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  recom- 
ilded  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
• months  Under  the  influence  of  progestogen-estrogen  prepara- 
Hi  preexisting  uterine  tibromyomas  may  increase  in  size  Because 


these  agehts  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  oh  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  ih  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives  The  mechanism  of  this  decrease  is  obscure  For  this 
reasoh  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  ohset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  wheh  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ingseriousadverse  reactions;  neuro-ocular  lesions,  eg.  retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  m menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness, enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  rise  in  blood  pressure  in  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted:  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  m libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  eryfhema  nodosum.' 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
cohtraceptives.  hepatic  function  increased  sulfobromophthalein  re- 
tention and  other  tests,  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X.  thyroid  function;  increase  in  FBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T^  uptake  values, 
metyrapone  test  and  pregnanediol  determination 
References:  1.  Royal  College  of  General  Practioners;  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract 
73:267-279  (May)  1967  2.  Inman.  W H W , and  Vessey.  M P:  In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age,  Brit  Med  J 
2 193-199  (April  27)  1968  3.  Vessey.  M P , and  Doll.  R : Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report.  Brit  Med  J 2:651-657  (June  14)  1969 
4.  Sartwell.  P E . Masi.  A T , Arthes.  F G . Greene,  G R , and 
Smith,  H.  E : Thromboembolism  and  Oral  Contraceptives:  An  Epi- 
demiologic Case-Control  Study.  Amer  J Epidem  90  365-380 
(Nov)  1969  1A7 

OVULEN  • DEMULEN 
Manufactured  by  SEARLE  & CO 
San  Juan,  Flierto  Rico  00936 
For  more  detailed  medical  information  write: 

G D Searle  & Co  , Medical  Department 
PO  Box  51 10,  Chicago.  Illinois  60680 
Where  "The  Pill"  Began 


SEARLE 


HUMAN 

ECOLOGY 


Human  beings  are  ecosystems,  inhabited  by  populations 
of  microorganisms.  When  antibiotics  alter  the  balance  of  these  populations 
in  the  G.  I.  tract,  monilial  overgrowth  can  ensue. 

The  Nystatin  component  of  DECLOSTATIN  is  present  to  help 
control  such  overgrowth. 

DECLOSTATIN  is  particularly  relevant  for  treatment 
of  bacterial  infection  caused  by  sensitive  organisms  in 
such  monilia  susceptible  patients  as  diabetics,  the  elderly  or  debilitated, 
and  others  with  a history  of  moniliasis. 


DECLOSTATIN®  300 

Demeclocycline  HCl  300 mg 
and  Nystatin  500,000  Units 

Capsule-Shaped  Tablets  Lederle 


Actions:  Tetracyclines  are  active  against  a wide 
range  of  gram-negative  and  gram-positive 
organisms.  Nystatin  is  an  antifungal  agent 
against  Candida  (monilla)  albicans. 


Contraindications:  Hypersensitivity  to  any 
tetracycline  or  nystatin. 


Warnings:  The  Use  of  Drugs  of  the  Tetracycline 
Class  During  Tooth  Development  (Last  Half  of 
Pregnancy,  Infancy  and  Childhood  to  the  Age  of  ^ 

8 Years)  May  Cause  Permanent  Discoloration  of  | 
theTeeth  (Yellow-Gray-Brown).  This  Adverse  Re-  f 
action  is  More  Common  During  Long-Term  Use  i 
of  the  Drugs  But  Has  Been  Observed  Following 
Repeated  Short-Term  Courses.  Enamel  Hypo- 
plasia Has  Also  Been  Reported.  Tetracycline 
Drugs,  Therefore,  Should  Not  be  Used  in  This 
Age  Group  Unless  Other  Drugs  Are  Not  Likely 
To  be  Ellective  or  Are  Contraindicated.  In  renal 
impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such 
conditions,  use  lower  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Phototoxic 
reactions,  characterized  by  severe  burns  of 
exposed  surfaces,  can  result  from  direct  expo- 
sure to  sunlight  during  therapy  with  moderate 
to  large  doses  of  demeclocycline.  Advise  patient 
of  this  reaction  to  sunlight  or  ultraviolet  light,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Like 
other  tetracyclines,  demeclocycline  forms  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given 
oral  doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a 
decrease  in  fibula  growth  rate,  reversible  when  drug 
was  discontinued.  In  patients  with  significantly  impaired 
renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia, 
hyperphosphatemia,  and  acidosis. 


Precautions:  Use  may  result  in  overgrowth  of  nonsus- 
ceptibie  organisms,  including  fungi.  If  superinfection 
occurs,  institute  appropriate  therapy.  In  venereal 
diseases  when  coexistent  syphilis  is  suspected,  darkfield 
examination  should  be  done  before  treatment  is  started 
and  blood  serology  repeated  monthly  for  at  least  4 
months.  Patients  on  anticoagulant  therapy  may  require 
downward  adjustment  of  such  dosage.  Test  for  organ 
system  dysfunction  (e.g.,  renal,  hepatic  and  hemo- 
poietic) in  long-term  use.  Treat  all  Group  A beta 


hemolytic  streptococcal  infections  for  at  least  10  days. 
Following  therapy,  persistence  for  several  days  in  both 
urine  and  blood  of  bacteriosuppressive  levels  of  drug 
may  interfere  with  culture  studies.  Do  not  consider 
such  levels  as  therapeutic. 

Adverse  Reactions:  G.I.:  anorexia,  nausea,  vomit- 
ing, diarrhea,  glossitis,  dysphagia,  enterocolitis, 
inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular 
erythematous  rashes.  Exfoliative  dermatitis 
(uncommon).  Photosensitivity.  Renal  toxicity: 
rise  in  BUN,  dose-related.  Transient,  reversi- 
ble, nephrogenic  diabetes  insipidus  with 
excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions:  urticaria, 
angioneurotic  edema,  anaphylaxis, 
anaphylactoid  purpura,  pericarditis, 
exacerbation  of  systemic  lupus 
erythematosus.  When  given  over 
prolonged  periods,  tetracyclines 
may  produce  brown-black  micro- 
scopic discoloration  of  thyroid 
glands;  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur.  In  young  Infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic  dosage,  dis- 
appearing rapidly  when  drug  was  discontinued.  Blood: 
hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosino- 
philia.  Nystatin:  Nystatin  has  been  associated  with  nausea 
and  vomiting,  gastrointestinal  distress  and  diarrhea 
(occasionally  with  large  doses).  Concomitant  therapy: 
Antacids  containing  aluminum,  calcium,  or  magnesium 
impair  absorption;  do  not  give  to  patient  taking  oral  tetra- 
cycline. Food  and  some  dairy  products  also  interfere  with 
absorption.  Oral  doses  should  be  given  1 hour  before  or 
2 hours  after  meals.  Pediatric  oral  doses  should  not  be 
given  with  milk  formulas,  but  should  be  given  at  least  1 hour 
prior  to  feeding. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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insomniac 


Profile  of  insomnia 


Wide-eyed  in  the  darkness,  he  feels  the  sense  of 
loss,  the  loneliness  and  helplessness  that  can 
so  often  threaten  the  aged. 

Beset  by  vague  aches  and  pains,  fearful  of 
disability,  sleep  evades  him  and  the  night  seems 
endless.  Added  to  his  other  problems ...  he  has 
become  a “sleep  cripple.” 

The  stress  resulting  from  insomnia  in  the 
geriatric  patient  can  increase  the  difficulties  of 
the  elderly,  and  intensify  somatic  complaints. 
Allowed  to  continue,  such  insomnia  may  even 
help  prompt  the  appearance  of  new  symptoms. 

When  insomnia  adds  a new  dimension  to 
geriatric  problems,  Noludar  300  can  be  an 
effective  countermeasure,  whether  sleep  is 
delayed  in  onset,  broken,  or  marred  by  early 
awakening.  A nonbarbiturate,  Noludar  300 
usually  works  within  45  minutes,  inducing  sleep 
that  can  last  5 to  8 hours.  Paradoxical  excitation 
is  rare— an  important  advantage  in  the  geriatric 
patient.  Drug  “hang-over”  or  morning-after 
grogginess  is  generally  avoided.  Supplied  in 
300-mg  capsules;  also  available  in  200-mg 
and  50-mg  tablets. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 

CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects 
with  alcohol  and  other  CNS  depressants.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness,  such  as  operating  machinery  or 
driving  a motor  vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical  and 
psychological  dependence  rarely  reported.  If  with- 
drawal symptoms  do  occur  they  may  resemble  those 
associated  with  withdrawal  of  barbiturates  and  should 
be  treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be  addiction- 
prone  or  those  whose  history  suggests  they  may  increase 
the  dosage  on  their  own  initiative.  Repeat  prescriptions 
should  be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in  preg- 
nancy, during  lactation,  or  in  women  of  childbearing 
age  against  possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an 
analgesic  should  also  be  prescribed.  Perform  periodic 
blood  counts  if  used  repeatedly  or  over  prolonged 
periods.  Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  increase 
hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages, 
there  have  been  rare  occurrences  of  morning  drowsi- 
ness. dizziness,  mild  to  moderate  gastric  upset 
(including  diarrhea,  esophagitis,  nausea  and  vomiting), 
headache,  paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of  neutropenia 
and  thrombocytopenia;  however,  the  evidence  does  not 
establish  that  these  reactions  are  related  to  the  drug. 


Nohidar300 

(methyprylon) 

<^R0C^  for  the  rest  of  the  night 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  New  Jersey  07 1 10 


<x)RmiDesrm^icine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trust 


Editorial  Advisory  Board 
W 0 Robertson,  M.D  . Chm..  Seattle 
C.  G.  Ashley.  M.O  . Portland 
R L.  Casterline.  M.O..  Medford 

K.  W.  Chr-stoferson.  M.O..  Eugene 
R.  C.  Davidson.  M.O..  Seattle 

O H.  Dillard.  M.D..  Seattle 
R R.  Fife.  M.D..  Idaho  Falls 
M R Grover.  Jr..  M.D..  Portland 
J.  R.  Gustafson.  M.D..  Yakima 
M.  W Hemir>gway,  M.D..  Bend 

L.  D.  Grouse.  M4.  UWSM 
J N Lem  M.D. . Seattle 

W H Ly^.  M.O  , Coeur  d'Alene 

H.  0 Murphy.  M O..  Vancouver,  B.  C. 

B Nicola,  M3.  UOMS 

C.  G.  Peterson.  M.D..  Portland 

W.  Petty,  M D-.  OaklarKl 

C P.  Schlicke.  M.O..  Spokane 

R S Smith.  M D , Boise 


Board  of  Trustees 
J . R Hahn.  M.D..  Pres  . Arlington 
C.  R.  Cavanagh.  Jr..  M.O..  Spokane 
P.  B Ellsworth.  M.D..  Idaho  Falls 
J A Henderson.  M.D..  Hood  River 
W M Lawson.  M D..  Seattle 
P F Miner.  M.O..  Boise 
L.  M.  Neher,  M D . Jerome 
J R.  Raines.  M.D.,  Portland 
F J.  Underwood.  M.D..  Portlarsd 


Staff 

H L Hartley.  M.O  . tc/.ior 
L.  A Healey.  M.D.,  iui.  tJuor 
Mrs.  Dorothy  Church.  Mj'uging  tJiior 
Mrs.  Zola  Abney.  S-pm-isor 
Mrs.  May  Byers,  Srcm^fv 


Volume  70 


December  1971 


CONTENTS 


EDITORIAL 

Continuing  Education  — Methodology 831 

Should  Your  Diabetic  Patients  Eat 

More  Carbohydrates? 832 

SPECIAL  ARTICLE 


Manuscripts  Acceptance  is  usually  contin- 
gent on  exclusive  publication.  Manuscripts 
should  conform  to  standards  previously  publish- 
ed by  this  journal.  Printed  list  of  requirements 
will  be  provided  on  request.  Improperly  prepared 
manuscripts  and  photocopies  wOl  be  rejected 
without  review.  Correspondence  with  the  editor 
prior  to  submission,  is  invited  and  is  advised. 
Title,  purpose,  and  approximate  length  of  the 
proposed  manuscript  should  be  listed  in  the  first 
communication. 

News  Deadline  for  news  copy  is  the  5th  of 
the  month  preceding  date  of  issue. 

Closing  and  Publishing  Dates  Set  copy 

and  negatives  must  be  received  by  the  5th  of 
the  month  preceding  date  of  issue.  Send  nega- 
tives and  repro-proof  to:  ALLIED  PRINTERS, 
88  Vine  Street,  Seattle,  Wa.  98121. 

Display  Advertising  Advertising  Repre- 
sentatives: United  Media  Associates,  16  Bruce 
Park  Avenue,  Greenwich,  Connecticut  06830 
(203)  661-9702 

Rates  Standard  PAC  forms  available  on  re- 
quest. 

Classified  Advertising  Rate  for  each  line 

is  S1.50.  Copy  must  be  received  by  the  advertis- 
ing supervisor  not  later  than  10th  of  month  pre- 
ceding date  of  issue.  Proof  is  not  shown.  Copy 
of  ad  as  it  appeared  in  the  journal  accompanies 
billing. 

Subscriptions  Distribution  restricted  to 
members  of  the  medical  profession  and  those  in 
closely  allied  fields.  Subscriptions  received 
through  medical  association  will  begin  the 
month  membership  becomes  effective.  S7.50 
per  year  (honorary  association  members,  resi- 
dents, interns,  medical  students,  $3.00  per 
year);  single  copies  Sl.OO  (S9.00  per  year  for 
foreign  countries). 

Change  of  Address  Notice  must  be  given 

at  least  six  weeks  prior  to  date  change  will  be- 
come effective.  Include  old  and  new  address  as 
well  as  statement  whether  or  not  change  is  per- 
manent. Duplicates  cannot  be  sent  to  replace 
copies  undelivered  through  failure  to  notify 
change  of  address.  Second-class  postage  paid  at 
Seattle,  Washington. 

Copyright  1971  by  Northwest  Medical  Publish- 
ing Association. 

ADDRESS  ALL  COMMUNICATIONS  TO: 

NORTHWEST  MEDICINE 
500  WALL  STREET 
SEATTLE  98121 
Phone  (206)  623  0379 


An  Intimate  Discussion  of  Kidney  Stones 825 

William  E.  Davis,  Ed.D.,  Pocatello,  Idaho 

ORIGINAL  ARTICLES 


The  Ophthalmologist  and  Continuing  Education 835 

Roy  J.  Ellsworth,  M.D.,  and 
Fred  0.  Graeber,  M.D.,  Boise,  Idaho 

Patient  Origin  Study 838 

Lawrence  J.  Sharp,  Ph.D.,  and 
William  T.  McCarthy,  M.C., 

Seattle,  Washington 

Primary  Closure  of  Exstrophy  in  the  Newborn  : 

A Preliminary  Report 842 


Julian  S.  Ansell,  M.D.,  Seattle,  Washington 
Electroencephalographic  Changes  and 

Disturbance  of  Brain  Function  Following 

Human  Organophosphate  Exposure 845 

Harold  W.  Brown,  M.D.,  Nampa,  Idaho 

OREGON  MEDICAL  ASSOCIATION 

Community  Coordinator  Conference 848 

Actions  of  the  Board  of  Trustees 849 

Guidelines  for  Therapeutic  Abortion 

in  Oregon 854 

Workmen’s  Compensation  Board 

Adopts  Rules 854 

WASHINGTON  STATE  MEDICAL  ASSOCIATION 

Award  Winner  Complimented 856 

Erratum 856 

Surgeons  to  Meet 856 

Stroke  Symposium  Planned 856 

Another  First  for  WAjMI 859 

IDAHO  MEDICAL  ASSOCIATION 

Interim  Session  Set 861 

Education  Programs  Reviewed 861 

Committees  Meet 861 

Officers  and  Councilors 861 

Annual  Meeting  Set  in  January 861 

Medical  Service  Bureau  Reports 862 

Officers  and  Delegates  Elected 862 

Welcome  New  Members 862 

Specialty  Societies  Elect 862 

Personals 862 

UWSM  Faculty  Members  Speak 862 

State  Board  of  Medicine  Section 862 

Forum  . . . 820,  823 
Classified  . . . 876 
Obituaries  . . . 824,  827 
Medical  Meetings . . . 874 
Directory  of  Advertisers  . . . 877 

CONTINUING  MEDICAL  EDUCATION  . . . 872,  873 


INDEX 
VOLUME  70 
pages  863-870 


814 

Northwest  Medicine,  December,  1971 


Upjohn  again 
reduces  the  price 
of  E-Mydn 


Tablets 


.Mycin"25om9. 

,h,.n,,cin  Tablets,  U.S.P.I 

uoflSI 

laanj  Fedef*'' 


Once  again  Upjohn  has 
been  able  to  reduce  the  ^ ^ 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin 

(erythromycin,  Upjohn) 

KALAMAZOO,  MICHIGAN  49001  Available  in  250  mg  tablets 


© 1971  The  Upjohn  Company 

JA7M711 


Ta  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

^fnthroid’ 

(sodium  levothyroxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONSi 
WHY  THE  ROAD  TO  | 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 

(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  le 
concern  because  of  this  factor)'; 

(2)  since  SYNTHROID  contains  or 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 
Drug  Intelligence  & Clin.  Pharm.  3:270-7, 191 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-1 0 meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

&lpose 
dip  Stnoodi 

...to  t/fyroid  replacemeiit  diprapy 


^HY  DOES  SYNTHROID 
:OST  LESS  THAN 
SYNTHETIC  DRUGS 
:ONTAINING  To? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


/ery  simple.  T3  costs  more  to  make 
;ynthetically  than  does  T4.  So  it  is 
jconomically  necessary  for  a 
i;ynthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
•.ombinations  cost  patients  nearly 
^0%  more  than  SYNTHROID^ 
|)ecause  the  T3  costs  more  to  start 
vith;  also  there  is  the  additional 
expense  of  formulating  a tablet 
;ontaining  two  active  ingredients. 

American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILITY,  SERVICE-COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID'®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal,  t ■ » a.  4.  5 

Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

"Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content."® 

Unlike  desiccatedThyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  3'  ® Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  Is 
standardized  by  weight. 

CLINICAL  RESPONSE 

“T3  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary."® 

"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid. "7 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 

thyroxine. "4 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature. ®'  to.  11. 
ti.  13. 14. 15, 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  ".  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels."'* 
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See  next  pages  lor  prescribing  information. 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman’. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 

Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  TH] 
PATIENT  DURING  THI 
BEGINNING  OF 
THERAPY  WILL  ALER' 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS.  ' 

Side  effects,  when  they  do  occut' 
are  related  to  excessive  dosage. : 
Caution  should  be  exercised  in 
administering  the  drug  to  patient, 
with  cardiovascular  disease.  Rea 
the  accompanying  prescribing  ; 
information  for  additional  data  oi 
write  Flint  Laboratories. 


Glipose 
tife  Siooodi 

...to  tRyroid  replacement  ti\erapy' 


FREE  TAB-MINDER  medicatio  ! 
dispensers— color-coded  in  4 dos  > 
age  strengths— get  patients  off  tifj 
a good  start  and  encourage  reg  j 
ular  habit  patterns.  Contain  fre(h 
4-weeks’  supply  of  SYNTHROID  ; 
and  are  reusable  for  maintenanct 
dosage. 


0.05  mg. 


0.1  mg. 


0.15  mg. 


0.2  mg. 


ArmUAIIVIAIC  UUaALat:  CUUIVALtN  id 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  T3 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 
(Liotrix) 
Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 
Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  'A  gr. 

V4  gr. 

0.025  mg. 

N.A. 

1/2 

1/2 

unscored  V2  gr. 

V2  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

IV2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing's 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient's  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBl  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


N.A.=  Not  Available  Commercially 

Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 
Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 

SynthroicT 

(sodium  levothpxine) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVFNOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  600S3 

r OFFER: 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
I titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 
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FORUM 


Letters  for  this  department  are  invited.  A forum  is  a place  for  discussion  of  questions 
of  public  interest  and  it  is  essential  to  informed  development  of  public  opinion.  This  de- 
partment, therefore,  is  provided  to  permit,  and  encourage,  free  individual  expression. 
Good  letters  reflect  careful  reading  of  previously  published  scientific  material  or  editor- 
ials, or  thoughtful  consideration  of  any  subject  of  general  interest.  Comments  should  be 
directed  to  ideas  and  principles,  and  should  not  be  devoted  to  personal  attack.  Brevity  is 
a desirable  quality.  Responsibility  for  statements  appearing  in  this  department  rests  with 
the  authors  of  these  communications  and  not  with  this  journal,  which  strives  only  to  pro- 
tect the  right  of  individuals  to  speak  for  themselves.  Ed. 


Credit  Where  Credit  is  Due 

Bellevue,  Washington 
Editor,  NORTHWEST  MEDICINE: 

1 noticed  with  interest  your  article,  “Northwest 
Physicians  to  Participate  in  Office  Practice  Study,”  in 
your  October  issue  of  NORTHWEST  MEDICINE.  I 
think  the  study  is  very  worthwhile  but  do  feel  that 
you  should  give  credit  where  credit  is  due.  This  study 
was  proposed  by  the  American  Academy  of  Pediatrics. 
The  joint  Committee  on  Quality  Assurance  of  Health 
Care  for  Children  and  Youth  was  developed  by  the 
American  Academy  of  Pediatrics.  It  was  then  pursued 
so  financing  could  be  arranged  for  such  a study.  You 
list  many  others  who  have  been  asked  to  join  in  this 
study  and  other  organizations  to  participate,  but  you 
have  not  mentioned  anywhere  that  the  study  is  under 
the  management  of,  and  directed  by,  the  American 
Academy  of  Pediatrics.  We  are  fortunate  in  having  Dr. 
William  F.  Meade  as  a member  of  this  Committee,  so 
that  the  Northwest  will  be  involved  and  informed  of 
its  progress. 

Sincerely  yours, 

BLACKBURN  S.  JOSLIN,  M.D. 

President,  Washington  Chapter 

American  Academy  of  Pediatrics 

Our  error.  The  source  of  our  information  was  a re- 
lease from  the  American  Academy  of  Pediatrics.  We 
copied  the  list  provided  in  the  release  but  failed  to 
credit  AAP  with  having  initiated  the  program.  Ed. 


Malpractice  Insurance 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE; 

As  you  know,  malpractice  insurance  has  been  in- 
creasingly expensive  to  obtain.  A few  weeks  ago,  R.  B. 
Jones,  the  large  underwriter  for  A.A.G.P.  ceased  mal- 
practice insurance. 

About  the  same  time  the  American  Association  of 
Physicians  and  Surgeons  had  made  an  excellent  ar- 
rangement with  Lloyd’s  of  London  to  provide  mal- 


practice insurance  for  its  members.  The  cost  to  me  is 
surprisingly  a few  hundred  dollars  less  than  I have 
been  paying. 

For  major  surgical  privileges,  their  quotation  to  me 


is: 

Plan  1 . $1 00,000/3300,000  with 

$1,000,000  umbrella  $1,378.54 

Plan  2.  $100,000/3300,000  with 
$1,000,000  umbrella  & $5,000 

deductible $1,168.42 

Plan  3.  $100,000/3300,000  $1,048.54 

Plan  4.  $1 00,000/3300,000  with 
$5,000  deductible $ 838.42 


Anyone  else  who  might  desire  this  coverage  should 
contact  Clayton  Noonan,  M.D.,  525  N.  85th  Street, 
Seattle.  It  costs  only  $35.00  to  join  A.A.P.S.  and  be 
eligible  for  this  fine  coverage. 

Sincerely, 

GLEN  S.  PLAYER,  M.D. 

Problems  of  the  Foreskin 

Caldwell,  Idaho 

Editor,  NORTHWEST  MEDICINE: 

W.  D.  Fitzgerald,  M.D.,  in  the  October  issue,  makes 
a plea  for  presenting  the  facts.  He  states  categorically 
that  the  proponents  of  circumcision  should  simply 
teach  the  patients  to  be  clean. 

Apparently  Dr.  Fitzgerald  hasn’t  seen  enough  pa- 
tients who  are  troubled  with  recurrent  problems  of  the 
foreskin.  He  should  talk  to  some  military  surgeons 
who  had  to  treat  the  infections  found  in  the  front 
lines  in  uncircumcised  males.  He  should  talk  to  some 
civilians  who  go  hunting  for  a week  and  have  to  carry 
antibiotic  ointment  in  order  to  keep  themselves  going. 
There  is  no  other  part  of  the  body  that  can’t  stand 
uncleanliness.  The  circumcised  male  has  no  problem 
with  this  lack  of  bathing  facility.  Indeed,  let  us  look 
at  the  facts.  We  may  not  all  have  portable  bathrooms 
when  we  leave  home. 

Sincerely  yours, 

CHARLE5  E.  KRAUSE,  M.D. 
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Additional  information  available  to  the  profession  on  request. 

Ell  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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in  cardiac  edema 


gets  the  waiter  out 
^)ares  the  potassitun 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy,  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent, Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation, Hyperkalemia  (>5,4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias.  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene. SK&F).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 
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Sometimes  Interference  With  Nature 
(Circumcision)  Does  Not  Pay 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

As  a pediatrician  who  practiced  in  Europe  with 
mostly  uncircumcised  and  in  this  country  with  mostly 
circumcised  boys,  I agree  with  Dr.  Fitzgerald’s  editori- 
al in  the  October  issue  about  the  undesirability  of 
routine  circumcision. 

However,  his  recommendations  given  to  mothers 
concerning  the  care  of  the  foreskin  of  the  newborn  do 
not  conform  with  my  own  experience  and  philosophy. 

As  you  know,  many  neonates  have  loose  and  short 
foreskins,  and  there  is  of  course  no  problem  at  all. 
Other  boys  are  born  with  longer  foreskins  which  often 
have  only  pinpoint  openings.  These  foreskins  are  also 
widely  adherent  to  the  glans.  If  these  physiologically 
tight  foreskins  are  retracted  more  or  less  forcefully, 
the  subcutaneous  or  submucosal  connective  tissue  will 
be  disrupted  and  small  tears  of  the  mucosal  lining  may 
also  occur.  It  is  these  foreskins  which  were  manipu- 
lated by  conscientious,  but  ill-advised  young  mothers, 
which  will  sometimes  contract  and  scar  down  subse- 
quently. Thus,  retraction  of  the  tight  foreskin  of 
the  neonate  and  infant  often  leads  to  true  phimosis, 
that  is,  exactly  to  the  condition  which  was  to  be  pre- 
vented. 

If  the  foreskin  of  the  infant,  whether  of  the  loose 
or  tight  variety,  is  left  alone,  it  will  widen  and  loosen 
up  in  almost  all  cases  by  the  age  of  3-5  years.  The  inci- 
dence of  phimosis  among  uncircumcised  boys  without 
foreskin  manipulation  is  small,  probably  less  than  1 
percent. 

This  is  another  example  where  interference  with 
nature  does  not  pay.  We  have  to  learn  to  leave  alone 
not  only  the  physiological  flat  foot  of  the  two-year-old 
and  the  knock-knee  of  the  three-year-old,  but  also  the 
“tight  foreskin”  of  the  neonate  and  infant. 

Sincerely  yours, 

ALFRED  W.  BAUER,  M.D. 

Virginia  Mason  Hospital 

Fair  Forecast  for  Foreskins 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Re:  NORTHWEST  MEDICINE  October  1971  “Cir- 
cumcision is  Barbarous”  — Huzza!  Here’s  to  its  early 
extinction  as  a “medically  indicated”  procedure  — 
though  I’m  not  optimistic  we’ll  see  it  in  our  lifetime. 
Nonetheless,  modest  encouragement  for  such  a possi- 
bility is  found  in  the  fact  that  the  Blue  Shield  of  Mas- 
sachusetts no  longer  reimburses  for  these  ritual  castra- 
tions. 

But  Dr.  Fitzgerald’s  alternative  of  advising  parents 
to  “roll  back  the  foreskin”  is  equally  barbarous  and 
just  as  unnecessary.  As  long  ago  as  1949,  Gairdner 
documented  that,  while  only  4 percent  of  neonate’s 


prepuces  are  “easily  retractible”  without  any  interven- 
tion whatsoever;  25  percent  are  at  six  months;  50  per- 
cent at  one  year  and  more  than  90  percent  at  three, 
(Br  Med  J 2:  1433-7,  1949).  Trouble  results  when  we 
insist  on  being  meddlesome.  Here’s  to  an  early  demise 
of  both  “cutters”  and  “rollers.” 

Sincerely, 

WILLIAM  0.  ROBERTSON,  M.D. 

American  Physicians  Art  Association 

Seattle,  Washington 
Editor,  NORTHWEST  MEDICINE: 

We  would  like  to  invite  our  medical  colleagues  to 
become  members  of  our  national  non-profit  organiza- 
tion which  is  dedicated  to  furthering  art  interests  of 
the  medical  profession;  to  broadening  the  physician’s 
knowledge  and  appreciation  of  the  past  and  present; 
to  stimulating  physician  artists  to  produce  works  of 
art  in  the  fields  of  painting,  sculpture,  photography, 
graphic  arts,  design  and  creative  crafts;  to  holding  a 
national  annual  exhibition  of  physicians’  art  works, 
and  to  stimulating  regional  art  exhibitions  of  physi- 
cians’ works  at  local,  state  and  specialty  meetings. 

Our  art  exhibit  is  held  annually  in  conjunction  with 
the  annual  meeting  of  the  American  Medical  Associa- 
tion and  membership  entitles  you  to  exhibit  your 
work  at  these  meetings.  The  APAA  has  a membership 
which  extends  across  the  entire  United  States,  Canada 
and  Latin  America.  Every  state  in  the  Union  is  repre- 
sented through  a Regional  Director.  It  is  the  hope  of 
the  APAA  to  establish  a central  photographic  archive 
of  its  members’  art  works,  to  be  used  for  year  round 
press  and  magazine  publicity  in  the  physicians’  home 
towns  as  well  as  nationally. 

You  do  not  necessarily  have  to  be  currently  en- 
gaged in  any  art  activity  to  become  a member.  Gener- 
ous prizes  are  offered  to  residents  and  interns.  We  also 
welcome  the  support  of  anyone  interested  in  further- 
ing physicians’  art  in  America,  as  our  organization  is 
totally  supported  by  the  members  and  friends  of  the 
APAA.  The  types  of  membership  are: 


Life  Sponsor  Membership  $200.00 

Sponsor  Membership  30.00 

Regular  Membership  15.00 

^Associate  Membership  5.00 


(^Associate  Membership  is  for  medical  students,  in- 
terns, and  residents.) 

If  you  are  interested  in  becoming  a member,  or  if 
you  wish  further  information,  please  contact  the 
Treasurer  of  APAA,  Albert  J.  Bowles,  M.D.,  1664 
Medical  Dental  Building,  Seattle,  Washington  98101, 
or  President  of  APAA,  A.  M.  Gottlieb,  M.D.,  3801 
Miranda  Avenue,  Palo  Alto,  California  94304. 

Sincerely, 

ALBERT  BOWLES,  M.D. 
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OBITUARIES 


DR.  ROBERT  G.  HALL.  89,  of  Portland,  Oregon,  died 
January  3,  1971.  He  was  born  in  Massachusetts  arid 
received  his  degree  in  1908  from  Harvard  Medical 
School.  He  practiced  in  Portland  from  1912  to  1960. 
Death  was  caused  by  cerebral  thrombosis. 

DR.  ALFRED  H.  MAC  LAREN',  62,  of  the  Veterans  Ad- 
ministration Hospital  in  Seattle,  Washington,  died 
January  9,  1971.  Death  was  caused  by  endo-toxic 
shock,  probably  due  to  clostridia.  He  was  born  in 
Oregon,  and  graduated  in  1935  from  the  Univer- 
sity of  Oregon  Medical  School. 

DR.  ROGER  s.  ANDERSON,  79,  of  Seattle,  Washington, 
died  February  11,  1971.  The  cause  of  death  was 
acute  myocardial  infarction.  He  was  an  orthopedic 
surgeon,  and  developer  of  a number  of  devices  for 
use  in  surgery  and  by  the  handicapped.  He  was 
born  in  Minnesota  and  was  a 1918  graduate  of 
Northwestern  University  Medical  School,  Chicago. 
Illinois.  He  had  been  in  Seattle  since  1924,  and  had 
retired  in  1968. 


DR.  SIMEON  HOPPER,  84,  of  Port  Orchard,  Wash- 
ington, died  January  24,  1971.  The  cause  of  death 
was  bronchopneumonia.  Dr.  Hopper  had  graduated 
in  1910  from  St.  Louis  University  School  of  Medi- 
cine, and  was  retired  from  active  practice. 

DR.  HARRY  FORREST  CRAIG,  86,  of  LaCrosse,  Wash- 
ington, died  January  25,  1971.  He  was  a general 
practitioner,  and  graduated  in  1910  from  Washing- 
ton University  School  of  Medicine,  St.  Louis.  The 
cause  of  death  was  hypostatic  pneumonia  and  heart 
failure. 

DR.  DONALD  j.  L.AVIOLETTE,  58,  of  Seattle,  Wash- 
ington, died  February  6,  1971.  He  was  a general 
practitioner  whose  secondary  specialty  was  obstet- 
rics and  gynecology.  A native  of  Tacoma,  he  was  a 
1942  graduate  of  Creighton  University  School  of 
Medicine  in  Omaha,  Nebraska,  and  had  practiced 
in  Renton,  Washington,  since  1946.  Death  was 
caused  by  acute  myocardial  infarction. 

obituaries  continued  on  page  827 


GENERAL  NEWS 


National  Health  Insurance  Conference  Set 

A Western  Region  Conference  on  National  Health 
Insurance  has  been  scheduled  for  January  24-26  at  the 
Sheraton  Inn  Airport,  San  Diego,  California.  Spon- 
sored by  the  National  League  for  Nursing,  Inc.,  the 
conference  will  cover  “Implications  for  Delivery  of 
Health  Care.”  Those  attending  will  be  persons  in- 
volved in  planning  for  and  providing  health  care,  such 
as  physicians,  nurses,  social  workers,  therapists  and 
government  employees. 

One  of  the  speakers  will  be  Harold  F.  Newman, 
Seattle,  who  will  discuss  the  Group  Health  Coopera- 
tive. 


Rural  Health  Conference 

The  25  th  National  Conference  on  Rural  Health  will 
be  held  at  the  St.  Francis  Hotel,  San  Francisco,  March 
16-17,  1972.  Major  emphasis  will  be  on  health  care 
delivery  systems  in  rural  areas,  but  many  topics  of 
general  medical  interest  will  be  discussed  in  a tightly 
packed  schedule.  Program  can  be  obtained  from  Bond 
L.  Bible,  Ph.D.,  Secretary,  Council  on  Rural  Health, 
American  Medical  Association,  535  North  Dearborn 
Street,  Chicago,  60610. 
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An  Intimate  Discussion 

of  Kidney  Stones 


WILLIAM  E.  DAVIS,  Ed.D. 

President,  Idaho  State  University,  Pocatello,  Idaho 


When  it  comes  to  kidney  stones,  I figure  I have  had 
the  full  course  — not  from  a scientific  medical  stand- 
point, but  from  the  patient’s.  My  urologist  (who  has 
never  had  a kidney  stone)  says  he  hears  that  the  pain 
is  excruciating  and  that  it  is  worse  than  having  a baby 
(he’s  never  had  one  of  those  either). 

Whatever  the  standards  of  comparison,  however, 
there  is  no  mistaking  the  symptoms.  If  you  have  ever 
had  a severe  leg  cramp  (or  any  kind  of  cramp),  you 
can  just  barely  begin  to  get  the  picture  — only  this 
cramp  is  happening  deep  inside  you  where  you  can’t 
rub,  scratch,  or  grab.  In  another  sense,  it  feels  as  if 
your  insides  are  locked  into  two  vises  that  are  then 
rotated  in  opposite  directions. 

Personal  reaction  to  this  pain  probably  varies.  For 
me,  my  toenails  curl  up,  my  knees  draw  up  to  my 
chest,  my  eyeballs  bulge,  and  that  white  stuff  under 
my  fingernails  is  from  the  wallpaper  where  I climbed 
the  wall  in  the  above  position.  I’ve  also  discovered 
that  the  most  immediate  relief  is  to  gnaw  on  a bed 
post  if  one  is  handy.  Obviously,  it  is  a little  awkward 
to  get  to  the  hospital  under  these  conditions,  but  in 
such  an  emergency,  I just  rip  off  the  bed  post  and  take 
it  along. 

At  the  hospital,  you  don’t  have  to  tell  anyone  what 
your  problem  is.  They  take  one  look  and  they  know. 
They  slap  you  on  a cart  (still  in  the  fetal  position), 
and  rush  you  into  x-ray.  There,  they  try  to  unwind 
you  for  your  photographs.  With  me,  this  is  always  an 
undertaking.  If  they  stretch  out  my  legs,  the  upper 
part  of  my  body  follows  so  my  chest  and  knees  still 
meet.  If  they  lay  me  on  my  back,  here  come  the 
knees  again.  They  finally  solved  this  problem  by  hav- 
ing one  husky  assistant  sit  on  my  feet  and  another  on 
my  head. 

Somewhere  in  the  red,  foggy  distance,  the  x-ray 
technician  says,  “Take  a deep  breath.  Let  it  out.  Hold 
it.”  Then,  “z-z-z-z-z.”  “Now  breathe,”  she  adds 
pleasantly.  Once,  on  about  the  third  picture,  the 
doctor  walked  in  just  as  she  said,  “Hold  it.”  They 
oh’d  and  ah’d  over  their  handiwork,  like  Rembrandt 
admiring  a finished  portrait,  while  I turned  purple 
waiting  to  be  told  to  breathe. 

If  you  are  lucky,  the  stone  begins  to  move.  This 


This  article  appeared  in  the  October  1971  issue  of  The 
Pharos,  and  is  used  in  NORTHWEST  MEDICINE  by  permis- 
sion. 


might  be  compared  with  having  a knife  imbedded 
deeply  in  your  lower  back,  drawn  slowly  across  the 
crest  of  the  hip  bone,  then  pulled  diagonally  across 
the  groin.  About  two  days  later,  in  the  final  act,  the 
stone  reaches  the  penis.  The  latter  reacts  by  puffing 
up  and  coiling  like  a striking  cobra,  hiccupping,  and  in 
a flash  of  blinding  pain,  spitting  out  the  stone.  Then 
it  gasps  and  goes  limp  for  the  next  six  years. 

The  Spanish  would  refer  to  this  as  la  bora  de  verdad, 
the  moment  of  truth.  The  appropriate  medical  term, 
however,  is  meteoritus  a-go-go,  which  is  some  kind  of 
Latin. 

I went  through  all  this  (which  might  be  called 
Phase  I)  with  stoic  good  humor,  and  six  years  later 
had,  indeed,  just  about  recovered  when  I awoke  one 
Thanksgiving  morning  with  the  old  familiar  pain  and 
my  legs  drawn  up  to  my  chest.  As  I hobbled  off  to 
the  hospital,  my  spirits  were  buoyed  up  by  the  opti- 
mistic notion  that  in  two  or  three  days  I could  breathe 
again.  Little  did  I know  that  I was  heading  for  Phases 
II  and  III. 

After  the  first  film,  the  doctor  and  x-ray  technician 
expressed  their  customary  exuberance  at  finding  the 
stone.  Then  the  doctor,  with  a long  face  and  a cluck- 
ing noise,  carefully  explained  that  it  appeared  the 
stone  was  too  large  to  pass  through  the  easy  and  cus- 
tomary process  and  would  require  some  minor  surgery. 
I was  flattered  with  all  the  attention  as  they  wheeled 
me  off  to  the  operating  room. 

There,  they  gave  me  a spinal  block  — probably  for 
two  good  reasons:  one,  so  I couldn’t  feel  anything  — 
the  other,  so  I wouldn’t  get  up  off  the  table  and  walk 
away  in  righteous  indignation.  As  yet,  I was  not  used 
to  my  private  parts  getting  such  public  exposure. 
First,  they  tilted  me  down  so  I couldn’t  see,  then  they 
heisted  my  legs  over  something  called  stirrups  to  get 
the  proper  angle. 

The  doctor  patiently  explained  what  was  going  on, 
(or  in).  He  inserted  a catheter  into  my  penis,  ran  it  to 
the  bladder,  detoured  it  to  the  right  and  into  the  urin- 
ary tract,  and  finally  nudged  it  into  the  kidney.  The 
cystoscope  was  not  mentioned  in  this  instant  replay 
of  events  and  he  was  successful  in  keeping  it  out  of 
my  line  of  vision.  1 attributed  his  skill  to  boyhood 
interest  in  sleight  of  hand  and  other  forms  of  parlor 
magic.  Judging  by  the  comments  of  the  assembled 
assistants,  he  must  have  been  doing  a masterful  job.  I 
could  hear  them  mutter  in  awed  tones,  “Nice  shot, 
doctor!  Beautiful  touch!  Oh-h-h,  you  hit  it  right  on!” 
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To  which  he  nonchalantly  replied,  “Reel  out  more 
line.” 

From  my  biased  and  limited  point  of  view,  I knew 
it  must  take  a lot  of  skill  and  finesse  to  run  a radiator 
hose  up  an  Eversharp  pencil.  (The  medical  term  for 
this  little  operation  is  penis  delictus.  Penis,  of  course, 
refers  to  a portion  of  the  anatomy;  delictus  is  a Latin 
word  inferring  a punishable  civil  wrong  or  misde- 
meanor.) 

When  they  wheeled  me  out  of  surgery,  I had  more 
tubes  sticking  out  of  me  than  a space-walking  astro- 
naut attached  to  the  mother  ship  by  his  lifelines. 

What  shreds  of  modesty  remained  quickly  disinte- 
grated as,  for  the  next  day  and  a half,  every  nurse  in 
the  hospital  checked  my  plumbing  every  hour  on  the 
hour.  But  I couldn’t  have  cared  less.  What  with  being 
torn  between  a constant  urge  to  urinate  and  the  sensa- 
tion of  being  a weiner  roasted  over  hot  coals,  it  was 
difficult  to  concentrate  on  any  rational  thoughts.  The 
inspecting  doctors  took  it  casually  enough,  however, 
and  even  made  little  jokes,  like;  “Did  you  hear  about 
the  college  president  who  was  so  dumb  he  had  to  un- 
zip his  fly  to  count  to  eleven?”  I wasn’t  laughing. 

Finally,  it  was  back  to  the  x-ray  table,  where  I was 
greeted  with  the  good  news  that  the  doctor  couldn’t 
find  the  stone.  Apparently,  the  catheter  had  broken 
it  up  and  it  had  either  dissolved  or  passed. 

In  the  relative  privacy  of  my  room,  the  doctor  pro- 
ceeded to  remove  the  catheter.  My  elation  turned  to 
stark  terror,  however,  as  he  pulled  out  a long  needle 
and  inserted  it  into  a bottle,  drawing  forth  a full 
measure  of  clear  liquid.  Somehow,  the  prospect  of 
his  inserting  that  needle  into  my  poor,  defenseless, 
abused  organ  was  more  than  I could  bear.  “What’s 
that?”  I gasped  feebly. 

“Oh,”  he  chuckled,  “that’s  just  mineral  oil  to  lubri- 
cate the  catheter.”  Sweat  popped  out  on  my  forehead 
and  I ground  my  teeth  as  he  approached  wielding  that 
dripping  needle.  Then  I almost  collapsed  with  relief 
as  he  inserted  it,  not  into  me,  but  into  the  catheter 
tube. 

The  actual  removal  of  the  catheter  was  like  pulling 
up  the  anchor  on  a small  boat.  He  would  haul  in 
about  three  feet  of  line,  throw  it  over  his  shoulder, 
haul  in  three  more  feet  of  line,  throw  it  over  his  shoul- 
der. Finally,  after  pulling  out  more  line  than  it  would 
take  to  go  up  an  elephant’s  trunk,  the  deed  was  done. 
I looked  at  it  lying  in  coils  on  the  floor  and  was 
mightily  impressed. 

As  I checked  out  of  the  hospital,  however,  I admit 
to  some  disappointment.  I had  no  visible  scars  for  my 
ordeal.  I wasn’t  even  wearing  a sling.  And  the  whole 
affair  was  certainly  nothing  1 could  discuss  in  mixed 
company.  Nonetheless,  I practically  danced  all  the 
way  home  full  of  relief  and  well-being. 

All  that  lasted  about  two  days.  Then,  in  the  small, 
dark  hours  of  the  morning,  the  demon  hit  me  again. 
I called  the  doctor,  who,  by  this  time,  was  getting 
accustomed  to  beginning  his  days  with  my  urgent 


cries  for  help.  Back  to  the  hospital  and  the  x-ray 
room.  By  photographing  me  from  all  angles,  they 
finally  located  the  elusive  missile.  It  was  hiding  in  the 
tissues  of  the  kidney  behind  the  lower  rib.  The  doctor 
gravely  announced  I was  ready  for  Phase  III.  He  would 
have  to  go  into  the  kidney  and  dig  out  the  stone. 
But,  disconcerting  as  this  news  was,  I was  so  ready  I 
was  willing  to  wheel  the  cart  into  the  operating  room 
myself. 

This  time,  there  were  no  graphic  descriptions  or 
friendly  conversation.  When  I awoke,  there  was  a hole 
in  my  side  comparable  to  the  opening  of  Carlsbad 
Caverns  and  on  the  table  beside  my  bed  was  a bottle 
containing  the  stone.  It  was  about  the  size  of  the  nail 
on  my  little  finger  — a pathetic  token  of  so  much 
trouble. 

My  wife  was  disappointed.  She  had  envisioned 
something  the  size  of  a football  at  least.  She  hurried 
home  and  soon  returned  with  a lava  rock  the  size  of  a 
half  dollar,  floating  in  a pickle  jar.  We  labeled  it  with 
an  appropriate  Latin  inscription,  “In  sic  transit  gloria,” 
(which  roughly  translated  means,  “This,  too,  shall 
pass”),  and  glued  it  to  the  jar.  My  visitors  the  next 
few  days  were  properly  astonished. 

I had  one  more  crisis  to  endure.  Twenty-four  hours 
after  the  operation,  a male  orderly  appeared  and  glee- 
fully announced,  “The  doctor  says  you  haven’t  passed 
any  water  and  your  bladder  must  be  emptied.”  I 
couldn’t  have  been  more  in  agreement.  With  that,  he 
handed  me  a cold,  steel  pitcher.  I tried  as  best  I could, 
but  it  defied  all  the  laws  of  gravity  and  nature  to  uri- 
nate straight  upward  while  lying  flat  on  my  back. 

“Too  bad,”  he  sighed.  “The  doctor  said  if  you 
couldn’t  urinate,  I’d  have  to  drain  the  bladder  with 
this  catheter.” 

As  he  pulled  out  the  hose,  I jumped  out  of  bed  and 
snatched  the  pitcher  from  his  hand.  In  this  more 
familiar,  upright  position,  I filled  the  goddamned  thing 
right  up  to  the  brim.  It  was  easily  one  of  the  most 
satisfying  moments  of  my  life. 

In  retrospect,  my  jaundiced  eye  might  have  exag- 
gerated some  of  the  details,  but  from  my  end  of  the 
catheter,  these  were  the  highlights  I best  remember. 

Sometime  during  the  period  of  convalescence,  my 
mood  changed  from  resentment,  hostility,  and  aggres- 
sion to  acceptance,  charity,  and  forgiveness.  Philo- 
sophically, I rationalized  that  the  whole  ordeal  was 
like  going  through  Marine  Corps  boot  camp:  I was 
proud  to  have  survived;  I wouldn’t  look  forward  to 
doing  it  again. 

Altogether,  it  is  most  pleasing  to  be  an  expert  on 
something  besides  student  revolts  and  turmoil  on  the 
campus.  As  1 said  in  the  beginning.  I’ve  had  the  full 
course  on  kidney  stones.  And  much  as  1 would  like  to 
add,  “every  urologist  should  have  one,”  I won’t.  1 
wouldn’t  wish  that  on  my  worst  enemy,  let  alone  my 
friendly  physician.  Besides,  there’s  no  way  of  knowing 
when  I might  have  to  call  him  again  in  the  middle  of 
the  night. 
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obituaries  continued  from  page  824 

DR.  LECIL  CHASE  MILLER,  67,  of  Wenatchee,  Wash- 
ington, died  April  11,  1971,  in  a Wenatchee  hospital, 
following  a brief  illness.  Cause  of  death  was  acute 
myocardial  infarction  and  cardiac  arrest  (asystole). 
The  son  of  a doctor,  Dr.  Miller  was  born  in  Olivia, 
Minnesota,  and  was  a graduate  of  the  University  of 
Washington.  He  received  his  medical  degree  in  1931, 
from  Northwestern  University  Medical  School,  Chi- 
cago, Illinois,  and  in  the  same  year  he  and  his  wife 
went  to  Wenatchee.  Dr.  Miller  was  active  on  a nation- 
al and  local  level  with  the  American  Red  Cross,  and 
helped  to  implement  the  Red  Cross  blood  program. 

DR.  DONALD  R.  HAMMOND,  52,  of  Mount  Vernon, 
Washington,  died  April  18,  1971.  He  was  born  in 
South  Dakota,  and  graduated  in  1944  from  North- 
western University  Medical  School  in  Chicago,  Illinois. 
He  was  a general  practitioner  and  general  surgeon. 
Cause  of  death  was  coronary  artery  occlusion. 

DR.  EMIL  M.  WELTY,  98,  of  Spokane,  Washington, 
died  April  21,  1971.  Cause  of  death  was  arterioscler- 
otic cerebrovascular  disease.  He  was  born  in  Ohio,  and 
attended  the  Medico-Chirurgical  College  of  Philadel- 
phia, in  Pennsylvania,  where  he  received  his  medical 
degree  in  1903.  He  was  a general  practitioner  in  Spo- 
kane from  191 1 until  bis  retirement  in  1950. 

DR.  WILLIAM  H.  GRAY,  60,  of  Yakima,  Washington, 
died  April  13,  1971.  Death  was  caused  by  carcinoma 
of  the  transverse  colon,  with  metastases.  He  was  born 
at  Mendocino,  California,  was  a graduate  of  Stanford 
University  and  received  his  medical  degree  in  1937 
from  Washington  University  School  of  Medicine,  St. 
Louis,  Missouri.  He  had  been  a surgeon  in  Yakima 
since  1946,  after  serving  in  the  U.S.  Army  Medical 
Corps  during  World  War  II. 

DR.  SAM  RAY  PAGE,  73,  of  Walla  Walla,  Washington, 
died  March  2,  1971.  He  was  born  in  Florida,  and  re- 
ceived bis  medical  degree  in  1929  at  the  University  of 
Oregon  Medical  School.  A cerebrovascular  incident 
was  the  cause  of  death.  He  had  been  a general  practi- 
tioner. 


DR.  JAMES  GARTH  MOONEY,  50,  of  Bellevue, 
Washington,  died  April  3,  1971,  after  a long  illness. 
Born  in  Cle  Elum,  be  was  a 1945  graduate  of  the  Univ- 
ersity of  Oregon  Medical  School.  He  had  been  an  or- 
thopedic surgeon  in  the  Seattle  area  since  1945. 

DR.  ROBERT  H.  HENDERSON,  85,  of  Medford,  Ore- 
gon, died  April  3,  1971.  Cause  of  death  was  a cerebral 
hemorrhage.  He  was  born  in  Clearfield,  Iowa,  and  was 
a 1901  graduate  of  Rush  Medical  College,  Chicago, 
Illinois.  He  had  lived  in  Medford  since  I960. 


Still  serving... 


Miltown^ 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
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By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”® 


Big  boys  don’t  cry.  If  more  men  cr  I,  :e 
maybe  fewer  would  wind  up  with  duodeali 
ulcers.  But  men  will  be  men— the  sum  totaof  js 
their  genes  and  what  t 
are  taught.  Schottsta  Itici 
observes  that  whe  a ■ 
mother  admonishes  irisi 
son  who  has  hurt  himilf'i 
that  big  boys  don’t  cry,  le 
is  teaching  I n 
stoicism.^  Crying  is  e ,j[, 
negation  of  everyth 
society  thinks  of  as  mar  r. 
A boy  starts  defending  .s " 
manhood  at  an  early  a r. 


Take  away  stns,  .^ 
you  can  take  away  symptois. 

There  is  no  question  that  stress  playa^j 
role  in  the  etiology  of  duodenal  ulc’^^j 
Alvarez®  observes  that  many  a man  with  n 
ulcer  loses  his  symptoms  the  day  he  shuts  p 
the  office  and  starts  out  on  a vacation,  le 
problem  is,  the  type  of  man  likely  to  have  n 
ulcer  is  the  type  least  likely  to  take  leg 
vacations  or  take  it  easy  at  work. 


The  rest  cure  vs.  the  two-way  action  frfi 
Librax.®  For  most  patients,  the  rest  cures, 
as  unrealistic  as  it  is  desirable.  Still,  ti 
stress  factor  must  be  dealt  with.  And  hc3 
is  where  the  dual  action  of  adjunctive  Libn^, 
can  help.  Librax  is  the  only  drug  that  co  -jj 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”® 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.® 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”® 


I s the  antianxiety 
on  of  Librium® 
brdiazepoxide  HCl) 

.1  the  dependable  / . 
; secretory/ 

. spasmodic 
l)n  of 

1 t’zan®  (clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
lility.  The  action  of  Librium  reduces 
: ety — helps  protect  the  vulnerable  patient 
n the  psychological  overreaction  to  stress 

I clutches  his  stomach.  At  the  same  time, 
action  of  Quarzan  helps  quiet  the  hyper- 
l7e  gut,  decreasing  hypermotility  and 
l3i’secretion. 

An  inner  healing  environment  with  1 
capsules,  3 or  4 times  daily.  Of  course, 
(e’s  more  to  the  treatment  of  duodenal 
cr  than  a prescription  for  Librax.  The  pa- 
‘ : — with  your  guidance — will  have  to  ad- 
5 to  a different  pattern  of  living  if  treat- 
Bt  is  to  succeed.  During  this  adjustment 
iDd,  1 or  2 capsules  of  Librax  3 or  4 times 
IV  can  help  establish  a desirable  environ- 
E t for  healing. 

Librax:  It  canT  change  man’s  nature. 
J it  can  usually  make  it  easier  for  men  to 
{ with  the  discomfort  of  stress— both 
3 hie  and  gastric — that  can  precipitate 

II  exacerbate  duodenal  ulcer. 

1 ax : Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  {e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis) , jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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. . .that  call  for  strong  medicine 
. . .the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren’t  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper's  delight. 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 


The  round-the-clock  oral  deconge/tont 


Clinical  Considerations:  Indications:  DRIXORAL  is  indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
and  perenniol  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tube  blockage. 

Contraindications:  DRIXORAL  should  not  be  given  to  children  under  12  yeors 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  of  this  preparotion  for  use  during  gestation  and  lacta- 
tion is  established.  The  preparation  is  contraindicoted  also  in  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
other  preparotions  containing  central  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  cautioned  obout  possible  additive  effects  with 
olcohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
tronquilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrine-contoining  preporations 
should  be  used  with  caution  in  the  presence  of;  hypertension;  coronary  artery 
disease;  any  other  cardiovascular  disease,-  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions:  The  physician  should  be  olert 
to  the  possibility  of  all  possible  odverse  reoctions  which  have  been  observed 
with  sympathomimetic  and  antihistaminic  drugs.  These  include:  drowsiness,- 
confusion;  restlessness;  nausea,-  vomiting;  drug  rash;  vertigo;  polpitotion,- 
anorexio;  dizziness,-  dysuria  due  to  vesicle  sphincter  spasm;  headache;  In- 
somnia,- anxiety;  tension,-  weakness;  tachycardia;  angina;  sweating,-  blood 
pressure  elevation,-  mydriosis;  gastric  distress;  abdominal  cramps;  centrol  ner- 
vous system  stimulation;  circulotory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083. 


EDITORIAL 


Continuing  Education  - Methodology 


How  to  keep  up  with  progress  in  medicine  con- 
cerns all  physicians.  The  paper  by  Ellsworth  and 
Graeber,  in  this  issue,  therefore  should  be  of  general 
interest,  although  it  is  based  upon  response  to  a ques- 
tionnaire directed  to  determine  the  ideas  of  ophthal- 
mologists. Almost  50  percent  of  282  ophthalmolo- 
gists practicing  in  the  Pacific  Northwest  were  con- 
cerned enough  about  current  inadequacies  of  continu- 
ing education  to  answer  a relatively  lengthy  question- 
naire. 

Despite  the  considerable  attention  given  to  innova- 
tions, such  as  audiovisual  aids,  journals  were  rated  first 
among  currently  available  resources.  A fine  array  of 
specialty  journals  is  available  to  ophthalmologists  and 
most  receive  at  least  two  broad-coverage  journals,  like 
JAMA  and  NORTHWEST  MEDICINE.  In  addition  to 
relatively  low  cost  and  convenience,  journals  provide 

opportunities  for  physicians  to  be  highly  selective  in 
their  studies.  Most  physicians  are  fast  and  effective 
readers  and,  therefore,  can  review  a single  issue  of  a 
journal,  like  the  Archives  of  Ophthalmology,  in  a frac- 
tion of  the  time  that  its  contents  can  be  presented  on 
audio  tapes,  films,  or  audiovisual  cartridges.  There  is, 
of  course,  a place  for  these  teaching  modalities.  For 
example,  the  Department  of  Ophthalmology  at  the 
University  of  Oregon  Medical  School  is  continuing  to 
produce  16  mm  films  illustrating  techniques  and  pro- 
cedures which  can  be  presented  more  effectively  than 
by  other  means.  To  overcome  the  inconvenience  of 
using  conventional  projectors,  we  are  processing  these 
films  into  cartridges  for  portable  audiovisual  projec- 
tors and,  at  the  same  time,  preparing  for  the  advent  of 
tape  cassettes  which  physicians  will  be  able  to  plug 
into  their  television  sets  at  home. 

Regional  and  national  meetings  received  relatively 
high  ratings  in  the  survey  conducted  by  Ellsworth  and 
Graeber.  Practicing  ophthalmologists  expressed  a pref- 
erence for  meetings  centered  around  identifiable  sub- 
ject areas  which  can  be  explored  in  depth  with  multi- 
ple short  presentations  of  original  material.  This  is  in 
agreement  with  observations  made  by  our  Department 
of  Ophthalmology  in  the  course  of  participating  in  the 
organization  of  over  50  one-  to  three-day  postgraduate 
sessions  in  the  last  25  years.  Physicians  have  become 
quite  critical  of  poorly  organized  papers  and  long  re- 
views, even  if  given  by  famous  clinicians.  There  is  a 
strong  preference  for  “live”  performances.  The  show- 
ing of  films  obtained  on  loan  from  other  institutions 
is  no  longer  an  acceptable  means  of  filling  out  the  pro- 
gram of  a regional  meeting. 

Teachers  who  present  clinically  relevant  material 
concisely  and  in  an  effective  and  interesting  way  still 
attract  audiences  of  practicing  physicians;  however,  in 
recent  years,  those  parts  of  our  programs  in  which 
physicians  actively  participate  in  discussions  and  prac- 
tice sessions  along  with  examination  of  patients  have 
become  increasingly  popular.  For  example,  our  Oph- 
thalmology Department  has  monthly  “open  clinic”  in 
which  practicing  physicians,  faculty,  and  residents 


examine  and  discuss  patients.  These  clinics  have  been 
so  popular  that  it  has  not  been  possible  to  accommo- 
date adequately  all  who  wish  to  attend.  It  is  planned 
to  increa.se  the  frequency  of  the  clinics  and  to  orient 
them  around  specific  clinical  problems  so  that  physi- 
cians will  be  able  to  attend  the  clinic  of  their  special 
interest  or  need. 

There  is  increasing  demand  from  practicing  physi- 
cians to  spend  time  in  the  Medical  School  working 
with  the  faculty  and  patients.  Our  experience  is  lim- 
ited, but  indicates  that  this  is  a most  effective  means 
of  learning  and  mastering  new  techniques  and  is  of 
particular  importance  in  ophthalmology  which  has 
benefited  from  many  technicologic  developments, 
such  as  lasers  and  fluorescein  angiography. 

Ellsworth  and  Graeber  also  have  recognized  that  in- 
service  training  is  of  the  greatest  value  to  the  practic- 
ing physician  when  he  actually  participates  in  depart- 
mental programs  as  compared  to  being  an  observer. 
For  this  reason,  they  have  carried  forward  the  con- 
cept of  in-service  training  to  include  some  teaching  on 
the  part  of  the  practicing  physician.  How  well  does  it 
work?  In  1970,  Dr.  Ellsworth  spent  a week  as  a visit- 
ing instructor  in  the  Department  of  Ophthalmology. 
In  contrast  to  other  visitors  who  came  as  observers. 
Dr.  Ellsworth  participated  in  classes  and  conferences, 
worked  with  resident  physicians  in  the  clinic,  and  as- 
sisted in  surgery.  He  came  prepared  to  teach  as  well  as 
to  learn.  The  result  was  a profitable  experience  for 
everyone  concerned.  Not  all  practicing  physicians 
have  Dr.  Ellsworth’s  interest  and  experience  in  teach- 
ing and  clinical  investigation,  but  they  can  still  func- 
tion as  visiting  members  of  the  faculty.  They  will  find 
that  students  and  resident  physicians  are  keenly  inter- 
ested in  “how  it  is  done  in  practice.” 

As  stated  by  Ellsworth  and  Graeber,  the  establish- 
ment of  teaching-learning  programs  for  practicing  phy- 
sicians will  require  considerable  planning,  but  there 
are  other  problems.  For  example,  there  must  be  ade- 
quate facilities  for  the  visiting  physician.  Remodeling 
in  the  University  of  Oregon  Eye  Clinic  delayed  imple- 
mentation of  the  plan  in  1970-71,  and  lack  of  space  is 
still  a limiting  factor.  Unfortunately,  inadequate  fi- 
nancial support  is  limiting  expansions  of  faculty  and 
facilities  at  this  and  other  medical  schools  at  a time 
when  costs  are  increasing,  undergraduate  enrollment 
is  expanding,  and  new  curriculums  are  more  demand- 
ing of  faculty  time.  The  University  of  Oregon  Medical 
School,  nevertheless,  recognizes  its  responsibility  for 
continuing  education  and  the  value  of  in-service  train- 
ing, both  as  an  educational  method  and  as  a means  of 
establishing  better  communication  and  closer  coopera- 
tion between  the  Medical  School  and  the  community. 
The  Ophthalmology  Department  is  implementing  the 
teacher-training  program  as  rapidly  as  its  resources 
will  permit. 

KENNETH  C.  SWAN,  M.D. 

University  of  Oregon  Medical  School 
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should  Your  Diabetic  Patients 
Eat  More  Carbohydrates? 


In  the  September  issue  of  the  journal  Diabetes,  the 
American  Diabetes  Association’s  Committee  on  Food 
and  Nutrition  reports,  “There  no  longer  appears  to  be 
any  need  to  restrict  disproportionately  the  intake  of 
carbohydrates  in  the  diet  of  most  diabetic  patients.”* 
While  this  statement  reflects  a careful  review  of  several 
diet  studies,  it  also  represents  a major  change  in  the 
underlying  rationale  for  treating  diabetes. 

In  1935,  Himsworth  demonstrated  that  a high  car- 
bohydrate intake  improved  glucose  tolerance  in  nor- 
mal subjects.^  Brunzell,  et  al,  have  shown  improved 
glucose  tolerance  in  untreated  mildly  diabetic  subjects 
on  a high  carbohydrate  diet,^  while  Stone  and  Connor 
showed  a similar  response  in  diabetic  patients  requir- 
ing insulin.^  While  acknowledging  this  improvement 
in  glucose  tolerance,  the  Diabetes  Association  Com- 
mittee report  proceeds  to  what  are  probably  more  sig- 
nificant advantages  of  not  restricting  dietary  carbo- 
hydrate, stating  that  “a  liberalized  carbohydrate  in- 
take for  the  diabetic  will  necessarily  be  associated 
with  a decrease  in  dietary  fat  and  cholesterol.” 

Thus  the  new  recommendations  look  beyond  our 
previous  concepts  about  the  risks  of  high  plasma  glu- 
cose levels.  Now  the  major  focus  is  shifted  to  the  re- 
duction of  dietary  calories,  fat  and  cholesterol  in  an 
attempt  to  cut  risk  factors  of  atherosclerotic  disease, 
a major  villain  appearing  with  increased  frequency  in 
diabetic  patients. 

From  a practical  standpoint,  what  does  this  mean 
in  terms  of  our  care  of  diabetic  patients?  Important 
is  our  improved  ability  to  individualize  diabetic  diets 
according  to  our  patients’  ethnic  and  personal  prefer- 
ences. The  comparatively  high  carbohydrate  content 
of  the  oriental  diet,  for  example,  may  now  be  regarded 
as  an  asset  rather  than  a liability  for  the  diabetic  with 
such  food  preferences.  The  physician  and  nutritionist 
can  now  focus  on  other  recommendations  of  the  com- 
mittee in  tailoring  diets  for  their  diabetic  patients  in- 
cluding, particularly  for  the  insulin  dependent  diabet- 


ic, spacing  food  intake  “in  a fashion  which  takes  into 
account  administered  insulin  and  physical  activity.” 
However,  “the  single  most  important  objective  in  diet- 
ary treatment  of  diabetic  patients,”  according  to  the 
report,  “is  control  of  total  caloric  intake  to  attain 
ideal  body  weight.”  Weight  control  remains  the  cor- 
nerstone of  dietary  therapy  of  diabetes. 

As  the  committee  points  out,  the  relaxation  of 
carbohydrate  restriction  will  “require  some  alteration 
in  long-held  precepts.”  In  addition,  long-held  precepts 
are  being  altered  with  respect  to  drug  therapy  of  dia- 
betes. The  AMA  Council  on  Drugs  evaluated  the 
University  Group  Diabetes  Program  (UGDP)  report 
and  concluded  “that  the  UGDP  has  produced  no  data 
indicating  that  therapy  directed  toward  lowering  the 
blood  glucose  level  in  adult-onset  asymptomatic  dia- 
betic patients  decreases  mortality  or  lowers  the  inci- 
dence of  non-fatal  cardiovascular  complications.”® 

Perhaps  with  fewer  “long-held  precepts”  to  hamper 
us  we  can  focus  more  clearly  on  the  particular  pro- 
blems of  our  diabetic  patients. 

FRANCIS  C.  WOOD,  JR.,  M.D. 
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Education  Equals  Growth  Equals  Change 

It  is  not  just  sufficient  for  a doctor  to  attend  a postgraduate  course  as  an  end  in  itself. 
His  virtue  in  attending,  though  commendable,  is  not  in  itself  the  endpoint.  His  attendance 
must  arouse  a sense  of  awareness,  then  interest,  and  culminate  in  a favorable  behavioral 
change  in  the  way  he  practises,  if  the  learning  experience  is  to  be  effective. 

Donald  H.  Williams,  M.D. 
Associate  Dean,  Faculty  of  Medicine 
University  of  British  Columbia 
Vancouver,  Canada 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg. /5  ml. 


V-Cillin  KIPediatric 

potassium 

phenoxymethyl 

, ,||,  available  to  the 

■^An|A|l||n  protession  on  request. 

Uvl  llvllill  I Eli  Lilly  and  Company 

’ Indianapolis,  Indiana  46206 


“Based  on  Lilly  selling  price  to  wholesalers. 
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The  Ophthalmologist  and 

Continuing  Education 

Roy  J.  Ellsworth,  M.D.,  and  Fred  O.  Graeber,  M.D.,  Boise,  Idaho 


Ophthalmologists,  as  well  as  other  health  professionals,  are  concerned  about  keeping 
current  in  their  pelds  of  specialty.  The  authors  prepared  a questionnaire  for  ophthalmolo- 
gists to  determine  what  methods  for  continuing  education  were  preferred  and  how  oph- 
thalmologists feel  about  a relatively  new  method  of  continuing  education -a  return  to  the 
university  setting  for  a teaching-learning  experience.  Returns  indicate  the  ophthalmolo- 
gists utilize  journals,  regional  meetings,  national  meetings,  tapes  and  textbooks,  in  that  or- 
der. Approximately  60  percent  of  the  respondents  indicated  an  interest  in  returning,  at 
their  own  expense,  to  the  university  setting  for  a teaching-learning  experience  in  order  to 
provide  the  best  health  care  to  consumers. 


In  our  world  of  daily  advances  in 
life  prolongation,  there  is  a general 
outcry  for  continuing  education  pro- 
grams to  keep  up  with  the  latest 
medical  discoveries  and  techniques. 
Health  professionals  who  are  con- 
cerned about  the  accessibility  to  the 
supposed  vast  store  of  recently  gain- 
ed knowledge  have  been  caught  up 
in  this  ferment  for  professional  im- 
provement. Likewise,  the  availabil- 
ity of  the  latest  information  on  the 
eye  and  its  diseases  is  of  interest  to 
most  practicing  ophthalmologists. 

In  order  to  discover  the  practicing 
ophthalmologist’s  ideas  and  attitudes 
about  the  availability  and  relative 
effectiveness  of  continuing  educa- 
tion resources,  we  devised,  with  Re- 
gional Medical  Program  assistance,* 
a simple  questionnaire  which  was 
sent  out  once  to  every  board  certi- 
fied ophthalmologist  in  the  states  of 
Idaho,  Montana,  Nevada,  Oregon, 
Utah,  Washington  and  Wyoming. 
Those  who  did  not  respond  got  no 
further  urging.  Of  the  282  question- 
naires sent  out,  144  or  almost  exact- 
ly one-half,  were  completed  and 
returned.  This  paper  will  outline 
ideas  on  continuing  education  which 


* Through  the  Idaho  Division  of  WICHE- 
Mountain  States  Regional  Medical  Pro- 
gram. The  WICHE-Mountain  States  Re- 
gional Medical  Program  encompasses  Ida- 
ho, Montana,  Nevada  and  Wyoming.  It 
is  one  of  55  Regional  Medical  Programs 
throughout  the  nation,  authorized  by 
Congress  under  PL  91-515. 


these  western  ophthalmologists  ex- 
pressed. 

It  was  assumed  that  all  ophthal- 
mologists would  be  interested  in  up- 
grading their  practices  through  some 
form  of  continuing  education.  As 
Bell-lrving  points  out,  “Ninety  per- 
cent of  what  the  physician  does  for 
his  patient  is  basic  and  not  subject 
to  obsolescence.  But,  the  remaining 
ten  percent  distinguishes  the  physi- 
cian from  the  cultist  and  faith  healer 
for  it  is  the  scientific  knowledge  that 
has  a half-life  of  only  five  years.”' 
The  ever-increasing  demand  for  more 
and  better  health  care  is  an  indica- 
tion that  the  health  professional  is 
obliged  to  further  his  education  in 
his  area  of  specialty,  using  every 
possible  resource. 

journals  are  most-used  resource 

The  first  part  of  the  question- 
naire sought  opinions  on  the  effect- 
iveness of  current  methods  of  con- 
tinuing education  in  ophthalmology. 
The  initial  question  explored  gener- 
ally the  preferred  ways  in  which 
ophthalmologists  continue  their  own 
education: 

Which  of  the  following  do  you  feel  is 
most  useful  for  your  continuing  educa- 
tion? (Rate  1-5;  1 - most  useful,  5 - least 
useful) 

Point 

1 2 3 4 5 Totals* 

A.  Journals  61  19  29  17  6 508 

B.  Regional 

Meetings  47  36  27  16  5 497 


C.  National 

Meetings  24  33  30  30  10  412 

D.  Tapes  27  21  17  24  34  352 

E.  Textbooks  2 10  19  27  59  220 

* 5 points  given  for  first  choice,  4 points 

given  for  second  choice,  etc. 

As  could  be  expected,  the  oph- 
thalmologists who  responded  found 
ophthalmological  journals  most  use- 
ful, with  regional  meetings  and  then 
national  meetings  as  their  next  most 
useful  resource.  Their  answers  to 
another  part  of  this  question  indica- 
ted that,  on  the  average,  ophthal- 
mologists value  journals  and  find 
them  pertinent  to  their  practice.  As 
one  would  expect  in  this  publish-or- 
perish  world,  there  is  some  belief 
that  the  needs  of  the  author  to 
meet  university  demands  to  publish, 
whether  or  not  the  material  is  clinic- 
ally useful,  is  given  precedence  over 
the  author’s  desire  to  inform  a read- 
er. This  was  explored  further  in  the 
following: 

Do  you  feel  the  articles  in  the  oph- 
thalmological journals: 

A.  Cover  pertinent  clinical  material? 

Yes  93  No Tj 

B.  Are  well-edited  so  that  only  well- 

written,  well-researched  articles  get  pub- 
lished? Yes  48  No  72 

C.  Are  too  lengthy  and  not  to  the 

point?  Yes  80  No ^ 

D.  Perpetuate  the  “publish-or-perish” 

concept?  Yes  93  No ^ 

Many  comments  made  on  this 
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part  of  the  questionnaire  indicate 
some  displeasure  at  the  relative  lack 
of  clinically  useful  articles  in  the 
most  frequently  read  ophthalmol- 
ogical  journals. 

The  next  phase  of  the  question- 
naire dealt  with  attendance  at  or- 
ganized scientific  meetings; 

How  many  meetings  do  you  attend 
per  year? 

The  great  majority  of  answers  fell 
within  the  range  of  2-4,  with  extremes 
varying  from  0-18. 

Do  the  meetings  you  attend  cover 
pertinent  clinical  material? 

Yes  133No 4 

Do  you  feel  the  speakers  too  often 
present  papers  on  their  pet  research 
project?  Yes  59  No 70 

Do  you  feel  the  papers  are  too 
lengthy?  Yes  28  No  105 

How  many  minutes  should  a speaker 
generally  be  given  to  make  his  presenta- 
tion? 

The  consensus  was  from  20  to  30 
minutes. 

Many  comments  on  this  section 
of  the  questionnaire  indicate  that 
ophthalmologists  prefer  courses  de- 
signed around  a specific  topic  or 
problem  area,  because  the  choice  of 
a meeting  to  attend  can  most  easily 
be  correlated  with  self-identified 
interests  and  needs. 

learning-teaching  situations 

The  next  part  of  the  question- 
naire concerned  a relatively  new 
proposal  for  continuing  education 
in  ophthalmology  — a return  to  a 
university  ophthalmology  depart- 
ment to  participate  in  learning- 
teaching situations  for  a given  period 
of  time.  This  would  afford  the  prac- 
titioner an  opportunity  to  refresh 
his  skills  by  teaching  students,  as 
well  as  to  learn  new  techniques  in 
the  university  setting.  Ophthalmol- 
ogists were  queried: 

Would  you  be  interested  in  spending 
some  time  in  a university  department  of 
ophthalmology  as  a visiting  clinical  in- 
structor involved  in  teaching  residents, 
students,  rounds,  conferences,  etc.? 

Yes  86  No 46 

(12  already  do  so) 

A.  If  the  answer  is  “yes,”  how  much 
time  do  you  feel  would  benefit  you  as  a 
clinical  instructor  in  ophthalmology  at  a 
medical  school  department? 

Answers  grouped  evenly  between  1 
day  per  month;  1 week  per  year;  and  2 
weeks  per  year. 

B.  Do  you  feel  it  would  be  necessary 
for  the  university  to  offer  a stipend  for 


your  time  spent  there,  or  provide  reim- 
bursement for  your  travel  expenses? 

Yes  27  No  77 

Response  to  this  idea  in  continu- 
ing education  indicates  that  ophthal- 
mologists would  be  interested  in  re- 
turning to  the  university  setting  as 
learners-teachers  — at  their  own  ex- 
pense — in  order  to  keep  current 
with  advances  in  ophthalmology. 

recertification  for  ophthalmologists 

The  final  section  of  the  question- 
naire dealt  with  the  idea  of  periodic 
recertification  as  a means  of  insuring 
that  all  ophthalmologists  maintain  a 
standard  level  of  performance; 

Are  you  in  favor  of  periodic  recertifi- 
cation of  ophthalmologists? 

Yes  70  No 93 

Should  recertification  be: 

Voluntary?  67  Compulsory?  29 

Should  this  be  a function  of: 

A.  American  Academy  of  Ophthal- 
mology and  Otolaryngology?  28 

B.  American  Board  of  Ophthalmol- 
ogy?   53^ 

How  often  should  recertification  be 
required? 

Half  the  respondents  said  five  years 
and  about  one-third  said  ten  years. 

What  criteria  for  recertification  should 
be  used: 

A.  Satisfactory  evidence  of  participa- 
tion in  continuing  education  activities? 

72 

B.  Repetition  of  Board  Examinations? 

1 

C.  Other  written  examination  geared 
to  the  practicing  ophthalmologist? 

36 

The  returns  indicated  that  the 
majority  of  ophthalmologists  oppose 
compulsory  recertification.  Oph- 
thalmologists seem  to  feel  that  any 
recertification  program  should  be 
voluntary,  based  on  continuing  edu- 
cation efforts,  and  should  be  the  re- 
sponsibility of  the  American  Board 
of  Ophthalmology. 

Assuming  that  the  reportings 
from  the  respondents  would  hold 
true  for  most  of  the  ophthalmolo- 
gists in  the  area  surveyed,  it  is  evi- 
dent that  ophthalmologists  feel  a 
need  for  continuing  education  pro- 
grams in  order  to  perform  most  ef- 
fectively. Many  ophthalmologists 
are  utilizing  all  the  means  of  contin- 
uing education  currently  available 
and  are  interested  in  new  and  more 
effective  methods  of  upgrading  skills. 
Ophthalmologists  who  responded  to 


the  questionnaire  were  attracted  to 
continuing  their  education  at  the 
university  for  several  reasons: 

1.  They  would  learn  new  techniques 
developed  since  their  residency  days. 

2.  They  would  obtain  the  stimulation 
that  comes  from  exposure  to  academic 
and  research  medicine. 

3.  Ophthalmologists  felt  that  by  be- 
coming teachers  (as  they  were  in  their 
residency  days),  they  could  add  to  their 
own  knowledge,  since  teaching  is  often  a 
self-stimulant  for  learning. 

Storey,  et  al,^  state  that  just  as 
information  flows  in  both  directions 
between  physicians  and  patients,  so 
it  must  flow  between  physician- 
learners  and  physician-teachers.  Un- 
til physicians,  with  their  first-hand 
experience,  can  participate  in  the 
identification  and  definition  of  med- 
ical problems,  there  will  be  no  real 
progress  in  relevant  continuing  edu- 
cation activities.  Studying  and  prac- 
ticing with  peers  enables  one  to 
learn  by  observing  and  participating 
in  the  actual  process  at  hand.  One- 
sided, often  static  presentations  such 
as  lectures  or  journal  articles  lack 
the  involvement  element  present  in 
the  learning-teaching  situation. 

Another  benefit  of  the  return  to 
a university  ophthalmology  depan- 
ment  is  the  opportunity  for  more 
immediate  evaluation  of  the  learner. 
As  a learner-teacher,  the  participant 
will  soon  know  his  degree  of  suc- 
cess, through  peer  response  to  his 
participation.  Effective  activities 
will  be  reinforced  while  unsuccess- 
ful efforts  can  quickly  be  spotted 
and  eradicated. 

the  university's  responsibility 

To  meet  the  needs  of  better  con- 
tinuing education  programs  for  the 
ophthalmologist,  the  authors  sug- 
gest that  each  university  department 
of  ophthalmology  consider  the  ap- 
pointment of  a director  of  continu- 
ing education  to  develop  programs 
in  which  practicing  ophthalmolo- 
gists are  encouraged  to  spend  time 
in  the  department  and  become  in- 
volved in  learner-teacher  situations. 
Of  the  144  questionnaire  responses 
received,  86,  or  approximately  60 
percent,  of  the  ophthalmologists  in- 
dicated an  interest  in  returning  to  a 
university  ophthalmologic  depart- 
ment for  additional  learning-teaching 
experiences.  In  order  for  the  86  to 
receive  one  week  of  experience  each 
year,  it  would  be  necessary  for  each 
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university  department  of  ophthal- 
mology in  the  northwest  to  have 
space  available  for  a visiting  ophthal- 
mologist at  all  times.  Such  a pro- 
gram would  require  the  coordination 
of  a continuing  education  director. 

Medical  schools  and  departments 
of  ophthalmology,  for  the  most  part, 
have  not  yet  accepted  continuing 
education  of  practicing  physicians 
as  a major  responsibility.  Meager 
funds  are  budgeted  and  relatively 
little  time  is  devoted  to  this  purpose. 
If  high  quality  care  is  to  be  given  by 
those  who  comprise  the  great  major- 
ity of  physicians  in  this  county,  the 
availability  of  adequate  resources  in 
order  to  continue  physician  educa- 
tion must  be  considered  as  import- 
ant as  the  primary  education  he  re- 
ceived. Medical  students  and  resi- 


dents should  profit  from  what,  in 
effect,  will  be  an  expanded  faculty. 
The  consumer  should  benefit  most 
of  all  when  he  has  the  availability  of 
the  best  trained  personnel  to  meet 
his  health  needs. 

Should  universities  establish  di- 
rectors for  continuing  education, 
specific  departments  might  concen- 
trate on  areas  in  which  they  have 
special  interests,  expertise  and  na- 
tional reputation.  The  practitioner 
could  then  most  easily  select  an  ap- 
propriate resource  for  his  own  iden- 
tified area  of  greatest  need.  As 
Miller  points  out,  men  learn  what 
they  want  to  learn. ^ With  a variety 
of  continuing  education  programs 
available,  including  a return  to  the 
university  center,  the  ophthalmo- 
logist would  be  free  to  select  the 


resource  that  would  most  effective- 
ly meet  his  needs  and  would  be 
most  beneficial  to  the  consumers 
he  serves. 

2402  West  Jefferson 
(83702) 
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Violence 

The  pattern  has  emerged  of  a society  with  violence  as  one  of  its  most  common  behav- 
ioral traits.  Violence  is  both  the  solution  to  problems  and  an  entertainment.  Now  it  may 
be  claimed  that  the  violence  in  these  cases  is  different  in  kind;  that  political  aggression  is 
quite  different  from  the  unjustified,  wanton  boot-slinging  of  thugs;  that  one  is  the  natural 
and  necessary  method  of  removing  intolerable  burden  and  the  other  is  an  example  of  frus- 
trations or  vindictiveness,  or  cruelty.  That  distinction  is  superficially  very  attractive  but  is 
insidious,  for  in  justifying  one  form  and  condemning  the  other,  the  argument  perpetuates 
the  cause  of  the  thuggery. 


A.  M.  Turner,  Editor,  in  Guy’s  Hospital  Gazette,  August  1971 
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Patient  Origin  Study 

LAWRENCE  J.  SHARP,  PH.D.,  and  WILLIAM  T.  McCARTHY,  M.C.,  Seattle,  Washington 

Sponsored  chiefly  by  the  Comprehensive  Health  Planning  Agencies  and  Regional  Medi- 
cal Programs  of  Idaho,  Oregon  and  Washington/Alaska,  the  Patient  Origin  Study  has  pro- 
vided many  facts  about  hospital  patients  and  services  in  the  Northwest.  Such  factors  as 
patient  travel  in  relation  to  diagnosis,  length  of  stay,  service  needs,  and  hospital  service 
areas  have  been  outlined  for  the  whole  Northwest  Region  for  the  first  time.  This  is  signifi- 
cant information  for  the  future  development  of  quality  hospital  care. 


The  hospital  nearest  his  home  is 
the  patient’s  choice  and  the  hospital 
nearest  his  office  is  the  physician’s 
preference.  This  pattern  is  so  sharp- 
ly illustrated  in  this  patient  origin 
study  that  we  believe  it  has  import- 
ant implications  for  hospital  boards, 
hospital  staffs,  and  others  interested 
in  planning  new  hospital  services  or 
redistribution  of  services. 

Data  we  are  reporting  were  ob- 
tained from  251  hospitals  in  Ore- 
gon, Washington,  and  Idaho,  during 


a three-month  period  in  1967.  We 
maintained  collection  quality  con- 
trols and  derived  the  analysis  through 
data  processing  techniques. 

methods 

Participating  hospitals  were  pro- 
vided with  a simple,  one-page  ab- 
stracting form.  Medical  records  per- 
sonnel used  this  form  in  reporting 
case  history  data  for  each  hospital- 
ization during  the  sampling  period 


from  September  through  November, 
1967.  Because  of  the  necessity  to 
maintain  data  collection  quality  con- 
trols, to  compile  and  analyze  the 
data  through  the  use  of  data  process- 
ing techniques,  and  to  prepare  writ- 
ten reports,  the  entire  process  took 
two  years. 

A total  of  203,458  discharges 
were  reported  by  the  251  partici- 
pating hospitals  during  the  three- 
month  sampling  period.  By  careful 
quality  controls,  the  study  obtained 


TABLE  1 - TOTAL  PATIENTS  HOSPITALIZED  IN: 


Washington 

Orego 

n 

Idaho 

Three  State  Region 

N 

% 

N 

% 

N 

% 

N 

% 

N 

107,914 

100.00 

68,311 

100.00 

22,147 

100.00 

198,372 

100.0C 

From: 

% 

54.4 

34.4 

11.2 

100.0 

Washington 

N 

103,857 

96.21 

1,710 

2.50 

322 

1.46 

105,889 

53.3? 

% 

98.08 

1.61 

.31 

100.0 

Oregon 

N 

1,104 

1.02 

64,924 

95.02 

273 

1.23 

66,301 

33.4: 

% 

1.66 

97,92 

.42 

100.0 

Idaho 

N 

1,162 

1.08 

501 

.74 

20,788 

93.86 

22,451 

11.3: 

% 

5.18 

3.34 

91.48 

100.0 

Alaska 

N 

412 

.38 

34 

.05 

4 

.02 

450 

.2: 

% 

91.56 

7.56 

.88 

100.0 

Canada 

N 

83 

.08 

5 

.01 

— 

— 

88 

.0^ 

% 

94.32 

5.58 

- 

100.0 

W.  Montana 

N 

351 

.33 

35 

.05 

161 

.73 

547 

.2? 

% 

64.17 

6.40 

29.43 

100.0 

W.  Wyoming 

N 

4 

.01 

— 

— 

57 

.26 

61 

.o: 

% 

6.56 

- 

93.44 

100.0 

N.  Utah 

N 

16 

.01 

3 

.01 

42 

.19 

61 

.0: 

% 

26.63 

4.92 

68.85 

100.0 

N.  Nevada 

N 

2 

.01 

13 

.02 

51 

.23 

66 

.o: 

% 

3.03 

19.70 

77.27 

100.0 

N.  California 

N 

20 

.02 

420 

.61 

4 

.02 

444 

.2: 

% 

4.50 

94.59 

.91 

100.0 

Elsewhere 

N 

903 

.84 

666 

.98 

445 

2.00 

2,014 

i.o: 

% 

44.85 

33.09 

22.06 

100.0 
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and  analyzed  198,372  (97.5  per- 
cent). 


TABLE  2 
DISTANCES 


selected  findings 

Hospitalizations.  Of  the  198,372 
patients  discharged  from  the  251 
participating  hospitals  (excluding 
newborns)  during  September,  Octo- 
ber, and  November,  1967,  107,914 
(54.4  percent)  were  hospitalized  in 
Washington,  68,311  (34.4  percent) 
in  Oregon,  and  22,147  (11.2  per- 
cent) in  Idaho.  Of  these  198,372 
discharges,  all  but  3,7  31  (1.9  per- 
cent) resided  either  in  Washington, 
Oregon,  or  Idaho,  Table  1.  Overall, 
the  hospitals  of  the  three  states 
served  their  own  citizens  about  98 
percent  of  the  time,  and  citizens  of 
other  states  about  2 percent  of  the 
time. 

Widely  scattered  areas  of  the 
United  States  and  other  nations  ac- 
counted for  2,014  of  the  3,7  31  pa- 
tients who  came  into  Washington, 
Oregon,  and  Idaho  to  be  hospital- 
ized. The  remainder  were  from 
Alaska  (450),  Canada  (88),  western 
Montana  (547),  western  Wyoming 
(611),  northern  Utah  (61),  northern 
Nevada  (66),  and  northern  Cali- 
fornia (444). 

While  hospitals  in  Washington 
reported  107,914  hospitalizations, 
only  103,857  were  Washington  resi- 
dents. Residents  from  Idaho  (322) 
and  Oregon  (1,710),  as  well  as  peo- 
ple from  such  areas  as  noted  previ- 
ously, were  also  hospitalized  in 
Washington.  Whereas  Oregon  report- 
ed 68,311  hospitalizations,  64,924 
were  residents,  1,104  came  from 
Washington,  and  273  from  Idaho. 
Similarly,  Idaho  reported  22,147 
hospitalizations  — 20,788  were  resi- 
dents, 1,162  from  Washington,  and 
501  from  Oregon. 

To  summarize,  96.2  percent  of 
Washington  hospitalizations  were  of 
Washington  residents;  95.0  percent 
of  Oregon  hospitalizations  were  of 
Oregon  residents;  and  93.8  percent 
of  Idaho  hospitalizations  were  of 
Idaho  residents.  Except  for  such  ge- 
ographic areas  as  Spokane-northern 
Idaho,  southwestern  Washington- 
Portland,  and  Ontario,  Oregon-Boise, 
Idaho,  interstate  hospitalizations  are 
a small  proportion  of  total  hospital- 
izations in  the  Northwest. 

Travel.  Radial  mileage  distances 
patients  travelled  for  hospital  care 
were  calculated.  Table  2.  The  aver- 
age distance  75  percent  of  the  pa- 
tients travelled  was  10  miles  or  less. 


Distance  (in  miles) 
75%  of  Patients  Came 


Distance  (in  miles) 
90%  of  Patients  Came 


Hospital  Bed  Size  Number 

For  Hospitalization 

For  Hospitalii 

100  or  Less 

180 

8.6 

17.2 

101  to  200 

46 

12.5 

19.6 

201  to  300 

8 

13.9 

24.5 

301  to  More 

17 

17.4 

28.7 

All  Hospitals 

251 

10.0 

18.6 

Large  Urban  Center 

Hospitals 

67 

15.2 

27.3 

Other  Community 

Hospitals 

184 

8.1 

15.4 

Average  Hospital 

of  145  beds 

13.1 

21.8 

Ninety  percent  travelled  18.6  miles 
or  less. 

Larger  hospitals,  usually  found  in 
larger  communities  having  greater 
population  density  received  75  per- 
cent of  their  patients  from  within 
15.2  radial  miles,  or  less,  and  90  per- 
cent from  within  27.3  miles,  or  less. 

This  contrasts  with  hospitals  out- 
side urban  areas.  Facilities  such  as 
these  received  75  percent  of  their 
patients  from  within  a radial  dis- 
tance of  8.1  miles,  and  90  percent 
from  within  15.4  miles.  Indeed,  the 
smaller  the  hospital,  the  shorter  the 
radial  distance  from  within  which 
patients  came  for  care.  This  was 
true  whether  the  hospital  was  loca- 
ted in  a small  or  large  community. 

Diagnosis.  There  were  a few  trav- 
el variations  associated  with  diagno- 
sis. Patients  requiring  specialized 
surgery,  radiation  therapy,  extensive 
diagnostic  work,  or  carefully  con- 
trolled medical  therapies  within  the 
hospital  were  much  more  likely  to 
travel  to  communities  with  large 
hospitals,  medical  staffs  covering  a 
broad  range  of  specialties,  and  with 


other  less  frequently  found  ancillary 
services.  The  number  of  patients  in 
this  category,  however,  made  up 
less  than  7 percent  of  the  total. 

About  1.5  percent  of  patients 
within  the  three  states  were  hospital- 
ized and  given  diagnoses  associated 
with  emergency  care  needs.  These 
included  people  involved  in  trans- 
port and  non-transport  accidents, 
those  with  complications  resulting 
from  medical  care,  and  those  suffer- 
ing late  effects  from  injuries  and 
poisonings.  Table  3. 

Patients  diagnosed  as  having  heart 
disease,  cancer,  and  stroke  made  up 
8.9,  4.4,  and  1.6  percent,  respective- 
ly, of  the  total  number  of  hospitali- 
zations. While  “emergencies,”  and 
heart,  cancer,  and  stroke  comprised 
about  15.4  percent  of  the  total 
number  of  hospitalizations,  their 
drain  on  hospital  connected  services 
is  indicated  by  the  fact  that  these 
patients  used  about  21.7  percent  of 
the  census  days  reported  for  all  hos- 
pitalizations in  the  three  states.  In 
addition,  these  kinds  of  patients 
were  likely  to  require  those  services 


TABLE  3 

PERCENT  OF  PATIENTS  AND 
PATIENT  DAYS  BY  DIAGNOSIS 


Total 

Census 

Diagnostic  Group 

Patients 

Days  Needed 

% 

% 

Emergencies 

1.5 

1.8 

Cancer 

4.4 

6.1 

Stroke 

1.6 

2.3 

Heart  Disease 

8.9 

11.5 

Subtotal  Above  Diagnoses 

15.4 

21.7 

ALL  Other  Diagnoses 

84.6 

78.3 
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TABLE  4 
TYPES  OF  CARE 


Medical 

Surgical 

Obstetrical 

Hospitals  In: 

% 

% 

% 

Idaho 

47.6 

39.7 

12.7 

Washington 

41.6 

45.3 

13.1 

Oregon 

40.1 

48.3 

11.6 

Urban  Centers 

41.3 

51.4 

7.3 

Rural  Communities 
Smaller  Urban 

42.8 

39.6 

17.6 

Communities 

43.6 

45.2 

11.2 

(e.g.,  complicated  surgery,  extended 
therapy  using  specialized  equipment, 
etc.)  associated  both  with  longer 
lengths  of  stay  and  greater  travel 
distances. 

Length  of  stay  and  service.  Over- 
all length  of  hospital  stay  averaged 
between  five  and  seven  days.  In  this 
respect,  there  were  some  interesting 
variations  by  hospital  type,  patient 
service  requirements,  and  patient 
travel  distance. 

Private,  non-profit,  short-stay  gen- 
eral hospitals  had  the  shortest  aver- 
age lengths  of  stay.  As  might  be  ex- 
pected, specialized  facilities,  such  as 
mental  hospitals,  tuberculosis  and 
respiratory  disease  sanatoria,  burn 
hospitals,  etc.,  had  the  longer  lengths 
of  stay.  When  it  was  possible  to 
make  comparisons,  as  in  the  case 
of  government  hospitals  and  pri- 
vate hospitals  having  similar  care 
missions,  government  hospitals  had 
lengths  of  stay  about  one  and  one- 
half  times  longer. 

Patient  service  requirements  were 
related  to  length  of  stay.  Obstetrical 
patients  had  the  shortest  average 
lengths  of  stay  (between  three  and 
four  days).  Medical  service  patients 
averaged  between  five  and  eight 
days,  and  surgical  service  patients 
between  six  and  ten  days. 

Travel  distance  was  related  to 
length  of  stay  in  that  patients  who 
came  farther  distances  were  likely  to 
stay  from  one  to  four  days  longer 
than  patients  from  shorter  distances. 
Indeed,  when  statistical  controls  to 
maintain  uniform  categories  of  hos- 
pital types,  patient  service  require- 
ments, and  travel  distances  were 
used,  average  length  of  stay  between 
hospitals  was  very’  consistent.  This 
may  have  implications  for  the  use  of 
average  length  of  stay  and  utilization 
review  procedures  in  identifying  and 
analyzing  patients  placing  a greater 
than  average  drain  upon  hospital 
care  resources. 

In  terms  of  patients  requiring 
medical,  surgical,  and  obstetrical 
services,  there  were  variations  be- 
tween the  states  of  Oregon,  Idaho, 
and  Washington,  as  well  as  between 
hospitals  located  in  urban  centers, 
smaller  urban  communities,  and  in 
rural  communities.  Table  4. 

While  the  proportion  of  obstetri- 
cal care  provided  in  the  hospitals  of 
Washington,  Oregon,  and  Idaho  was 
very'  similar,  Idaho  hospitals  were 
providing  more  medical  than  surgi- 
cal care.  The  reverse  was  true  in  the 


hospitals  of  Oregon  and  Washington. 

The  proportion  of  obstetrical 
care  provided  was  lowest  in  larger 
urban  community  hospitals  (7.3  per- 
cent), middle  range  in  smaller  urban 
community  hospitals  (11.2  percent), 
and  highest  in  rural  community 
hospitals  (17.6  percent).  Surgical 
care  showed  a reverse  order  (51.4, 
45.2,  and  39.6  percent,  respectively). 
Medical  care  services  were  similar  in 
these  ty’pes  of  communities. 

Hospital  service  areas.  Through 
analysis  of  data  such  as  that  report- 
ed above,  it  was  possible  to  identify 
twenty-one  general  hospital  care  re- 
gions. These  regions  were  identified 
primarily  in  terms  of  the  “ebb  and 
flow”  of  patients.  It  was  recognized 
that  other  factors,  such  as  man- 
power supply  and  facilities,  would 
have  to  be  taken  into  account  before 
these  service  areas  could  be  consid- 
ered final,  Figure  1. 

In  terms  of  the  variety  of  services 
provided  and  the  distances  from 
which  patients  come,  only  the  larger 
general  hospitals  in  the  cities  of 
Seattle,  Portland,  Spokane,  and  Boise 
appeared  to  have  a “regional”  char- 
acter. Designated  as  class  “A”  re- 
gions for  purposes  of  the  study, 
these  are  the  areas  that  import  pa- 
tients. 

Selected  areas  seem  neither  to 
import  nor  to  export  large  numbers 
of  patients.  These  have  been  desig- 
nated as  class  “B”  regions.  The  re- 
maining areas  appear  to  export  more 
patients  than  they  import.  They 
have  been  designated  as  class  “C.” 
The  study  permitted  identification 
of  four  class  “A”  regions,  five  class 
“B”  regions,  and  twelve  of  class  “C.” 

It  appeared  that  each  region  had 
hospital  facilities  that  drew  patients 
either  from  throughout  the  region, 
or,  as  in  the  case  of  the  class  “A” 


regions,  from  outside.  These  were 
called  regional  center  facilities.  Each 
region  also  had  some  facilities  that 
drew  patients  from  a major  area 
within  it.  These  were  referred  to  as 
sub-regional  centers.  The  largest 
group  of  hospitals  were  local  in 
terms  of  patient  attraction  charac- 
teristics. These  were  referred  to  as 
local  centers.  The  numbers  of  each 
kind  of  hospital  are  given  in  Figure  1. 


The  following  conclusions  may 
be  drawn  from  analysis  of  the  1967 
Patient  Origin  Study  data; 

1.  Only  about  two  percent  of  pa- 
tients hospitalized  in  Oregon,  Wash- 
ington and  Idaho  come  from  outside 
these  three  states.  These  three  states 
provide  from  93  to  96  percent  of 
the  hospitalizations  their  citizens 
require. 

2.  Hospital  care  is  a local  endeav- 
or, for  the  most  part.  The  average 
patient  comes  to  the  average  hospi- 
tal from  within  a distance  of  20 
miles.  Less  than  seven  percent  of 
those  requiring  hospitalization  travel 
more  than  this  distance.  Only  pa- 
tients requiring  specialized  services 
seem  to  travel  longer  distances. 

3.  About  half  of  the  care  offered 
in  urban  hospitals  requires  surgical 
services,  as  compared  with  40  and 
45  percent,  respectively,  in  rural  and 
smaller  urban  community  hospitals. 
Medical  care  services  are  provided 
around  40  percent  of  the  time  in  all 
hospitals,  regardless  of  their  size. 
Obstetrical  services  are  provided 
most  often  in  rural  facilities  and 
least  often  in  urban  center  facilities, 
with  facilities  in  smaller  urban  com- 
munities falling  in  between  these 
extremes. 

4.  When  hospital  type,  patient 


conclusions 
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Fig.  1 

service  requirements,  and  travel  dis- 
tances are  held  constant,  there  is 
little  variation  between  hospitals  in 
average  length  of  stay.  However,  pa- 
tients coming  greater  distances  do 
stay  from  one  to  four  days  longer. 

5.  Because  of  the  relationship 
between  travel  and  getting  hospital 
care,  it  would  appear  that  hospital 
facilities  are  distributed  in  relation- 
ship to  population  distribution. 

6.  It  is  possible  to  identify  hospi- 
tal service  areas  and  regional,  sub- 
regional, and  local  center  hospital 
facilities  through  analysis  of  patient 
origin  data.  In  the  Northwest,  there 
appear  to  be  21  such  regions,  four 
of  class  “A,”  five  of  class  “B,”  and 
twelve  of  class  “C.” 

On  the  basis  of  study  findings,  it 
is  clear  that  most  hospitals  in  most 
Northwestern  communities  are  at- 
tempting to  offer  and  are  succeeding 


in  providing  comprehensive,  acute 
care  services  and  facilities.  Because 
the  amount  of  patient  travel  over 
longer  distances  is  such  a small  pro- 
portion of  the  total,  it  is  doubtful 
great  economies,  improved  quality 
of  services,  or  increased  patient  care 
can  be  obtained  by  capitalizing  upon 
these  travel  patterns  to  achieve 
“natural”  economical  trade-offs  be- 
tween large  and  small  facilities.  In 
addition,  it  appears  that  patients 
prefer  to  be  hospitalized  near  where 
they  live,  that  physicians  prefer  to 
treat  patients  in  hospitals  close  to 
geographic  locations  of  their  profes- 
sional practices,  and  that  hospital 
boards  and  communities  are  willing 
to  do  their  best  to  make  both  of 
these  possible. 

Given  that  this  is  a reality  within 
which  all  citizens  live,  the  notion  of 
forcefully  redistributing  services  to 


Number 

I 

Local 
Hospitals 

Total  Hospitalizations  Within  Region 
September  - November,  1967,  (All 
Hospital  Types  in  Study) 

achieve  economic  trade-offs  does 
not  seem  feasible.  However,  there 
is  an  alternative.  Because  smaller  in- 
stitutions find  themselves  attempt- 
ing to  provide  most  of  the  same 
services  as  larger  facilities,  perhaps 
there  could  be  mutually  supportive 
and  cooperative  arrangements  by 
which  both  smaller  and  larger  (and 
the  patients  served)  could  benefit. 
Such  arrangements  might  center  on 
staff  continuing  education,  admini- 
strative and  management  support,  or 
even  temporary  provision  of  person- 
nel in  areas  suffering  shortages  of 
particular  skills.  While  limited  ef- 
forts of  this  type  are  being  made 
now,  perhaps  the  Patient  Origin 
Study  can  be  used  as  a basis  for  in- 
creasing the  work. 

500  University  District  Buildins 
(98105) 
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Primary  Closure  of 

Exstrophy  in  the  Newborn: 

A Preliminary  Report 


JULIAN  S.  ANSELL,  M.D. 
Seattle,  Washington 


For  an  infant  with  classical  exstrophy,  surgical  closure  of  the  abdominal  wall  within  24 
to  48  hours  of  birth  is  recommended.  Of  the  five  newborn  infants  who  have  had  surgical 
closure,  all  have  normal  upper  urinary  tracts  and  normal  renal  function,  and  two  are  con- 
tinent. Two  have  subsequently  been  diverted  to  ileal  conduits  and  one  is  too  young  to 
permit  prediction  of  the  outcome. 


In  an  excellent  article  in  this 
journal,  Beckwith  described  the  vari- 
ous types  of  exstrophy  and  their 
embryo-genesis.^  He  did  not  des- 
cribe treatment  in  that  article  except 
to  allude  to  the  difficulties.  It  is  my 
purpose  here  to  discuss  the  princi- 
ples of  surgical  treatment  and  results 
with  attempts  at  surgical  correction 
of  this  malady,  emphasizing  primary 
closure  in  the  newborn.  The  discus- 
sion is  limited,  for  the  purposes  of 
this  article,  to  that  variety  Beckwith 
described  as  classical  exstrophy. 

choice  of  treatment 

There  are  three  possible  approach- 
es to  the  treatment  of  the  patient 
with  exstrophy:  1.  no  treatment 

2.  urinary  diversion  and,  3.  surgical 
attempts  at  functional  closure. 

No  Treatment.  Although  at  least 
two  reported  patients  have  lived  to 
ripe  old  age  with  neglected  exstro- 
phy, the  social  ostracism  and  poten- 
tial for  carcinomatous  degeneration 
in  the  exposed  bladder  make  this  an 
unattractive  choice.  Hydroureter, 
hydronephrosis  and  pyelonephritis 
are  as  common  in  the  untreated  as 
in  the  treated  patient  with  extro- 
phy, Figure  1. 

Urinary  Diversion.  Urinary  diver- 
sion has  for  years  been  the  treatment 
advised  for  patients  with  exstrophy. 
But  secondary,  life-threatening  com- 
plications such  as  recurrent  pyelon- 
ephritis, hyperchloremic  acidosis, 
hypokalemia  and  a host  of  problems 
with  collecting  devices  and  stomal 
care  are  common  sequellae.  Of  the 
three  general  types  of  diversion 
(cutaneous  ureterostomy,  uretero- 


sigmoidostomy,  or  ileal  loop  diver- 
sion) I prefer  ileal  loop  diversion  at 
this  time,  because  it  appears  the 


most  promising  from  the  point  of 
view  of  long-term  survival. 

Functional  Closure.  This,  the 


Fig.  1.  Hydroureter  and  hydronephrosis  in  one-year-old  child  with  untreated 
exstrophy. 
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Fig.  2.  Comparison  of  x-rays  of  same  child’s  skeleton  at  birth  and  at  3 years  of  age.  Note  more  normal  appearance  of 
symphysis. 


ideal  solution  to  the  problem  of  ex- 
strophy, has  rarely  been  achieved. 
Nonetheless,  an  occasional  success  — 
since  Young  reported  the  first  such 
temporary  result  in  1942^  — has 
encouraged  sporadic  attempts  to 
achieve  a socially-acceptable,  func- 
tioning bladder  without  damaging 
the  upper  urinary  tract.  Sweetser, 
in  Minneapolis,  encouraged  by  a lad 
with  complete  epispadias  who  attain- 
ed continence  by  development  of 
abdominal  muscular  control,  kindled 
renewed  interest  in  primary  closure 
in  the  1950’s  and  recommended  it  be 
carried  out  before  the  child  reached 
six  months  of  age.^  Schultz’s  sug- 
gestion of  bilateral  iliac  osteotomies 
as  an  adjunct  to  closure,  which  re- 
sulted in  one  early  success,  further 
stimulated  enthusiasm  for  primary 
closure.'^  Swenson  indicated  that 
the  time  for  attempts  at  closure  was 
under  one  year  of  age^  and  Baxter 
of  Spokane  wrote  that  the  best  time 
to  undertake  reconstruction  was  un- 
der six  weeks  of  age.^  Rickham’ 
and  Nixon®  stated  that  in  the  neo- 
natal period  closure  without  osteot- 
omy is  possible.  The  recent  reports 
of  Lattimer,  et  al,^  and  Marshall*® 
are  discouraging  with  respect  to  pri- 
mary closure.  But  no  matter  wheth- 
er one  proposes  to  carry  out  urinary 
diversion  or  reconstruction  of  the 
bladder,  primary  closure  of  the  ab- 
dominal wall  is  required. 

I agree  with  Rickham  and  Nixon 
that  closure  is  simplest  and  easiest 
in  the  newborn.  The  newborn  skele- 


ton is  easily  molded.  The  bladder  is 
relatively  free  from  infection,  meta- 
plasia of  the  urothelium  is  less  pro- 
nounced, and  fluid  replacement  is 
less  of  a problem  during  the  first  24 
to  36  hours  of  life.  Sweetser  states 
that  attempts  to  bring  the  pubes  to- 
gether are  futile  because  they  subse- 
quently grow  apart.**  This  is  not 
always  the  case  when  correction  is 
made  during  the  first  48  hours  of 
life.  Figure  2.  Finally,  early  closure 
makes  the  child  more  acceptable  to 
the  mother. 

But,  as  others  have  indicated, 
closure  does  not  necessarily  bring 
continence,  a state  far  more  difficult 
to  achieve  without  causing  damage 
to  the  upper  urinary  tract. 

In  the  past  five  years  I have 
closed  five  exstophies  in  the  new- 
born period  (under  48  hours  of  age) 
and  6 in  older  infants  (under  one 
year  of  age). 

All  children  have  intravenous  py- 
elography prior  to  surgery.  The  en- 
tire body  below  the  level  of  the  xi- 
phoid process  is  surgically  prepared. 
The  initial  incision  is  made  separat- 
ing skin  from  urothelium  at  the  vesi- 
courethral junction.  The  incision  is 
than  carried  cephalad  separating 
bladder  from  skin  to  just  below  the 
umbilicus  where  care  should  be 
taken  to  avoid  the  umbilical  vessels 
and  to  remain  extra-peritoneal.  The 
incision  is  then  carried  distally  on 
either  side  of  the  urethra  at  the  mu- 
cocutaneous junction.  Approxi- 
mately 2 to  3 mm  of  bladder  wall 


and  urethra  are  exposed  everywhere 
except  for  the  external  urethral- 
meatal  junction  which  is  left  intact. 

Next  the  medial  border  of  each 
separated  pubic  ramus  is  exposed. 
From  this  landmark  the  medial  bor- 
ders of  the  recti  and  their  fascia  are 
identified  and  dissected  free.  Size  5 
French  plastic  feeding  tubes  are 
passed  into  each  ureter  and  anchor- 
ed to  the  trigonal  mucosa  with  5-0 
chromic  gut.  A third  number  5 or 
number  8 plastic  feeding  tube  is  left 
indwelling  in  the  urethra  and  is  also 
suture  fixed  to  the  trigonal  mucosa. 
Wound  closure  is  begun  by  placing 
several  4-0  Teflon  impregnated  su- 
tures into  the  bladder  wall.  An  as- 
sistant compresses  the  infant  pelvis 
between  thumb  and  forefinger  to  re- 
lieve tension  while  stitches  are  tied 
down  in  this  and  subsequent  steps 
of  the  closure. 

The  cephalic  borders  of  the  recti 
and  rectus  fascia  are  approximated 
with  4-0  figure  of  eight  Teflon  im- 
pregnated suture.  The  bladder  neck, 
vesico-urethral  junction  and  urethra 
are  similarly  closed  and  the  rest  of 
the  rectus  muscles  are  approximated. 
Two  or  three  stitches  of  2-0  Teflon 
impregnated  suture  are  placed  to  ap- 
proximate the  symphyses.  I try  to 
bring  the  pelvic  sling  muscles  to  the 
midline  anteriorly.  If  necessary,  the 
periosteum  of  the  pubic  and  ischeal 
rami  may  be  dissected  away  from 
the  cartilage  to  a point  as  far  as  1.0 
cm  from  the  midline  to  aecomplish 
this  union.  The  subcutaneous  tissues 
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Fig.  3.  Eighteen-mont'n-old  continent  female  whose 
extrophy  was  closed  at  birth. 


Fig.  4.  Normal  upper  urinary  tract  in  three-year-old  fol- 
lowing neonatal  closure. 


and  skin  are  closed  with  interrupted 
4-0  Teflon  impregnated  suture.  The 
usual  operating  time  has  been  IV2 
hours  with  blood  loss  that  has  aver- 
aged 30  ml.  In  no  case  has  blood 
loss  exceeded  40  ml  in  the  newborn. 

For  the  first  six  postoperative 
months,  the  pelvic  girdle  is  wrapped 
with  a half  length  of  a two-inch  ace 
bandage  which  is  changed  as  often 
as  necessary.  Feeding  starts  within 
eight  hours  of  operation.  The  ure- 
teral catheters  are  removed  one  at  a 
time  after  the  fifth  postoperative 
day.  The  urethral  catheter  is  left  in- 
dwelling for  10  to  14  days.  Chemo- 
therapy is  maintained  for  several 
months.  The  bladder  is  emptied  by 
Crede  maneuver  periodically  for  the 
first  four  to  six  months. 

results 

Of  the  five  neonates  closed,  four 


are  females,  one  a male.  Two  girls 
have  been  diverted  secondarily.  Two 
(a  male  and  a female)  are  continent. 
Figure  3.  One  girl  is  but  14  months 
old  and  it  is  too  early  to  tell  whether 
she  will  achieve  urinary  control.  All 
except  the  14-month  old  girl  have 
required  secondary  procedures  such 
as  hernia  repair,  epispadias  repair, 
reflux  correction  and  secondary  re- 
approximation of  the  anterior  pelvic 
sling  muscles.  On  several  occasions 
we  have  endoscopically  removed 
stitches  that  have  migrated  into  the 
bladder.  All  have  reasonably  normal 
upper  urinary  tracts.  Figure  4,  and 
normal  renal  function. 

In  contrast  with  the  good  results 
in  our  five  neonatal  closures,  only 
one  of  six  children  with  exstrophy 
(5  males,  1 female)  in  whom  we  have 
attempted  closure  at  an  older  age,  is 
continent.  He  is  now  4 years  of  age 


and  was  closed  when  IV2  months 
old  with  the  aid  of  iliac  osteotomies. 

In  summary,  we  feel  that  (except- 
ing neglect)  whatever  one  plans  for 
the  exstrophied  child,  closure  of  the 
abdominal  wall  is  required.  This  is 
most  readily  accomplished  in  the 
newborn.  In  approximately  50  per- 
cent of  the  neonates,  one  can  antici- 
pate functional  closure.  These  chil- 
dren require  careful  surveillance  and 
may  have  to  undergo  repeated  pro- 
cedures as  well  as  long-term  chemo- 
therapy. The  investment  on  the  part 
of  the  family,  physician  and  child  is 
large,  but  persistence  pays  off  and 
we  believe  the  successes  justify  the 
effort  and  cost. 


University  of  Washington 
School  of  Medicine 
(98195) 
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Electroencephalographic  Changes  and 
Disturbance  of  Brain  Function  Following 
Human  Organophosphate  Exposure 

HAROLD  W.  BROWN,  M.D.,  Nampa,  Idaho 

Acute  organophosphate  poisoning  disturbs  central  nervous  system  function  by  causing 
disorientation  in  space  and  time,  a sense  of  depersonalization,  and  hallucinations.  With 
heavy  exposure,  convulsions  occur.  Two  cases  of  acute,  mild  organophosphate  poisoning 
are  described.  The  similarity  of  subjective  symptoms  is  likened  to  those  described  by 
persons  having  temporal  lobe  epileptic  aura,  and  the  similarity  of  electroencephalographic 
findings  is  also  noted.  The  probable  role  of  acetylcholine  and  cholinesterase  in  maintaining 
temporal  lobe  function  is  discussed. 
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Fig.  1.  Electroencephalographic  tracing  on  Case  1,  showing  acute  changes 
following  organophosphate  poisoning. 


Acute  organophosphate  poison- 
ing disturbs  central  nervous  system 
function  by  causing  disorientation 
in  space  and  time,  a sense  of  de- 
personalization, and  hallucinations. 
With  heavy  exposure,  convulsions 
occur. 

For  the  most  part,  the  symptoms 
and  changes  that  have  been  observed 
in  persons  who  have  been  mildly 
but  acutely  exposed  to  cholines- 
terase inhibiting  substances,  mimic 
those  of  persons  having  a temporal 
lobe  epileptic  attack  or  the  aura  pre- 
ceding such  an  attack.  With  heavy, 
acute  exposure  peripheral  parasym- 
pathetic overactivity  alters  or  over- 
shadows these  central  nervous  sys- 
tem effects. 

A striking  correlation  can  be 
shown  between  the  electroencephal- 
ographic picture  in  persons  mildly 
but  acutely  poisoned  by  organo- 
phosphates  and  the  interictal  elec- 
troencephalogram in  persons  with 
temporal  lobe  seizure  disorders. 

Case  1.  A nineteen-year-old,  white, 
male  farmer  was  hospitalized  at  Caldwell 
Memorial  Hospital  8/4/67  following  ex- 
posure to  parathion.  He  had  become 
acutely  ill  while  operating  farm  machin- 
ery in  a field.  The  field  had  been  sprayed 
recently  with  parathion,  and  this  was  his 
only  known  recent  exposure  to  organo- 
phosphates.  Upon  admission  to  the 
hospital,  his  complaints  were  muscular 
pain,  diplopia,  and  nausea.  Examination 
showed  a well-developed,  well-nourished 
white  male  with  diffuse  muscle  fascicula- 
tion,  especially  in  the  tongue  muscles. 
Small  but  reactive  pupils  were  noted  and 
he  had  hyperactive  bowel  sounds.  His 
vital  signs,  general  physical  examination 
and  routine  neurologic  examination  were 
otherwise  within  normal  limits.  His  men- 
tal state  appeared  intact,  but  on  longer 
interview  it  became  apparent  that  his  per- 
ception of  time  and  space  was  faulty  and 


the  patient  described  a feeling  of  remote- 
ness, with  “things  seeming  unreal,”  al- 
though he  knew  where  he  was  at  all  times 
during  his  hospital  stay.  Plasma  cholines- 
terase levels  were  moderately  depressed 
on  admission  and  returned  slowly  to  nor- 
mal at  the  end  of  one  week.  There  was 
little  change  in  red  blood  cell  cholinester- 
ase levels. 

An  electroencephalogram  done  on 
8/4/67  is  shown.  Figure  1.  This  had  re- 
verted to  normal  one  month  later,  at 
which  time  red  blood  cell  and  plasma 
cholinesterase  levels  were  also  normal. 

Case  2.  A fifty-two-year-old,  white, 
male  office  manager  for  a farm  spray 
applicator  company,  went  to  do  a small 


job  of  spraying  that  had  been  neglected 
by  the  regular  crew.  Without  changing 
into  protective  garments  he  took  a spray 
rig  and  applied  the  spray,  taking  about  a 
half  hour  for  the  job.  Approximately  a 
half  hour  after  that  time  he  noted 
headache,  blurred  vision  and  abdominal 
cramps.  When  seen  that  evening  in  his 
physician’s  office  he  was  in  no  acute  dis- 
tress except  for  the  symptoms  noted 
above,  which  were  subsiding  spontane- 
ously. He  described  a sense  of  anxiety 
and  strangeness.  Commenting  on  the  ex- 
perience later,  he  said  he  had  thought 
that  he  might  be  losing  his  mind,  and  it 
had  seemed  at  the  time  that  he  had  ex- 
perienced this  sensation  before.  His  cho- 


The  Idaho  Community  Studies  Pesticides  Project  is  supported  by  Contract  No. 
PH-21-2008  with  the  Division  of  Community  Studies,  Office  of  Product  Safety, 
Food  and  Drug  Administration,  Consumer  Protection  and  Environmental  Health 
Service,  Public  Health  Service,  Department  of  Health,  Education  and  Welfare, 
Atlanta,  Georgia. 
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linesterase  was  depressed  slightly  in  both 
plasma  and  red  blood  cell  fractions.  An 
electroencephalogram  was  taken,  Figure 
2.  Prior  electroencephalograms  (the  pa- 
tient was  on  a pesticide  study  program 
and  “baseline”  EEC’s  were  available)  and 
subsequent  tracings  were  entirely  normal. 
Plasma  and  red  blood  cell  cholinesterase 
levels  had  returned  to  normal  when  deter- 
mined two  months  later. 

discussion 

These  two  individuals  both  ex- 
perienced transient  disturbance  of 
brain  function  much  like  that  expe- 
rienced by  persons  who  have  tem- 
poral lobe  epilepsy.  Typically,  dis- 
orientation or  depersonalization,  or 
both,  occur  during  the  aura  of  a 
temporal  lobe  attack,  although  many 
epileptics  describe  interictal  phe- 
nomena as  well.  The  EEC’s  shown 
here,  Figures  1 and  2,  both  imply 
abnormal  activity  in  the  temporal 
cortex. 

Ci-rj 


Acute  inhibition  of  brain  cholin- 
esterase might  well  be  expected  to 
cause  changes  in  the  brain’s  tempo- 
ral lobe.  Shute  and  Lewis  have 
shown  the  cholinergic  nature  of  lim- 
bic pathways  into  the  hippocampus 
and  thus  to  the  temporal  lobe.® 
Earlier  studies  have  shown  experi- 
mental temporal  lobe  activation  to 
cause  an  EEC  picture  similar  to  that 
seen  with  diffuse  spread  of  abnormal 
electrical  activity  such  as  occurs 
during  the  aura  of  a seizure.®  Since 
temporal  lobe  structures  are  depend- 
ent upon  acetylcholine  for  normal 
function,  it  follows  that  diffuse,  un- 
controlled, drug-induced  temporal 
lobe  cholinergic  overstimulation  will 
appear  clinically  like  an  attack  seen 
in  patients  with  temporal  lobe  epi- 
lepsy. 

Evidence  supporting  this  assump- 
tion can  be  summarized  as  follows: 

1.  The  projections  of  the  limbic 


system  into  the  temporal  lobe  are 
functionally  cholinergic.® 

2.  Stimulation  within  limbic  system 
or  temporal  lobe  produces  focal 
temporal  slow  wave  EEG  activity 
like  that  seen  in  patients  with  tem- 
poral slow  wave  EEG  activity  like 
that  seen  in  patients  with  temporal 
lobe  epilepsy.® 

3.  Local  installation  of  cholinester- 
ase inhibiting  substances  will  also 
produce  the  same  EEG  picture  men- 
tioned in  (2)  above. ^ 

4.  LSD,  a pseudocholinesterase  in- 
hibiting substance,  alters  conscious- 
ness in  a manner  like  the  alteration 
in  consciousness  that  occurs  during 
the  aura  of  many  temporal  lobe  epi- 
leptic attacks.  The  EEG  changes  in- 
duced by  LSD  also  suggest  temporal 
lobe  dysfunction.® 

5.  The  function  of  pseudocholines- 
terase within  the  central  nervous 
system  appears  to  be  the  prevention 
of  diffusion  of  acetylcholine  away 
from  synaptic  junctions  and  thus  the 
prevention  of  widespread,  disorgan- 
ized cortical  discharge.® 

6.  Acute,  mild  organophosphate  poi- 
soning is  associated  with  a disorder 
of  thought  similar  to  that  seen  dur- 
ing the  aura  of  temporal  lobe  epi- 
lepsy. If  more  severe  poisoning  oc- 
curs, peripheral  “parasympathetic” 
symptoms  become  paramount,  or 
actual  convulsions  occur.  In  either 
instance  transient  disorders  of  or- 
ganized thought  are  obscured. 

7.  EEG  changes  in  acute  organo- 
phosphate poisoning  resemble  those 
seen  in  the  interictal  EEG  of  tem- 
poral lobe  epileptics,  and  there  is 
also  a striking  resemblance  in  the 
clinical  picture  between  these  two 
states. 

619  South  Canyon.  Street 
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Fig.  2.  Electroencephalographic  tracing  on  Case  2,  showing  acute  changes  fol- 
lowing organophosphate  poisoning. 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


• These  recommemlations  are  based  on  a one  n//)  porUon  when  prepared 
according  to  directions  on  the  label.  If  mdk  is  u.sed  in  the  preparation, 
use  part  of  your  daily  reiiuirement. 


Eichange  Substitution  for 

1 Bread  and  ’/;  fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  fashioned 


Exchanee  Substitution  for 
f Meat  and  f 'a  Bread 

Hot  Dog  Bean 
Spill  Pea  with  Ham 


Exchange  Substitution  for 
Vi  Bread  and  Va  Fat 
Asparagus.  Cream  of 


Exchange  Substitution  for 
'4  Meat  and  '4  Bread 
Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  arc  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  300,  Campbell  Place, 
Camden,  N.J.  08101. 


fhere’s  a 

for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it’s  made  by  v(UnpuUl 


OREGON  Medical  Association 


2164  S.  W.  Park  Place,  Portland,  Oregon  97205 


Robert  L.  Dernedde 

EXECUTIVE  DIRECTOR 
PRESIDENT 

Augustus  M.  Tanaka,  M.D.,  Ontario 


SECRETARY-  TREASURER 

Donald  F.  Kelly,  M.D.,  Portland 


Those  attending  the  dinner  meeting,  that  opened  the  conference,  listened  attentively  to  report  on  the  Doctor-to-Doctor 
Program,  by  George  J.  Schunk.  Left  to  right,  William  A.  Fisher,  M.  Roberts  Grover,  Jr.,  Howard  P.  Lewis,  Joseph  P. 
Brennan,  Charles  J.  Zerzan,  Jr.,  J.  Allan  Henderson,  John  W.  Wood,  Dr.  Schunk,  Donald  L.  McNeil,  Merle  Pennington,  W. 
James  Kuhl,  Edward  Goldblatt. 


Community  Coordinator  Conference 


Major  question  at  the  Community  Coordinator  Conference 
called  by  the  OMA  Council  on  Education,  at  the  Portland  Air- 
tel,  November  5-6,  was,  “Is  there  a way  to  assess  the  quality 
of  medical  care  being  provided  in  a community?”  If  there  is, 
the  Council  is  bent  on  finding  it.  One  interesting  method  was 
explored  at  the  meeting. 

Task  assignment,  issued  by  Chairman  Merle  Pennington, 
was  to  devise  a means  that  would  enable  each  coordinator  to: 

1.  Assess  accurately  a medical  need  in  his  community:  2.  Cat- 
egorize and  offer  a solution  to  each  of  the  components  of  this 
medical  need;  3.  Devise  a method  to  accomplish  each  of  the 
solutions,  and  4.  Evaluate  the  results  of  his  efforts  in  each  of 
the  areas  involved. 

The  demonstration  method  chosen  was  a review  of  patient 
charts  from  one  community  hospital,  the  charts  chosen  carry- 
ing final  diagnosis  of  a disease  not  always  diagnosed  correctly, 
or  those  carrying  diagnosis  of  a condition  that  might  be  con- 
fused with  the  subject  disease.  Photocopies  of  complete 
charts  were  reviewed. 

The  Conference  was  divided  into  two  groups,  one  review- 
ing only  charts  carrying  the  subject  diagnosis,  the  other  look- 
ing at  charts  of  patients  with  the  subject  diagnosis,  and  some 
with  conditions  that  might  have  been  confusing.  Most  of  the 
latter  carried  histories  suggesting  that  the  subject  condition 
should  have  been  ruled  out.  Each  member  of  the  Conference 
was  given  five  charts  and  was  asked  to  report  on  his  concur- 
rence with  the  diagnosis  on  each  in  regard  to:  1.  history; 

2.  physical;  3.  associated  conditions;  4.  laboratory  reports; 


M.  Roberts  Grover,  Jr.,  Robert  L.  Daugherty,  and  Joseph 
P.  Brennan  in  thoughtful  discussion. 


5.  x-ray;  6.  classification;  7.  underlying  disorder,  and  8.  follow- 
up. This  turned  out  to  be  a consideration  of  the  quality  of 
work  being  done  at  the  hospital  or,  stated  negatively,  a search 
for  deficits.  Throughout  the  meeting  there  was  never  any 
question  about  the  fact  that  the  search  was  for  community 
deficits,  not  an  analysis  of  individual  performance.  Specific- 
ally, the  search  was  for  educational  deficits,  attitudinal  defi- 
cits, and  systems  deficits. 

In  plenary  session  there  was  lively  discussion  of  various 
methods  by  which  medical  needs  of  a community  might  be 
identified.  There  was  some  feeling  that  the  demonstration 
method  might  be  time-consuming  and  cumbersome.  Better 
charting  methods  could  eliminate  some  of  the  laborious  part 
of  chart  review.  Nevertheless,  the  experiment  did  reveal  op- 
portunity for  improvement  in  the  community  studied.  With 
the  exception  of  one  report  indicating  unnecessary  surgery, 
the  subject  condition  had  been  handled  well.  The  charts,  how- 
ever, suggested  that  there  were  basic  systems  deficits  rather 
than  educational  or  attitudinal  deficits.  Better  histories  and 
physicals,  and  better  use  of  the  laboratory  were  mentioned  as 
possible  routes  for  improvement. 

Robert  Daugherty  offered  an  interesting  flow  diagram  of 
the  way  a community  study  might  develop,  from  one  individ- 
ual’s experience,  to  an  idea,  to  a search  in  the  record  library, 
to  the  literature  on  a given  condition,  to  stimulation  of  group 
interest,  to  restudy  and  discussion,  to  definition  of  the  prob- 
lem, to  proposals  for  solution,  and  finally  to  a community 
program.  Dr.  Pennington  concluded  that  the  idea  of  getting  a 
community  to  look  at  its  needs  is  a viable  idea. 

A second  feature  of  the  meeting  was  a report  from  George 
Schunk  on  the  Oregon  Doctor  to  Doctor  Program.  This  is  an 
unique  educational  program,  so  far  as  known,  not  used  by 
any  other  state  medical  association.  This  is  a one-to-one 
method,  with  an  offer  by  a specialist  to  give  individual  instruc- 
tion for  a specified  period  of  time,  on  appointment.  Some 
offers  were  for  one  or  two  hours  and  some  for  a two-day 
course.  Scheduling  was  handled  by  the  OMA  office.  The  pro- 
gram has  been  highly  successful  and  so  popular  that  all  de- 
mands could  not  be  met.  Some  of  the  teacher  participants 
were  so  swamped  by  requests  for  time  that  they  may  not 
wish  to  volunteer  the  service  again. 
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Actions  of  the  Board  of  Trustees 


Among  the  actions  of  the  OMA  Board  of  Trustees 
at  its  meeting  on  November  6,  1971  was  approval  of 
the  recommendation  of  the  recently  appointed  Minor- 
ity Student  Scholarship  Fund  Committee,  presented 
by  Webster  C.  Brown,  chairman. 

The  committee  recommended  that  bylaws  be  draft- 
ed and  approved  to  initiate  a non-profit  corporation 
dedicated  to  recruiting  students  of  minority  races  and 
assisting  these  students,  if  necessary,  in  presenting  cre- 
dentials adequate  to  gain  parity  with  other  applicants 
for  admission  to  medical  schools  (particularly  the 
University  of  Oregon  Medical  School).  This  assist  will 
be  provided  by  means  of  scholarships  at  all  levels  of 
education,  in  addition  to  financial  and  social  support 
to  promising  students  of  American  Black,  Mexican- 
American  and  American  Indian  origin. 

The  emphasis  is  on  the  long-range  thrust,  to  recruit 
potential  medical  students  at  the  grade  and  high 
school  levels  and  maintain  a high  quality  of  education 
through  successful  application  to  the  medical  school, 
at  which  time  the  committee  feels  that  adequate 
scholarships  are  available  through  other  sources. 

The  existing  committee  will  be  empaneled  as  the 
first  Board  of  Directors  for  the  corporation.  No  name 
has  been  chosen  for  the  corporation  at  this  time.  Un- 
til such  time  as  the  corporation  is  formally  in  opera 
tion,  contributions  may  be  submitted  through  the  Ore- 
gon Medical  Education  Foundation,  to  the  “Minority 
Scholarship  Fund.” 

The  bylaws  were  to  be  submitted  for  approval  at 


the  OMA  Board  of  Trustees  meeting  of  December  1 1, 
1971.  Results  were  not  available  at  publication  time. 

The  board  approved  a third  resolution  for  presenta- 
tion by  the  OMA  delegation  to  the  AMA  House  of 
Delegates  at  the  1971  clinical  meeting  in  New  Orleans, 
November  28-December  1.  The  OMA  proposed  that 
the  AMA  confer  with  representatives  of  insurance 
companies  and  governmental  agencies  to  study  the 
issues  involved  in  compensating  physicians  for  services 
performed  by  a physician’s  assistant  and  establish 
principles  for  such  compensation  by  third  party 
carriers. 

Two  other  resolutions  were  presented  to  the  AMA 
House  of  Delegates  by  the  OMA:  that  the  AMA  amend 
its  bylaws  to  seat  two  delegates  from  the  Student 
American  Medical  Association  at  AMA  House  of  Dele- 
gates meetings,  and  that  the  AMA  adopt  a set  of  prin- 
ciples as  guidelines  in  evaluating  universal  health  insur- 
ance proposals.  Both  resolutions  were  adopted  by  the 
OMA  House  of  Delegates  at  its  September  meeting. 

In  other  actions,  the  board  voted  life  membership 
in  the  OMA  for  Arch  Diack,  Portland,  a member  since 
1937,  and  G.  H.  Strickland,  Oregon  City,  a member 
since  1933. 

John  Stephens,  Portland,  was  officially  commend- 
ed for  his  report  on  the  Multiphasic  Screening  Confer- 
ence held  in  Seattle  October  1-2,  1971.  Copies  are 
available  on  request  at  OMA  headquarters. 

The  board  elected  Mark  S.  Kochevar,  KDmath 

continued  on  page  854 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Peter  Tighe,  President 
Merle  C.  Lynch,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Portland,  Oregon  97223 

Telephone:  (503)  292-6671 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


PHYSICIANS 
John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Charles  S.  Belknap,  M.D. 
Curtis  HoIzgang,  M.D. 

William  W.  Thompson,  M.D. 
Psychiatrist 
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An  epidemic  that's  striking  home. . . 


There  were  more  than  8,500  reported  cases 
of  gonorrhea  in  Washington  last  year  and  6,500 
reported  cases  in  Oregon. . .about  20  percent  of 
the  total  from  Seattle  and  Portland  alone 


® 1971  The  Upjohn  Compony 


JA71-1<597 


High  cure  rate:*96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria 

for  diagnosis  and  cure  are  defined  on  page  3 of  advertisement) 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history 
of  penicillin  sensitivity  when  treated  with  Trobicin, 
although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro 

(M.l.C.  75-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations 
averaging  about  100  mcg/ml  in  one  hour 

(average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea 
may  mask  or  delay  the  symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands 
prolonged  therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the 
treatment  of  syphilis,  patients  being  treated  for  gonorrhea  should  be  closely  observed  clinically. 
Monthly  serological  follow-up  for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings  and  precautions, 
please  see  last  page  of  this  advertisement. 

*Data  compiled  from  reports  of  14  investigators. 


In  Washington  and  Oregon . . . and  everywhere  else . . . 
a new  alternative 


flrobkin  SPEClOMtCIN 
DIHyOROCHLORIDE,  PENTAHmTE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  of  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis. Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single4  gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly'^(Data  compiled  from  reports  of  14  investigators'^) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

‘^Medical  Reseorch  Files.  The  Upjohn  Company 


a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new^piHii  ■ ■ 

iTODKin 

SIERILESPEClOMYaN  DIHYDROCHLORIDE 
PENTAHYDRATEOPJOHN 

single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pento- 
hydrote)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  obseiv'ed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple- dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction  in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

/Vlo/e— single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
wjv.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  1 00 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b-i-silwbi 


Lpfohn 


The  Upjohn  Company,  Kalamazoo,  Michigon  49001 


GUIDELINES  FOR  THERAPEUTIC  ABORTION  IN  OREGON 
Adopted  September  26,  1971  by  the  Oregon  Medical  Association  House  of  Delegates 


1.  Physicians  are  urged  to  make  the  diagnosis  of  preg- 
nancy as  early  as  possible  and  inform  the  patient  of 
that  diagnosis  as  soon  as  possible  so  that  she  may 
make  her  own  future  plans. 

2.  It  is  recognized  that  the  physician  may  have  moral 
judgments  for  or  against  abortion;  however,  these  mor- 
al judgments  should  not  be  imposed  on  the  patient. 

3.  A physician  who  is  consulted  regarding  termination 
of  pregnancy  should  supply  the  patient  with  informa- 
tion regarding  therapeutic  abortion  and  other  alter- 
natives. 

4.  A physician's  fee  for  a termination  of  pregnancy 
should  be  consistent  with  his  skill  as  well  as  the  time 
and  effort  involved  in  the  procedure. 

5.  The  saline-injected  patient  should  be  admitted  to 
the  hospital  and  carried  through  termination  of  her 
pregnancy  under  continual  medical  supervision. 

6.  It  is  preferable  that  saline-abortion  patients  not  be 
cared  for  in  the  usual  maternity-labor-delivery  unit. 

7.  The  saline-injection  termination  of  pregnancy 
should  be  treated  as  a surgical  procedure. 

8.  Dilatation  and  curettage  should  be  performed  at  a 
gestational  age  no  greater  than  10  weeks  (12  weeks 
amenorrhea). 

9.  When  pregnancy  has  passed  10  weeks  it  is  recom- 
mended that  all  procedures  be  postponed  until  the 
pregnancy  reaches  16-20  weeks,  at  which  time  hyper- 
tonic saline  injection  may  be  used. 

10.  Unless  a medical  emergency  exists,  a pregnancy 
beyond  126  days  of  gestation  (20  weeks  amenorrhea) 
should  not  be  artificially  terminated. 


1 1.  Any  technique  or  procedure  used  in  terminating  a 
pregnancy  when  indicated  should  be  geared  to  the 
physician's  expertise  and  ability,  but  his  ability  or 
abilities  should  not  be  the  determining  factor  of  the 
method  chosen  to  treat  the  individual  patient.  Con- 
sultation should  be  obtained  when  it  is  in  the  best 
interest  of  the  patient. 

12.  The  DMA  asks  hospitals  allowing  abortions  to: 

a.  establish  outpatient  abortion  facilities  which 
would  allow  patients  to  be  admitted,  treated,  ob- 
served and  discharged  the  same  day; 

b.  reduce  the  total  cost  of  the  procedure  to  a mini- 
mum, consistent  with  the  facilities  and  services  pro- 

c.  cooperate  with  all  hospitals  in  the  community 
to  provide  termination  of  pregnancy  for  indigent 
patients  either  on  a rotating  basis  or  over  a speci- 
fied time  period. 

13.  The  DMA  recommends  to  the  University  of  Ore- 
gon Medical  School  that  it  conduct  a workshop  on 
induced  termination  of  pregnancy  for  physicians  cov- 
ering the  newest  techniques,  procedures,  counseling 
methods  and  available  referral  agencies. 

14.  The  OMA  urges  that  insurance  companies  include 
abortions  as  a surgical  service  in  their  programs  of 
hospital  and  medical  insurance. 

15.  An  appropriate  committee  of  the  Oregon  Medical 
Association  shall  be  charged  with  reviewing  problems 
relative  to  morbidity,  mortality  and  professional  re- 
sponsibility in  abortions  (Public  Health  Committee). 

(A  brochure  containing  these  guidelines  will  be  dis- 
tributed to  all  Oregon  physicians.) 


continued  from  page  849 

Falls,  to  the  OMA  Executive  Committee  as  a member- 
at-large. 

Howard  P.  Lewis,  recently  retired  chairman  of  the 
Department  of  Internal  Medicine  at  UOiMS,  was  ap- 
pointed to  the  Council  on  Medical  Education  as  the 
11th  of  12  authorized  members. 

The  OMA  E.xecutive  Committee,  meeting  the  same 
day,  voted  to  give  qualified  approval  of  the  regulations 
of  the  Board  of  Medical  Examiners  for  Physician’s 
Assistants,  recognizing  that  changes  in  the  regulations 
may  be  necessary,  based  on  further  experience.  The 
committee  also  voted  to  submit  a letter  to  the  federal 
Commission  on  Medical  Malpractice  advising  of  OMA’s 
concern  over  malpractice  suits  and  soaring  insurance 
premiums. 


Workmen's  Compensation  Board  Adopts  Rules 

The  Oregon  State  Workmen’s  Compensation  Board 
has  adopted  the  use  of  the  AMA’s  CURRENT  PRO- 
CEDURAL TERMINOLOGY  for  all  industrial  injur)' 
claims.  New  medical  rules  and  regulations  directing 
payment  of  usual  and  customary  fees  and  the  use  of 
CPT  were  adopted  by  the  Workmen’s  Compensation 
Board  on  October  5,  1971,  at  the  recommendation  of 
the  Oregon  Medical  Association. 

Effective  date  of  the  new  rules  was  to  have  been 
October  1,  1971,  but  was  delayed  by  the  national 
economic  freeze. 

The  OMA  has  further  recommended  that  CPT  nom- 
enclature and  coding  be  adopted  by  all  state  agencies, 
particularly  public  welfare. 
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Diets  to  reduce 
cholesterol  levels  can  show 
a marked  improvement  in  patient 
acceptance  with  Saffola' 
products. 


POLY  UNSATURAIEU 


Se^oleL.  marggirtne 

ligkt,ckiMjous  flavor 

Sajbla 


Patients  enjoy  the  light,  delicate  flavor  of  all  Saffola 
products.  This  flavor  comes  from  safflower  oil,  Saffola’s 
principal  ingredient.  Safflower  oil  produces  superior 
mayonnaise  and  margarine.  As  a salad  and  cooking  oil,  it’s 
unexcelled.  And  safflower  oil  is  30%  higher  in  poly-unsaturates 
than  corn  oil.  If  you  would  like  further  information,  please 
write  to  Pacific  Vegetable  Oil  Corporation, 

World  Trade  Center,  San  Francisco,  California  941 1 1 . 


WASHINGTON  STATE  Medical  Association 


R.  F.  Gorman 

EXECUTIVE  SECRETARY 
PRESIDENT 

Peter  T.  Brooks,  M.D.,  Walla  Walla 


Award  Winner  Complimented 

The  following  letter  appeared  in  the 
October  10,  1971  issue  of  the  Tacoma  News 
Tribune,  and  is  reprinted  by  permission. 

To  the  Editor:  During  the  recent  Washington  Medi- 
cal Convention,  it  was  announced  via  TV  that  Dr. 
George  Tanbara,  Tacoma  pediatrician,  had  received 
the  1971  Community  Service  Award.  Then  your  news- 
paper carried  an  excellent  article  about  Dr.  Tanbara 
and  his  contributions  that  earned  him  the  title.  Read- 
ing the  long  list  of  accomplishments  makes  one  won- 
der how  one  human  adult,  still  young,  could  do  so 
much,  in  addition  to  being  an  outstanding  physician. 

I think  I speak  for  many  parents  in  Tacoma  when  I 
say  that  Dr.  Tanbara  is  a remarkable  person.  The  life 
of  a child  always  comes  before  all  else,  and  he  has  kept 
many  a long  night’s  vigil,  watching  over  a critically  ill 
child.  Because  he  kept  a constant  vigil  over  one  of  our 
children  for  five  years,  I know  of  what  I speak.  He, 
along  with  Tacoma’s  wonderful  heart  team  of  doctors, 
helped  save  our  child’s  life. 

Having  lived  here  ten  years,  we  are  impressed  with 
the  caliber  of  doctors  in  Tacoma.  It  is  comforting  to 
know  we  have  some  of  the  West  Coast’s  outstanding 
physicians  — specialists  and  those  in  general  practice 
here  at  home.  These  men  have  studied  long  and  hard 
to  help  make  our  lives  better  . . . 

THE  GEORGE 
ST.  PIERRE  FAMIL  Y 
213  South  43rd  Street 


Erratum 

In  the  November  issue  of  NORTHWEST  MEDI- 
CINE on  page  785  the  pictures  of  the  new  officers  and 
delegates  of  the  Washington  State  Medical  Association 
were  inadvertently  switched  at  the  printer’s.  The  pic- 
ture at  the  upper  right  is  of  the  officers  and  that  at  the 
left  is  of  the  delegates. 


444  N.E.  Ravenna  Blvd.,  Seattle,  Washington  98115 


SECRETARY 

J.  Walfred  Wallen,  M.D.,  Burlington 


JOSEPH  J.  KAUFMAN,  M.D. 


Surgeons  to  Meet 

The  Seattle  Surgical  Society’s  Annual  Meeting 
will  be  held  January  21  and  22,  1972,  at  the  Washing- 
ton Plaza  Hotel. 

Special  guest  speaker  will  be  Joseph  J.  Kaufman, 
Chief  of  the  Division  of  Urology  at  University  of  Cali- 
fornia, Los  Angeles  School  of  Medicine. 


Stroke  Symposium  Planned 

“New  Developments  in  Clinical  and  Community 
Approach  to  the  Stroke  Patient’’  is  the  title  of  a sym- 
posium sponsored  by  Northwest  Hospital  scheduled 
for  February  10  and  11,  1972.  Sessions  will  be  held 
at  the  Washington  Plaza  Hotel,  Seattle,  and  at  North- 
west Hospital. 

In  addition  to  local  participants,  special  speakers 
will  be  Mark  L.  Dyken,  of  Indiana  University,  and 
Edwin  C.  Wylie,  of  the  University  of  California. 
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CALIFORNIA  MEDICAL  ASSOCIATION 

IN  CONJUNCTION  WITH  THE  101  ST  ANNUAL  SESSION 
PRESENTS  IN  SAN  FRANCISCO  . . . 


wi. 

1st 


NO  REGISTRATION  FEE 

SYMPOSIA  • SCIENTIFIC  SECTION  MEETINGS  • HOUSE  OF  DELEGATES  • EXHIBITS 
SPECIAL  CONFERENCES  • GENERAL  SESSIONS  • REUNIONS 


nvitational  Western  States  ^ientific  Assembly 


application  for  HOTEL  ACCOMMODATIONS 

Main  Building 


SAN  FRANCISCO  HILTON  HOTEL 


Singles $22-38 

Twins  or  doubles  $28-45 

Additional  person  in  room  ....  $ 8 

1 Bedroom  suites $74  & up 

2 Bedroom  suites $97  & up 


New  Tower 
$37-43 
$44-49 
$ 8 
$97  & up 
$147  & up 


SEND  TO:  SAN  FRANCISCO  HILTON  HOTEL  RESERVATIONS 

Mason  at  O’Farrell  Streets,  San  Francisco,  Ca.  94102 

Please  reserve  the  following  accommodations  for  the  CMA’s  1972  Annual  Session  in  San  Francisco,  February  12-16, 
1972: 

PLEASE  CHECK  PREFERENCE 

□ MAIN  BUILDING  □ MAIN  BUILDING  FLOOR  5-11  □ NEW  TOWER 

(INSIDE  FREE  PARKING  AVAILABLE  FLOORS  .5-11  MAIN  BUILDING) 


Single  Bedroom  $ Twin-Bedded  $ Double  Bed  $ Suite  $ 

Arrival  (date)  Hour  Departure  (date)  Hour 

p.m.  p.rfi. 

THE  NAME  AND  ADDRESS  OF  EACH  HOTEL  GUEST  MUST  BE  LISTED.  Include  names  and  addresses  of 

each  person  in  a double  or  twin-bedded  room,  and  names  and  addresses  of  all  other  persons  for  whom  you  are  request- 

ing  reservations. 


Your  Name:  

Address:  

City  and  State  Code 


I^et  Cream  is 
iodochkuhydroxyquin 

3.0% 

and  hydrocortisone 

0.5% 

in  a base  of  stearicacid.cetyl  alcohol,  petrolatum,  polyoxy  1 40  stearate,  sorbitol,  propylene  glycol,  methViparaben,  propylparaben,  heather  aroma  and  purified  water. 


Spread  it  around. 


Racet  Cream  is  good  for  common 
acute  and  chronic  dermatoses.  (It 
has  combined  anti-inflammatory, 
antipruritic,  antifungal, 
antibacterial  actions.) 

Racet  Cream  is  good  for  the 
patient.  ( It  reduces  discomfort  due 
to  itching,  irritation  and 
inflammation;  overcomes  or 
prevents  infection  due  to 
susceptible  bacteria  or  fungi.) 

And  it's  economical,  too. 


Brief  Summary: 

Contraindications:  Not  for  use  in  the  eye  or 
in  the  presence  of  tuberculosis,  vaccinia, 
varicella  or  other  viral  skin  conditions. 
Precautions:  May  be  irritating  to  sensitized 
skin  in  rare  cases;  if  this  occurs,  discontinue 
use.  The  cream  may  stain  fabric  or  hair.  The 
remote  possibility  of  systemic  toxicity, 
electrolyte  imbalance  or  adrenal  suppression 
should  be  borne  in  mind,  particularly  if  used 
under  occlusive  dressings  or  for  prolonged 
periods.  While  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on 
pregnancy,  they  should  not  be  used 
extensively  during  pregnancy  in  large 
amounts  or  for  prolonged  periods  until  their 
absolute  safety  has  been  established.  Thyroid 
function  tests  should  not  be  performed  until 
one  month  after  discontinuation  of  therapy 
due  to  the  possible  absorption  of 
iodochlorhydroxyquin  and  resultant 
interference  with  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false  positive  result  if  Racet  is  present 
in  the  diaper  or  urine. 


Side  Effects:  Occasionally,  local  burning, 
irritation  and  itching  may  occur.  May  cause 
striae  after  prolonged  use  in  intertriginous 
areas. 

Dosage:  Apply  3 or  4 times  daily. 

How  Supplied:  Racet  Cream:  Available  in 
30  gram  tubes,  72  X 3.5  gram  tubes  and  454 
gram  (lb.)  jars.  Racet  Forte  Cream:  3% 
iodochlorhydroxyquin  and  1.5% 
hydrocortisone  in  Racet  Cream  base  (above); 
5 gram  tubes. 

Please  read  package  insert  for  prescribing 
information. 


Sellersville,  Pennsylvania  18960 

©1970  LCMMON  70 
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Associate  Dean  M.  Roy  Schwarz,  Director  of  the  WAMI  Program,  explains  the  purposes  of  the  satellite  experiment  - to 
test  capability  of  the  satellite  at  low  power,  to  transmit  diagrams  by  slow-span  copier,  and  to  show  the  possibilities  of  con- 
ducting medical  education  via  satellite.  Dean  Robert  L.  Van  Citters  is  at  the  left  and  Associate  Dean  John  N.  Lein,  Director 
of  Continuing  Medical  Education  is  at  the  right.  Site  was  the  Board  Room,  Samuels  Wing  of  the  Health  Sciences  Building, 
University  of  Washington,  Seattle.  Transmission  was  by  telephone  patch  to  receiver  and  transmitter  in  the  Electrical  Engi- 
neering Building.  Photograph  by  Samuel  H.  Pope 


Another  First  for  WAMI 


Fairbanks  and  Seattle  were  some  48,000  radio  miles 
apart  November  24  when  education-communication 
history  was  made  by  the  Universities  of  Washington 
and  Alaska.  The  exchange  between  the  WAMI  Advis- 
ory Committee  in  Seattle  and  WAMI  students  at  Fair- 
banks was  a one-hour  program,  via  Application  Tech- 
nology Satellite,  ATS  1,  hovering  22,300  miles  above 
the  equator  at  150°  west  latitude.  In  spite  of  some  lo- 
cal background  noise,  and  the  enormous  distance  in 
the  earth-satellite-earth  circuit,  a map  of  Alaska  show- 
ing sites  of  student  field  trips,  and  voices,  came 
through  clearly  enough  for  adequate  communication. 
The  experiment  presages  regular  use  of  satellite  relay 
putting  medical  students  at  Fairbanks  in  visual  and 
voice  contact  with  members  of  the  faculty  at  the 
University  of  Washington  School  of  Medicine.  Rapid 
technological  progress  will  permit  full  color  television 
and  high  quality  voice  transmission  when  a satellite 
now  under  construction  is  put  into  stationary  orbit  in 
1973  by  NASA. 

Pioneering  students  in  the  Washington-Alaska- 
Montana-Idaho  program  of  decentralized  medical  edu- 
cation are  now  in  their  first  semester  at  the  University 
of  Alaska,  where  the  first  WAMI  program  is  operative. 
Three  of  the  class  of  nine  students  reported  experi- 
ences in  field  trips,  recently  completed,  in  which  they 
observed  medical  needs  in  Dillingham,  Barrow,  and 
Mount  Edgecumbe.  Quality  of  their  reports  and  their 
interest  in  clinical  medicine  indicated  much  more 
medical  maturity  than  might  be  expected  from  fresh- 
man medical  students,  eight  weeks  after  matriculation. 

Technical  details  of  the  transmission  were  directed 
by  Donald  Reynolds,  Ph.D.,  of  the  Department  of 
Electrical  Engineering.  He  enjoys  world-wide  recogni- 
tion as  an  authority  on  communication  via  satellite 
transmission,  particularly  in  design  and  construction 
of  antennas.  Moderator  on  the  Seattle  end  was  M. 
Roy  Schwarz,  Associate  Dean  of  UWSM  and  Director 
of  the  WAMI  Program.  At  the  Fairbanks  end  was 


Richard  Lyons,  a Public  Health  Service  Officer  who  is 
Coordinator  of  the  WAMI  Program  at  the  University 
of  Alaska. 

Satellite  communication  has  been  a boon  to  remote 
villages  in  Alaska,  where  land  lines  are  non-existent 
and  ordinary  radio  communication  goes  dead  during 
aurora  phenomena.  (Incidentally,  Dr.  Reynolds  says 
satellite  transmission  of  simultaneous  electronic  ob- 
servations from  airplanes  flying  in  the  arctic  and  ant- 
arctic, indicates  that  aurora  borealis  and  aurora  austra- 
lis are  synchronous.) 

Since  last  year,  26  villages  have  been  linked  for 
educational,  medical,  and  recreational  communica- 
tions with  sophisticated  medical  facilities  in  Fairbanks, 
Anchorage  and  other  Alaska  communities,  using  the 
services  of  ATS  1.  It  is  made  available  to  Alaska  for 
six  hours  daily  by  NASA.  The  satellite  is  controlled 
from  a command  station  in  the  Mojave  Desert  area  of 
California.  In  constant  sunlight,  its  internal  operation 
is  at  about  earth-standard  room  temperature  and  its 
nickel-cadmium  batteries  are  charged  by  solar  energy. 
Heavy  drain,  however,  dictates  operation  at  half  power 
part  of  the  time.  This  is  adequate  for  much  of  its  use, 
particularly  in  Alaska  where  local  background  noise  is 
not  serious. 

Health  service  in  most  of  the  remote  villages  in 
Alaska  is  provided  by  native  Health  Aids  who  have 
training  about  equivalent  to  a Red  Cross  first  aid 
course.  For  problems  beyond  their  ability  they  are 
able  to  get  help  from  physicians  via  the  satellite  con- 
nection. This  project  is  still  in  an  experimental  stage 
but  it  promises  to  make  great  improvement  in  the 
medical  care  and  health  service  available  to  residents. 
As  part  of  the  experiment,  the  University  of  Washing- 
ton School  of  Medicine  has  joined  the  network  with 
UWSM  participation  under  direction  of  Stephen  R. 
Yarnall  of  the  Department  of  Cardiology.  Transmis- 
sion of  electrocardiograms  is  one  of  the  capabilities  of 
the  system. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

Office  of  Postgraduate  Medical  Education 
announces  an  interdepartmental  course 

BASIC  SCIENCE  FOR  CLINICIANS 

February  28-29 — March  1-2-3,  1972 


This  course  is  a concise  but  comprehensive  review  of  basic  medical  science.  It  has 
been  designed  to  meet  the  needs  of  those  clinicians  who  wish  to  expand  their 
knowledge  of  molecular  biology. 


Lecturers: 

Paul  Berg,  Ph.D. 

Glen  B.  Haydon,  M.D. 

Robert  Hofstadter,  Ph.D.  (Nobel  Laureate) 
Arthur  Kornberg,  M.D.  (Nobel  Laureate) 
Norman  Kretchmer,  M.D.,  Ph.D. 

Joshua  Lederberg,  Ph.D.  (Nobel  Laureate) 
I.  Robert  Lehman,  Ph.D. 

Linus  C.  Pauling,  Ph.D.  (Nobel  Laureate) 
Edward  Rubenstein,  M.D. 

Robert  T.  Schimke,  M.D. 


Topics  covered: 

Matter  and  energy 
Photons,  electrons,  the  periodic  table 
Chemical  bonds 
The  subatomic  particles 
Correlation  of  cell  structure  and  function — 
an  overview 
Cell  ultrastructure 

The  building  block  molecules  (purines, 
pyrimidines,  sugars,  lipids) 

General  chemistry  of  amino  acids  and  proteins 
DNA 

Expression  of  genetic  information 

Enzymes,  their  actions  and  their  regulation 

Biochemical  aspects  of  differentiation 

Bioenergetics 

Intermediary  metabolism 

Chemistry  and  biology  of  water 

Hemoglobin 

Digestive  enzymes  and  hormones 
Overview  of  genetics 


In  addition  to  the  lecture  presentations  informal  office  discussions  in  small  groups, 
on  an  elective  basis,  will  be  held  with  members  of  the  faculty: 


Paul  Berg,  Ph.D. — Tumor  virus 
John  W.  Farquhar,  M.D. — Atherosclerosis 
John  H.  Frenster,  M.D. — Tumor  immunology 
Glen  B.  Haydon,  M.D. — Electron  microscopy 
Hoisted  R.  Holman,  M.D. — Rheumatic  disorders 
Herbert  N.  Huitgren,  M.D. — The  coronary 
circulation 

Henry  S.  Kaplan,  M.D. — Radiobiology  and 
radiation  therapy 

Norman  Kretchmer,  M.D.,  Ph.D. — 

(Inborn  errors 

Joseph  P.  Kriss,  M.D. — Nuclear  Medicine 

I . . , (Genetics  and  disease 

Luigi  Luzzatti,  M.D. — , ,. 

(Chromosomes  and  disease 


Joshua  Lederberg,  Ph.D. — Genetics:  opportunities 
and  problems 

Roy  H.  Maffly,  M.D. — Salt  and  water 
Thomas  C.  Merigan,  M.D. — Interferon 
Linus  C.  Pauling,  Ph.D. — Nutrition 
Judith  G.  Pool,  Ph.D. — Blood  coagulation 
Eugene  D.  Robin,  M.D. — Molecular  transport 
Robert  T.  Schimke,  M.D. — Hormone  action 
Stanley  L.  Schrier,  M.D. — The  red  cell  and 
its  diseases 

Herbert  C.  Schwartz,  M.D. — Sickle  cell  anemia 
Eric  M.  Shooter,  Ph.D. — Nerve  growth 
Norman  E.  Shumway,  M.D. — Cardiac 
transplantation 


ACME  Computer  Facility  Tour 
Stanford  Linear  Accelerator  Tour 


APPLICATION  FORM 


BASIC  SCIENCE  FOR  CLINICIANS 


February  28-March  3,  1972 
Fee:  $235 


NAME. 


Last 


First 


Middle 


ADDRESS-- 


Street 


City 


State 


Zip  Code 


MEDICAL  SCHOOL Degree Year 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate 
Medical  Education,  Stanford  University  School  of  Medicine,  M-121,  Stanford,  California  94305. 

Attendance  Limited  — Advance  Registration  Required. 


IDAHO  Medical  Association 


407  West  Bannock  St.,  Boise,  Idaho  83702 


Armand  L.  Bird 

EXECUTIVE  DIRECTOR 

PRESIDENT 

George  W.  Warner,  M.D.,  Twin  Falls 


SECRETARY-TREASURER 

J.  Gordon  Daines,  M.D.,  Boise 


Interim  Session  Set 

The  Fourth  Interim  Session  of  the  Idaho  Medical 
Association’s  House  of  Delegates  will  be  held  at  the 
Holiday  Inn,  1350  Blue  Lakes  Boulevard  North,  Twin 
Falls,  February  3,  4,  5,  1972. 

House  Speaker  James  R.  Kircher,  Burley,  has  re- 
quested lists  of  Delegates  and  Alternate  Delegates 
from  the  component  societies  and  Delegates  from  the 
Specialty  Sections  and  will  appoint  House  of  Delegates 
Reference  Committees  in  early  January,  1972.  The 
committees  will  serve  the  House  of  Delegates  for  the 
Interim  Session,  as  well  as  the  Regular  Session  in  1972. 

The  deadline  for  receiving  resolutions  for  the  Inter- 
im Session  will  be  January  4,  1972. 

Education  Programs  Reviewed 

Programs  and  proposals  relating  to  medical  educa- 
tion in  Idaho  were  reviewed  November  6,  when  the 
association’s  Medical  Education  Committee  met  in 
Boise.  Committee  members  present  were  John  M. 
Ayers,  Moscow,  Chairman;  George  E.  Brown,  Jr.,  Twin 
Falls,  Vice-Chairman;  Miles  E.  Thomas,  Boise,  and 
Thomas  W.  Higgs,  Idaho  Falls.  Meeting  with  the  com- 
mittee were  Fred  O.  Graeber,  Boise,  Director,  Moun- 
tain States  Regional  Medical  Program,  Idaho;  Lloyd  S. 
Call,  Pocatello,  and  Donald  F.  Kline,  Ph.D.,  Executive 
Director,  Idaho  Office  of  Higher  Education.  Mem- 
bers unable  to  attend  were  William  P.  Marineau,  Mos- 
cow; E.  V.  Simison,  Pocatello;  John  M.  McKain,  Twin 
Falls,  and  President  George  W.  Warner,  Twin  Falls. 

Committees  Meet 

Chairman  Elmer  M.  Wright,  Twin  Falls,  called  a 
meeting  of  the  Program  Committee  November  19, 
1971  in  the  association  offices,  Boise,  to  consider 
arrangements  for  the  80th  annual  meeting  of  the 
Idaho  Medical  Association  in  Sun  Valley  June  28-July 
1,  1972.  Members  of  the  committee  are  Richard  B. 
Gresham,  Pocatello;  Duane  A.  Daugharty,  Coeur  d’ 
Alene,  and  Donald  D.  Price,  Caldwell. 

The  Bylaws  Committee  of  the  Idaho  Medical  Asso- 
ciation met  November  20  in  Boise  to  review  suggested 
revisions  in  the  Bylaws.  Members  of  the  Committee 
are  Judson  B.  Morris,  Boise,  Chairman;  Elizabeth  L. 
Munn,  Caldwell,  and  Max  W.  Carver,  Twin  Falls. 


Members  of  the  Industrial  Medical  Committee  met 
with  representatives  of  sureties  in  Boise,  December  2-3, 
1971  to  consider  adoption  of  the  1969  California  Rel- 
ative Value  Studies  for  determining  payment  of  physi- 
cians under  the  Workman’s  Compensation  Program. 
Members  of  the  committee  are  Russell  Tigert,  Jr., 
Chairman,  Soda  Springs;  David  W.  Heusinkveld,  Lewis- 
ton; Claude  W.  Barrick,  Boise;  Donald  R.  Bjornson, 
Idaho  Falls,  and  Richard  P.  Sutton,  Burley. 

The  Professional  Assistants  Development  Commit- 
tee met  December  10,  1971  in  Boise.  Members  of  the 
Committee,  which  has  been  assigned  responsibility  for 
liaison  with  the  Idaho  Nurses  Association,  met  with 
representatives  of  that  organization.  Members  of  the 
Committee  are:  John  A.  Edwards,  Chairman,  Council; 
Fred  O.  Graeber,  Boise,  Secretary;  Fred  E.  Marienau, 
Sandpoint;  James  R.  Kircher,  Burley,  and  Zach  A. 
Johnson,  Salmon. 

Officers  and  Councilors 

The  Officers  and  Councilors  met  with  members  of 
the  Idaho  Falls  Medical  Society  and  the  Upper  Snake 
River  District  Medical  Society,  Friday  evening,  No- 
vember 12.  Association  business  was  conducted  dur- 
ing the  meeting  November  12  and  13.  Attending  were 
President  George  W.  Warner,  Twin  Falls;  President- 
Elect  John  E.  Comstock,  Pocatello;  Past-President 
William  R.  Tregoning,  Boise;  Secretary-Treasurer  J. 
Gordon  Daines,  Boise;  Councilor  E.R.W.  Fox,  Coeur 
d’Alene;  Councilor  R.  George  Wolff,  Caldwell;  Coun- 
cilor R.  G.  Neher,  Shoshone;  Councilor  Ronald  K. 
Lechelt,  Idaho  Falls;  AMA  Delegate,  Donald  K.  Wor- 
den, Lewiston;  AMA  Alternate  Delegate,  A.  Curtis 
Jones,  Boise,  and  Speaker,  House  of  Delegates,  James 
R.  Kircher,  Burley. 

Annual  Meeting  Set  in  January 

The  Skyline  Medical  Association’s  1972  annual 
meeting  will  be  held  January  27-29  at  the  Tyrolean 
Lodge,  Ketchum,  according  to  Jack  R.  Carey,  Idaho 
Falls,  Secretary-Treasurer.  Members  are  advised  to 
contact  the  Tyrolean  Lodge  directly  for  reservations. 
Those  who  may  wish  to  present  papers  may  contact 
the  program  chairman,  Virgil  R.  Condon,  M.D.,  320 
12th  Avenue,  Salt  Lake  City,  Utah  84103. 
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Medical  Service  Bureau  Reports 

The  North  Idaho  Medical  Service  Bureau  reports 
that  physicians  in  the  10  North  Idaho  counties  re- 
ceived a total  of  $1,151,092.10  for  their  services  dur- 
ing the  year  ending  August  31,  1971,  compared  with 
$1,042,170.85  the  previous  year.  Hospitals  received 
$1,387,480.66  during  the  same  period.  The  general 
voluntary  reserve,  from  which  physicians  receive  addi- 
tional payment  at  year’s  end,  contained  $860,841.28. 
The  bureau  pays  80  percent  during  the  year,  and  usu- 
ally 18  percent  at  year’s  end.  Administration  costs  for 
1971  are  7.3  percent. 

Officers  and  Delegates  Elected 

New  officers,  delegates,  and  alternate  delegates  for 
the  coming  year  have  been  elected  by  the  following 
component  societies: 

Shoshone  County  Medical  Society 

President,  H.  E.  Bonebrake,  Kellogg;  President- 
Elect,  William  N.  Dire,  Kellogg;  Secretary,  Robert  W. 
Cordwell,  Kellogg,  and  Delegate,  H.  E.  Bonebrake, 
Kellogg. 

Southwestern  Idaho  District  Medical  Society 

Delegates:  (Terms  expiring  1972)  Harmon  E.  Hol- 
verson,  Emmett.  (Terms  expiring  1973)  J.  B.  Marcusen 
and  William  F.  Crepps,  both  of  Nampa,  and  O.  David 
Johnson,  Caldwell. 

Ada  County  Medical  Society 

Alternate  Delegates:  (One  year  term)  Harold  W. 

Hatten,  Lawrence  L.  Knight,  Thomas  D.  Turner,  James 
C.  F.  Chapman,  F.  LaMarr  Heyrend,  Robert  H.  Mor- 
rell, James  S.  Noble,  Martha  D.  Jones,  Eric  F.  Holt, 
Dale  D.  Cornell,  Don  G.  Griffith,  James  T.  Scanlan, 
Thomas  R.  Kruzich,  and  A1  H.  Kuykendall,  all  of  Boise. 
Southeastern  Idaho  District  Medical  Society 

Delegates:  Edward  E.  Fisher,  Lloyd  S.  Call,  James 
S.  Sullivan,  James  J.  Martin,  Clark  T.  Parker,  Merrill 
J.  Sharp,  all  of  Pocatello. 

Alternate  Delegates:  Richard  B.  Gresham,  M.  M. 

Graves,  Richard  McLaren,  Arch  Wigle  and  E.  V.  Simi- 
son,  all  of  Pocatello. 

Welcome  New  Members 

The  following  physicians  have  been  elected  to 
membership  in  their  component  medical  societies: 
Bonner-Boundary  District  Medical  Society 

Charles  G.  Smick,  Sandpoint,  and  Robert  E.  Rust, 
Bonners  Ferry. 

Kootenai-Benewah  District  Medical  Society 

John  T.  Giesen  and  William  L.  Slaughter,  both  of 
Coeur  d’Alene. 

Southwestern  Idaho  District  Medical  Society 

James  J.  McCabe,  Nampa;  George  D.  Chen,  Roy  A. 
McLaughlin  and  Thomas  M.  Ashby,  all  of  Caldwell. 

Ada  County  Medical  Society 

J.  Edward  Hayes  and  Robert  W.  Matthies,  both  of 
Boise. 


Southeastern  Idaho  District  Medical  Society 

Martin  J.  Petersen,  Gene  D.  Ratcliff,  J.  Michael 
Batemen,  Clair  R.  Cutler,  Theodore  J.  Albertowicz, 
Glenn  M.  Haluska,  Robert  W.  Musetti,  C.  Mervyn  Ras- 
mussen and  Robert  E.  Evans,  all  of  Pocatello;  Lida 
Crockett  Brown,  and  J.  Darrell  Thueson,  both  of 
Blackfoot;  Gerald  K.  Goodenough,  Malad,  and  Charles 
T.  Marrow,  American  Falls. 

Idaho  Falls  Medical  Society 

Tius  W.  McCowin,  Charles  P.  Kuhn,  William  W. 
Patton,  and  George  A.  Williams,  all  of  Idaho  Falls. 

Specialty  Societies  Elect 

New  officers  for  the  Idaho  Obstetrical  and  Gyneco- 
logical Society  for  the  coming  year  are:  President, 

Dennis  L.  Wight,  Pocatello;  Secretary-Treasurer,  James 
C.  F.  Chapman,  Boise,  and  Delegate,  Dennis  L.  Wight, 
Pocatello. 

New  officers  for  the  Idaho  Psychiatric  Society  for 
the  coming  year  are:  President,  William  D.  Cone, 

Lewiston;  Secretary,  Kenneth  R.  Briggs,  Twin  Falls; 
Delegate,  Joseph  F.  Grismer,  Coeur  d’Alene. 

New  officers  for  the  Idaho  State  Pediatric  Society 
for  1971-72  are:  President,  Carl  M.  Johnston,  Boise; 
President-Elect,  Elmer  M.  Wright,  Twin  Falls,  and 
Secretary-Treasurer,  Michael  S.  Pecora,  Boise. 

Personals 

Leo  J.  Lymp  was  elected  Mayor  of  Craigmont  in 
the  November  2 city  election. 

William  B.  Jewell  was  re-elected  November  2 for  a 
four-year  term  on  the  Emmett  City  Council. 

Robert  S.  West,  Coeur  d’Alene,  has  received  notifi- 
cation of  certification  from  the  American  Board  of 
Surgery. 

O.  V.  Baumann,  Lewiston,  escaped  with  minor 
injuries  October  24  when  a gust  of  wind  caused  a mis- 
hap as  he  was  landing  an  amphibian  plane  in  Casco 
Bay,  three  miles  south  of  Coeur  d’Alene. 

P.  Blair  Ellsworth,  Idaho  Falls,  a member  of  the 
Kiwanis  International  Board  of  Trustees,  attended  the 
organization’s  annual  Council  meeting  in  Chicago  in 
October. 

UWSM  Faculty  Members  Speak 

Faculty  members  from  the  University  of  Washing- 
ton School  of  Medicine,  Seattle,  were  speakers  at  a 
program,  “Current  Concepts  of  Treatment  of  Coronary 
Arter)"  Disease,’’  November  6 at  the  Kootenai  Mem- 
orial Hospital,  Coeur  d’Alene. 

State  Board  of  Medicine  Section 

A temporary  license  has  been  granted  to  Michael  P. 
Gibson,  Boise.  Graduate,  University  of  California 
School  of  Medicine,  San  Francisco,  June  16,  1970. 
Internship,  University  of  Southern  California  Medical 
Center,  Los  Angeles,  1970-1971.  Granted  TL-510, 
October  29,  1971.  General  Practice. 
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Robin  Johnston,  M.D. 
Chairman 

Virginia  Mason  Medical  Center 

The  Mason  Clinic 
Seattle 

Physicians 

TAX  ESTATE  AND 
FINANCIAL  PLANNING 

Frank  Baker;  Donald  C.  Dahlgren 

Division  of  Continuing  Medical 
Education,  University  of  Wash- 
ington School  of  Medicine 

Williamsburg  Room 
Olympic  Hotel 
Seattle 

Physicians. 
Wives  are  welc(|< 
to  attend  at  noj 
extra  charge. 

FAMILY  PRACTICE 
REVIEW 

Theodore  J.  PhUlips,  M.D. 
Chairman 

Division  of  Continuing  Medical 
Education  and  Department  of 
Family  Medicine,  University  of 
Washington  School  of  Medicine; 
Washington  Academy  of  Family 
Physicians 

Child  Development  and 
Mental  Retardation 
Center,  University  of 
Washington  Health 
Sciences  Complex 

Physicians  in  fs|| 
practice 

AAFP  credit:  4[i 

CARDIAC  MONITOR- 
ING 

M.  B.  Walters,  M.D. 

The  Division  of  Continuing 
Medical  Education,  The  Univer- 
sity of  British  Columbia 

Christmas  Seal  Auditori- 
um, 10th  and  Heather 
Streets,  Vancouver, 
British  Columbia 

Physicians 

NEW  DEVELOPMENTS 
IN  CLINICAL  AND 
COMMUNITY  AP- 
PROACH TO  THE 
STROKE  PATIENT 

Oscar  A.  Fodor,  M.D.;  Ted  Roth- 
stein,  M.D.;  Donald  J.  Hesch,  M.D.; 
Mark  L.  Dyken,  M.D.,  Indiana 
University;  Edwin  C.  Wylie,  M.D., 
University  of  California  School  of 
Medicine  San  Francisco 

Stroke  Center,  Northwest 
Hospital,  Seattle 

Washington  Plaza  Hotel 
Seattle 

Physicians 
AAFP  credit:  1- 

POSTGRADUATE 
PRECEPTORSHIPS: 
INDIVIDUALIZED  RE- 
FRESHER COURSES 
ARE  ARRANGED  IN 
MOST  MEDICAL 
SPECIALTIES 

Practicing  physicians 

Washington/ Alaska  Regional 
Medical  Program;  Division  of 
Continuing  Medical  Education, 
University  of  Washington  School 
of  Medicine;  Washington  State 
Medical  Association 

Hospitals  in  Seattle, 
Spokane,  Tacoma, 
Yakima 

Physicians 
AAFP  credit 

MEDICAL  TELEVISION 
TELECASTS  WILL  RESUME  AFTER 
THE  HOLIDAY  SEASON  ON 

Washington/ Alaska  Regional 
Medical  Program 

Channels  9,  Seattle; 

47,  Yakima;  7,  Spokane; 
10,  Pullman;  10  Portland 

JANUARY  18.  CHECK  LOCAL 

LISTING  FOR  TOPICS  ON  JANUARY  18  AND  25 
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IDICAL  EDUCATION 

Regional  Medical  Program,  Mountain  States  Regional  Medical  Program. 


jOLLMENT  LIMIT  DURATION  DATE  AND  HOUR 


FEE  INFORMATION,  REGISTRATION 


60 

One  and 
one-half  days 

January  21,  22 
January  21  - 

Registration:  8:30  a.m. 
Session:  9 a.m.  ■ 5 p.m. 
January  22  - 

Session:  9 a.m.  - 12  noon 

$35 

Preregistration  requested.  Contact 
Kenneth  Wilske,  M.D.,  Chairman, 
Division  of  Continuing  Medical  Educa- 
tion, Virginia  Mason  Medical  Center, 

1 1 1 1 Terry  Avenue,  Seattle  98101. 
(206)  MA  3-3700,  ext.  470  or  343. 

200 

Two  days 

January  28,  29  $75 

January  28  - 

Registration  and  complimentary 
continental  breakfast:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 

January  29  - 

Session:  9 a.m.  - 5 p.m. 

Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Educa- 
tion, University  of  Washington  School 
of  Medicine,  Seattle  98195 
(206)  543-1050 

100 

Five  days 

January  31  - February  4 
January  31  - 

Registration:  8:30  a.m. 
Session:  9 a.m.  - 5 p.m. 
February  1-4  - 

Sessions:  8:45  a.m.  - 5 p.m. 

$100 

Preregistration  required.  Contact  the 
Division  of  Continuing  Medical  Educa- 
tion, University  of  Washington  School 
of  Medicine,  Seattle  98195 

24 

Four  days 

January  31  - February  3 

$90 

Preregistration  requested.  Contact  the 
Division  of  Continuing  Medical  Educa- 
tion, Task  Force  Building,  Health 
Sciences  Center,  The  University  of 
British  Columbia,  Vancouver  8,  British 
Columbia.  (604)  228-2761 

None 

Two  days 

February  10,  1 1 

Sessions:  8:30  a.m.  - 4 p.m. 

S20  Advance  registration  requested.  Contact 

(includes  Miss  Peggy  Jacobsson,  Stroke. Coordinator 

two  lunches)  Northwest  Hospital,  1551  North  120th, 
Seattle  98133  (206)  EM  4-0500,  ext.  557 

To  be  individually 
arranged 

To  be  individually  arranged 

None 

Postgraduate  Preceptorship  Project, 
Washington/Alaska  Regional  Medical 
Program,  530  “U”  District  Building, 
Seattle  98105.  (206)  543-8525. 

Telecasts  are  every  Tuesday  at 
7:35  a.m.;  repeat  programs  at 
8:05  a.m.  and  at  10:30  p.m.  or 
11  p.m.  Programs  will  not  be 
telecast  December  21,  28  and 
January  4,  1 1 


Information  on  Continuing  Medical  Education  courses  to 
be  published  on  these  pages  should  be  sent  to  Joan  Kelday, 
530  University  District  Building,  Seattle,  Washington,  98105, 
by  the  6th  of  the  month,  two  months  before  the  course  is  to 
be  presented. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual  — June  18-22,  1972,  San 
Francisco 

,4AM  Clinical  - Nov.  28-Dec.  1,  1971, 
New  Orleans 

American  College  of  Physicians—  Region- 
al Meeting,  Sept.  29-30,  1972,  Seattle, 
Washington 

Idaho  Medical  Association  — Annual 
Meetings,  June  28-July  1,  1972;  June 
27-30,  1973,  Sun  Valley.  House  of 
Delegates,  Interim  Session,  Feb.  4-6, 
1972,  Twin  Falls 

Northwest  Physical  Medicine  and  Reha- 
bilitation — Annual  Meeting,  May, 
1972,  Monterey,  California 
Pres.  George  Peirson,  Portland 
Sec.  Yukio  Kumasaka,  Seattle 

Northwest  Society  of  Plastic  Surgeons  — 
Pres.  Gilbert  Fade,  Seattle 
Sec.  William  C.  S.  Graham,  New  West- 
minster, B.  C. 

Northwest  Rheumatism  Society  — 

Pres.  Kenneth  R.  Wilske,  Seattle 
Sec.  Arthur  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society  — 
Annual  Meeting,  May  12-14,  1972, 
Empress  Hotel,  Victoria,  B.  C. 

Pres.  Jack  N.  Edmison,  Victoria 
Sec.  Robert  S.  Miller,  Beaverton,  Ore. 

West  Coast  Allergy  Society  — 

Pres.  Lester  W.  Mittelstaedt,  Seattle 
Sec.  Daniel  H.  Goodman,  Phoenix 

OREGON 

Oregon  Academy  of  General  Practice  — 
Annual  Scientific  Assembly,  May  3-5, 
1972,  Sun  River  Resort,  Bend,  Ore. 
Pres.  Robert  T.  Childs,  Portland 
Sec.  Toshiaki  Kuge,  Portland 

Oregon  Academy  of  Ophthalmology  and 
Otolaryngology  — Cosmopolitan  Port- 
land Motor  Hotel,  4th  Tues.,  (Jan.- 
Nov.). 

Pres.  Oscar  C.  Chowning,  Jr.,  Corvallis 
Sec.  Robert  F.  Haney,  Portland 

Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan.-Apr.,  Oct., Nov.). 

Pres.  Joyle  Dahl,  Portland 

Sec.  Richard  A.  Romaine,  Portland 

Oregon  District  Branch  of  .American  Psy- 
chiatric Association— (Jan., Apr.,Oct. ). 
Pres.  James  Donald  Bray,  Salem 
Sec.  Thomas  T.  Bennett,  Portland 

Oregon  Pathologists  Association  — Quar- 
terly. Date  of  each  meeting  announc- 
ed prior  to  meeting. 

Pres.  Theodore  Perrin,  Salem 

Sec.  Howard  W.  Huntington,  Portland 

Oregon  Pediatric  Society  — Oregon  Med- 
ical Association  Headquarters.  Date 
of  each  meeting  announced  prior  to 
meeting. 

Pres.  J.  Arthur  May,  Portland 
Sec.  David  W.  MacFarlane,  Portland 


Oregon  Radiological  Society  — 2nd  Wed. 
(Oct.-Apr.)  University  Club,  Portland 
Pres.  John  M.  Roddy,  Portland 
Sec.  Ronald  W.  Phillips,  Milwaukie 

Oregon  Society  of  Internal  Medicine- 
Annual  Meeting,  May  11-13,  1972, 
Sun  River  Lodge,  Sun  River,  Oregon 
Pres.  Jules  F.  Bittner,  Pendleton 
Sec.  Robert  J.  Smith,  Portland 

Oregon  Society  Obstetrics  and  Gynecol- 
ogy—3rd  Fri.  (Oct., Nov,, Jan.,  through 
■May),  Heath  man,  Portland. 

Pres.  E.  M.  DeCastro,  Portland 
Sec.  Harry  A.  Lee,  Portland 

Oregon  Society  of  Allergy  — Northwest 
Forum. 

Pres.  John  L.  Stevenson,  Jr.,  Portland 
Sec.  Robert  L.  Cutter,  Bend 

Oregon  Society  of  Anesthesiologists,  Inc. 
—3rd  Fri.  (Oct.-April)  Portlund.  May, 
Salishan. 

Pres.  Bruce  A.  Peters,  Portland 
Sec.  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.  Curtis  A.  MacFarlane,  Portland 
Sec.  Theodore  H.  Lehman,  Portland 

Portland  Academy  of  Hypnosis  — Con- 
gress Hotel,  Fourth  Fri,  Sept-May, 
except  Nov.  , Third  Friday. 

Pres.  Oloff  Hansen,  Vancouver 
Sec.  Maurice  McDowell,  Forest  Grove 

Portland  Academy  of  Pediatrics  — 1st 
Mon.,  Medical  Society  Building,  Port- 
land. 

Pres.  Donald  Kelly,  Portland 
Sec.  Edward  Hendricks,  Beaverton 

Portland  Surgical  Society— 4th  Tuesday 
(Sept.-April)  6:30P.M.,  Ramada  Inn, 
Portland.  Annual  Meeting,  May  11- 
12,  1972. 

Pres.  Ambrose  Shields,  Portland 
Sec.  Gary  H.  Leaverton,  Portland 


WASHINGTON 

King  County  Academy  General  Practice— 
4th  Mon.  (except  June,  July,  Aug., 
Dec.)  6:30  P.M.,  College  Club 
Pres.  James  Dahlen,  Seattle 
Sec.  Robert  McClean,  Auburn 

Puget  Sound  Academy  of  Ophthalmology 
—3rd  Tues.  (Oct.-.April)  Annual  Meet- 
ing, Jan.  14-15,  1972,  Washington  Pla- 
za Hotel,  Seattle 


Pres.  Robert  F.  Kaiser,  Bellingham 
Sec.  Wm.  Patrick  Mulligan,  Seattle 

Puget  Sound  Allergy  Society  — 1st  Mon. 
(Jan.,  Mar.,  May,  July,  Sept,  Nov.). 
Pres.  James  Stroh,  Jr.,  Seattle 
Sec.  William  Pierson,  Seattle 

Seattle  Gynecological  Society— 3rd  Wed., 
(except  June,  July,  Aug.,  Sept,  Dec.). 
Pres.  Joe  Griffin,  Seattle 
Sec.  David  Figge,  Seattle 

Seattle  Pediatric  Society  - 3rd  Friday 
(Oct.  - May  except  Dec.). 

Pres.  Ralph  R.  Luce,  Seattle 
Sec.  H.  Lee  Kilburn,  Kirkland 

Seattle  Surgical  Society  — 4th  Mon. 
(Sept-May)  Annual  Meeting,  Jan.  21 
-22,  Seattle 

Pres.  Dean  Parker,  Seattle 
Sec.  Karl  J.  May,  Seattle 

Spokane  Surgical  Society  — Quarterly. 
Pres.  Edward  Johnson,  Spokane 
Sec.  John  Sonneland,  Spokane 

Tacoma  Academy  of  Internal  Medicine  — 
Annual  Meeting,  March  23-24.  1972. 

Tacoma  Surgical  Club  — 3rd  Tues.  (Sept- 
May)  Annual  Clinical  Meeting,  March 
25,  1972. 

Pres.  William  W.  Mattson,  Jr.,  Tacoma 
Sec.  John  H.  Alger,  Tacoma 

Washington  Academy  of  Clinical  Hypno- 
sis — 3rd  Thurs.  (Sept-June).  Group 
Health  Hospital,  Seattle 
Pres.  Bernice  Sachs 
Sec.  Monte  Parker 

Washington  State  Radiological  Society  — 
Sept,  Nov.,  Jan.,  March,  May,  Seattle. 
Pres.  Charles  L.  Stevenson,  Spokane 
Sec.  Leland  L.  Burnett,  Seattle 

Washington  State  Society  of  Allergy  — 
Northwest  Allergy  Forum 
Pres.  Edward  C.  Smith,  Spokane 
Sec.  Yukio  Kumasaka,  Seattle 

Washington  State  Society  of  Anesthesi- 
ologists — Quarterly  Meetings,  Loca- 
tion Varies,  Mar., June, Sept,  and  Dec. 
Pres.  Phillip  O.  Bridenbaugh,  Seattle 
Sec.  Katherine  Trudnowski,  Seattle 

Yakima  Surgical  Society  — Last  Thurs. 
(Sept-May  ). 

Pres.  Paul  Rider,  Yakima 
Sec.  Lincoln  Ries,  Yakima 


Please  send  information  to  be  includ- 
ed on  this  page  to:  Managing  Editor, 

Northwest  Medicine,  500  Wall  Street, 
Seattle,  Washington  98121. 
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should  not  be  exceeded,  and  medicatiorr 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  In- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows; 


Children: 

3-6  mo.. . . V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. . V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vi  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


SEARLE 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 


For  more  detailed  medical  information  write: 
G.  0.  Searle  & Co.,  Medical  Deportment, 

P.O.  Box  5110,  Chicago,  IMitRfis  60680 
Research  in  the  Service  Medicine 


HUMAN 

ECOLOGY 


Human  beings  are  ecosystems,  inhabited  by  populations 
of  microorganisms.  When  antibiotics  alter  the  balance  of  these  populations 
in  the  G.  I.  tract,  monilial  overgrowth  can  ensue. 

The  Nystatin  component  of  DECLOSTATIN  is  present  to  help 
control  such  overgrowth. 

DECLOSTATIN  is  particularly  relevant  for  treatment 
of  bacterial  infection  caused  by  sensitive  organisms  in 
such  monilia  susceptible  patients  as  diabetics,  the  elderly  or  debilitated, 
and  others  with  a history  of  moniliasis. 


DECLOSTATIN®  300 

Demeclocycline  HCl  300 mg 
and  Nystatin  500,000  Units 

" ' Capsule-Shaped  Tablets  Lederle 


hemolytic  streptococcal  infections  for  at  least  10  days. 
Following  therapy,  persistence  for  several  days  in  both 
urine  and  blood  of  bacteriosuppressive  levels  of  drug 
may  interfere  with  culture  studies.  Do  not  consider 
such  levels  as  therapeutic. 


Adverse  Reactions:  G.I.:  anorexia,  nausea,  vomit- 
ing, diarrhea,  glossitis,  dysphagia,  enterocolitis, 
inflammatory  lesions  (with  monilial  overgrowth) 
in  anogenital  region.  Skin:  maculopapular 
erythematous  rashes.  Exfoliative  dermatitis 
(uncommon).  Photosensitivity.  Renal  toxicity: 
rise  in  BUN,  dose-related.  Transient,  reversi- 
ble, nephrogenic  diabetes  insipidus  with 
excessive  thirst  and  polyuria  (rare). 
Hypersensitivity  reactions:  urticaria, 
angioneurotic  edema,  anaphylaxis, 
anaphylactoid  purpura,  pericarditis, 
exacerbation  of  systemic  lupus 
erythematosus.  When  given  over 
prolonged  periods,  tetracyclines 
may  produce  brown-black  micro- 
scopic discoloration  of  thyroid 
glands:  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur.  In  young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic  dosage,  dis- 
appearing rapidly  when  drug  was  discontinued.  Blood: 
hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosino- 
philia.  Nystatin:  Nystatin  has  been  associated  with  nausea 
and  vomiting,  gastrointestinal  distress  and  diarrhea 
(occasionally  with  large  doses).  Concomitant  therapy: 
Antacids  containing  aluminum,  calcium,  or  magnesium 
impair  absorption;  do  not  give  to  patient  taking  oral  tetra- 
cycline. Food  and  some  dairy  products  also  interfere  with 
absorption.  Oral  doses  should  be  given  1 hour  before  or 
2 hours  after  meals.  Pediatric  oral  doses  should  not  be 
given  with  milk  formulas,  but  should  be  given  at  least  1 hour 
prior  to  feeding. 


Contraindications:  Flypersensitivity  to  any 
tetracycline  or  nystatin. 


Warnings:  The  Use  of  Drugs  of  the  Tetracycline 
Class  During  Tooth  Development  (Last  Half  of 
Pregnancy,  Infancy  and  Childhood  to  the  Age  of  ' 

8 Years)  May  Cause  Permanent  Discoloration  of 
the  Teeth  (Yellow-Gray-Brown).  This  Adverse  Re-  ' 
action  is  More  Common  During  Long-Term  Use 
of  the  Drugs  But  Has  Been  Observed  Following 
Repeated  Short-Term  Courses.  Enamel  Hypo- 
plasia Has  Also  Been  Reported.  Tetracycline 
Drugs,  Therelore,  Should  Not  be  Used  in  This 
Age  Group  Unless  Other  Drugs  Are  Not  Likely 
To  be  Ellective  or  Are  Contraindicated.  In  renal 
impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such 
conditions,  use  lower  doses,  and,  in  prolonged 
therapy,  determine  serum  levels.  Phototoxic 
reactions,  characterized  by  severe  burns  of 
exposed  surfaces,  can  result  from  direct  expo- 
sure to  sunlight  during  therapy  with  moderate 
to  large  doses  of  demeclocycline.  Advise  patient 
of  this  reaction  to  sunlight  or  ultraviolet  light,  and  discon- 
tinue treatment  at  first  evidence  of  skin  erythema.  Like 
other  tetracyclines,  demeclocycline  forms  a stable  calcium 
complex  in  any  bone-forming  tissue.  Prematures,  given 
oral  doses  of  25  mg. /kg.  every  6 hours,  demonstrated  a 
decrease  in  fibula  growth  rate,  reversible  when  drug 
was  discontinued.  In  patients  with  significantly  impaired 
renal  function,  the  antianabolic  action  of  tetracycline 
may  cause  an  increase  in  BUN,  leading  to  azotemia, 
hyperphosphatemia,  and  acidosis. 


Precautions:  Use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  If  superinfection 
occurs,  institute  appropriate  therapy.  In  venereal 
diseases  when  coexistent  syphilis  is  suspected,  darkfield 
examination  should  be  done  before  treatment  is  started 
and  blood  serology  repeated  monthly  for  at  least  4 
months.  Patients  on  anticoagulant  therapy  may  require 
downward  adjustment  of  such  dosage.  Test  for  organ 
system  dysfunction  (e.g.,  renal,  hepatic  and  hemo- 
poietic)  in  long-term  use.  Treat  all  Group  A beta 


Actions:  Tetracyclines  are  active  against  a wide 
range  of  gram-negative  and  gram-positive 
organisms.  Nystatin  is  an  antifungal  agent 
against  Candida  (monilia)  albicans. 
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